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Horizontal Violence Among Hospital Staff Nurses and the Quality and Saff@atient
Care
Christina Madeline Purpora
Abstract

Nursing is among those believed to be oppressed who are at risk for horizontal
violence, yet no known evidence of a relationship between these concepts exists. Studie
of horizontal violence suggest that some nurses suffer personal consequeraiemstet
nothing is known about the consequences for patients. Furthermore, no known
framework exists to guide research to explain these potential consequences.

The purpose of the study was to describe staff registered nurses’ (Bis) w
related views of themselves, nursing as a group, their interactions anchs#lads with
other RNs, and quality of care. Five hypotheses were tested from the honzoletate
and quality and safety of care model.

A random sample of 173 hospital staff nurses drawn from the California Board of
Registered Nursing’s mailing list participated online or with a papeeguihe Nurses
Workplace Scale measured nurses’ work-related beliefs exhibitive of aesepgdrself or
group. The Negative Acts Questionnaire-Revised measured horizontal violsoce, al
called bullying if it occurs frequently. Peer relations, the quality andysafgatient care
and adverse events were also measured.

Horizontal violence was reported by 21.4% of participants. Nurses’ who exhibited
more internalized sexism (oppressed group beliefs) reported more horizontateiole
(r=.463, p=.000). Nurses’ who minimized themselves more (oppressed self beliefs)

reported more horizontal violence (r=.451, p=.000). Nurses’ who experienced more
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horizontal violence reported less supportive relationships with peers (r=-.638, p=.000),
lower quality and safety of patient care (r= - .459; p=.000), and a higher frequency of
adverse events (r=.408; p=.000). Findings suggested that peer relationshipsdikdiat
effect of horizontal violence on the quality and safety of patient care, but not on adverse
events.

Horizontal violence was reported by one fifth of staff nurses in hospitals.
Hypotheses tested were supported. Nurses who perceived more oppression of self and
nurses as a group reported more horizontal violence. Nurses perceived that horizontal
violence negatively impacted peer relationships and the quality and safetyeat pate
and increased the frequency of adverse events. Education in practice settings is
recommended to improve peer relationships in the presence of horizontal violence.
Reducing horizontal violence may rely on changing the social structure inah@sp
KEY WORDS: Oppressed group, oppressed self, horizontal violence, peer relations

guality of care, patient safety, adverse events.
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CHAPTER ONE: INTRODUCTION



In the 30 years preceding entrance into the doctoral program, | practiced in the
specialties of medical-surgical and critical care nursing in more than tpitai®a six
states. For most of these years, | worked as a staff nurse and for othetm@asl nurse
educator. In each hospital, | experienced nurses interacting with one anothér in bot
positive and negative ways. These experiences stir me to wonder about how patients are
indirectly affected when negative interactions occur among the nurses fcaringm.

The following examples piqued my curiosity about how patient safety is theehite
these situations:

1. A new graduate nurse wanted to approach a physician who was known to be
verbally abusive with a question about an order he wrote. She asked an experienced
nurse for her advice. The experienced nurse rolled her eyes, slammed a dimart on t
counter in front of her and told her to give the medication because he ordered it and he is
the doctor. She did not question the experienced nurse further because she felt too
intimidated by her behavior. Instead, she gave the medication in question to the patie
Three doses later the patient developed a rash as a consequence of receiving the drug

2. While on orientation, a newly hired nurse was withdrawing 10cc from a liter
bottle of saline for irrigation not intended for intravenous use. Curious about why she was
drawing up saline from that source in that size syringe, | asked her whaasldewg.

She replied she needed saline to flush her patient’s Peripherally Insertesd Cattteter
(PICC) and the 30cc saline bottle she would normally use was not available. $leel deci
to problem solve without asking for help; her preceptor was busy, she explained, and

when the preceptor is busy, she “snaps” at her.



When | entered graduate school | had many examples of similar situattbns a
theory helped to begin to understand them. Roberts (1983) applied Paulo Freire’s
(1970/2003) oppression theory to explain these negative interactions as horizontal
violence but that hypothesis has not been empirically tested. Some nurses suffer
consequences from their experiences of horizontal violence yet almost nstkinmoyvn
about the consequences for patients and no known framework exists to guide research on
the topic.

This dissertation research describes hospital staff RNs work-reiavesl of
themselves, nursing as a group, their interactions and relationships with athNst
and quality of care. The body of work contained herein consists of three marsubaipt
will be submitted for publication, each focuses on a different aspect of thésstudy
purpose. The first manuscript (Chapter Two), entitled “Horizontal Violencehand t
Quality and Safety of Patient Care: A Conceptual Model,” describes the iiveovat
model used to guide the study and its implications for future research. The second
manuscript (Chapter Three), entitled “Horizontal Violence Between Hb<$tiff
Registered Nurses Related to Oppressed Group or Self” describesdbacamf
horizontal violence and the relationship these negative workplace behaviors have to the
attitudes these nurses hold about themselves and nursing as a group. The thirdphanuscr
(Chapter Four), entitled “Horizontal Violence and the Quality and Safd®atént
Care,” describes the relationship among horizontal violence, peer relationseand t
guality and safety of patient care. This work ends with Chapter Five, a donciunsl

recommendations for research.
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CHAPTER TWO: HORIZONTAL VIOLENCE AND THE QUALITY AND SAFEY

OF PATIENT CARE: A CONCEPTUAL MODEL



Abstract

For almost 20 years, nurses in international clinical and academic se#irggs h
voiced concern about horizontal violence among nurses and its consequences. However,
no known framework exists to guide research on the topic or to explain these potential
consequences. This paper presents a conceptual model that was developed from four
theories to illustrate how the quality and safety of patient care couldeutealf by
horizontal violence. Research is needed to validate the new model and to gatheakempiric
evidence of the consequences of horizontal violence on which to base recommendations
for future research, education, and practice.
Key terms: oppression, internalized dominant values, horizontal violence, peer

communication, quality and safety of patient care.



Introduction

For nearly two decades, clinical and academic nurses have written about
horizontal violence among nurses in clinical settings and its consequences. Hbrizont
violence is behavior that is directed by one peer toward another that harnspeditse
and devalues the worth of the recipient while denying them their basic hurnen rig
(Blanton, Lybecker, & Spring, 1998). Examples include non-verbal behavior, such as
ignoring a peer, verbal behavior, such as making sarcastic comments tor tfaghkimg
behind their back, and/or physical acts like finger pointing or slamming tHateyston
et al., 1998). Other similar terms used to label negative behavior among nuveés at
include nurse-on-nurse aggression (Farrell, 1997; Farrell, 1999), bullying (H&ghes
Clancey, 2009; Johnson & Rea, 2009; Simons, 2008; Randle, 2003; Vessey, DeMarco,
Gaffney & Budin, 2009), verbal abuse (Cox, 1991; Rowe & Sherlock, 2005; Sofield &
Salmond, 2003), lateral violence (Griffin, 2004; Sheridan-Leos, 2008; Stanley, Martin,
Michel, Welton, & Nemeth, 2007), incivility (Felblinger, 2008), and lateral or horaont
hostility (Thomas, 2003; Alspach, 2007). This paper uses the term horizontal violence.
Research articles (Farrell, 1997; 1999; McKenna, Smith, Poole, & Coverdale, 2003,
Quine, 2001; Randle, 2003; Simons, 2008) and opinion pieces (Georgiou, 2007; Stewatrt,
2010, Moye, 2010 ) from Australia, New Zealand, the United Kingdom, and the United
States suggest that nurses share an ongoing and growing concern about horizontal
violence and its consequences.

Many researchers have described horizontal violence among nurses working i
hospitals (Dunn, 2003; Farrell, 1997; 1999; Johnson & Rea, 2009; McKenna et al., 2003;

Rowe & Sherlock, 2005; Simons, 2008; Skillings, 1992; Sofield & Salmond, 2003;
7



Stanley et al., 2007). Nurses suffer consequences as a result of theeregsesuch as
psychological impact (McKenna et al., 2003; Randle, 2003; Rowe & Sherlock, 2005), job
dissatisfaction (Rowe & Sherlock, 2005), and negative effects on peer relgignshi
(Rowe & Sherlock, 2005). Some describe their experiences as painful (Skillings, 1992)
and far more distressing than when similar behaviors are directed towartiythem
physicians or patients (Farrell, 1997; Farrell, 1999). Some nurses intend to leave thei
current job to find work elsewhere (Johnson & Rea, 2009; Simons, 2008; Sofield &
Salmond, 2003; Vessey et al., 2009), while others consider leaving nursing altogethe
(Johnson & Rea, 2009; McKenna et al., 2003). Some nurses perceive that horizontal
violence threatens the safety of patients (McKenna et al., 2003) and diminishes the
quality of their care (Rowe & Sherlock, 2005).

Rosenstein & O’Daniel (2005; 2008) reported that doctors and nurses in hospitals
perceive that disruptive behavior, such as use of rude tone of voice or threateying bod
language, decreases their communication. Communication decreases widnafgi
feel too intimidated to communicate with members of the healthcare teanrevkiooavn
instigators of these negative behaviors (Rosenstein & O’Daniel, 2008; Insfitbéde
Medication Practices (ISMP), 2003). The Joint Commission (2007) reports that close to
70% of actual or potential harm to patients can be linked to insufficient commanigati
healthcare organizations. Yet, no direct empirical links among horizontal violence or
disruptive behavior, communication, and patient care have been made. The dearth of
research and the concern about consequences for patients call for studieoatdiori
violence among nurses in hospitals, its effect on their relationships and comnounicati

and the consequences for patient care.



To date, researchers who study horizontal violence among nurses used Freire
(1970/2003) theory of oppression as a framework or no theory at all. Those who used it
did so implicitly by using the term horizontal violence, one of its concepts (Longo, 2007;
McKenna et al., 2003), while others did so explicitly (Dunn, 2003; Skillings, 1992;
Simons, 2008; Stanley et al., 2007). Conceptual models are important because of their
utility for explaining situations and for guiding research (Meleis, 20@t),np known
study proposed a model to explain horizontal violence and its consequences.

This paper presents a conceptual model that illustrates how the quality apd safet
of patient care could be affected by horizontal violence. The paper begins with a
description of the model in which oppression theory (Freire, 1970/2003), a theory of
human motivation (Maslow, 1943), the essential human communication model (DeVito,
2008) and the Swiss cheese model of system accidents (Reason, 2000) and the quality
and safety of patient care are linked. Then, implications for research argegkovi

Conceptual Model

Earp & Ennett (1991) define a conceptual model as “. . . a diagram of proposed
causal linkages among a set of concepts believed to be related to a pantiblita
health problem” (p. 164). The proposed horizontal violence and the quality and safety of
patient care model is displayed in figure 1. Directionality of the model flows left to
right or cause to effect.

Oppression

In his theory of oppression, Freire (1970/2003) postulated that the Brazilian

people he observed were living in a “situation of oppression” (p. 55). They were

dominated by others who had violently obstructed them from living their livdy fise
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human beings ensconced in their unique beliefs and values. Freire (1970/2003) contends
that a situation of oppression can be changed because it results from an imbaleiated so
structure, not fate.

Building on the work of Freire and others, Roberts (1983) posited that nurses have
worked in a situation of oppression since the early 1900’s when they began caring for
patients in hospitals controlled by male physicians and administratorsyA$8k&5) and
Reverby (1987) describe nurses in the mid 1800’s to early 1900’s doing the work
traditionally thought of as the work of women in hierarchical hospitals. Theingeact
was controlled either by groups with more power that are held in higher estegriner b
systems in which they work. Thorelli (1986) defines power as “...the ability to infuenc
the decision and actions of others” (p. 38). Today, nurses continue to bear a great deal of
responsibility caring for patients whose lives are in their hands yet threylitiee power
compared to physicians and administrators (Garman, Leach, & Spector, 2006).
Internalized Dominant Values

Freire (1970/2003) theorized that oppressed people internalize their situation by
adopting the dominant group’s beliefs and values while minimizing their own. Opgress
people manifest what they internalize by acting like those who oppress them w
remaining submissive to them. They develop hatred for their own group and become
fearful of fighting for freedom at the risk of more violence from those who oppress t
(Freire, 1970/2003).

Roberts (1983) suggested that nurses have internalized the dominant physician
values while minimizing those of nursing. She supports her argument by pointing to the

prominence and value placed on the medical model over nursing. She further postulates
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that oppressed nurses manifest what they have internalized by exhibiting poor sel
esteem, feelings of inferiority, aversion for nurses who are most often, buivagsa
women, dissatisfaction with the primarily female profession, disunity, and lack of
professional identity.

Working with Roberts and others, DeMarco (2008) used the concepts “oppressed
self” and “oppressed group” (p. 299) to explain how nurses’ exhibit internalized
dominant values while minimizing their own. Oppressed self demonstratea’pers
beliefs about their individual worth. When people minimize their own worth, they may
stay quiet rather than contribute their opinion in situations. Oppressed grougmnépres
beliefs about women, who are most often nurses in hierarchical hospitals, and how they
may be inclined behave when in a group. When beliefs are pessimistic, thesticell
contribution as women is minimized.

Horizontal Violence

A third concept derived from oppression theory is “horizontal violence” (Freire,
1970/2003, p. 62). Freire identified the concept based on his observations of oppressed
Brazilians and on behavior first described by Fanon’s (1963) observation of oppressed
Algerians. The concept was originally defined as acts of violence suchirag kiurning
each other’s houses and pulling knives on one another. He postulated that the oppressed
feel aggressive but remain submissive toward those who oppress them and these acts
occur as one way that oppressed people relieve mounting situational tensiortlzenong
Blanton et al. (1998) used Freire’s (1970/2003) work as well as others to develop the
definition of horizontal violence used in the model, the only one known to be derived

from Freire’s theory. Though the acts described by Blanton et al. (1998) are saibtbe
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acts of horizontal violence defined by Freire, the concept is useful, nonethaless, f
explaining behavior among nurses who are also thought to be oppressed.

In the model, horizontal violence represents the harmful behavior oppressed
nurses are at risk for engaging in to relieve mounting frustration from rgpirki
hierarchical hospitals where they have great responsibility betpidiver. While there
are many factors that influence nurses’ work related behavior, oppressemrad and
understudied. Other factors could include age, education, and experience. An assumption
that nurses may engage in horizontal violence because they are oppressed ke ipersis
the nursing literature for almost three decades (Cox, 1991; Roberts 1983, Simons, 2009;
Skillings, 1992), but that hypothesis has yet to be tested. The purpose of using these
concepts in the proposed model is, like other authors, not to fault nurses for the behavior
or to view them as victims (DeMarco et al., 2008; Keen, 1991) but instead to explain,
theoretically, why, as a group, nurses are considered oppressed, and, thus, at risk for
engaging in horizontal violence. The proposition in the proposed model is that
internalized dominant values are positively related to experiences of horioigace,
that is, as internalized dominant values exhibited as oppressed group or seléjrsreas
does horizontal violence.
Horizontal Violence and Peer Communication

The concepts to the right of horizontal violence, “safety needs” (Maslow, 1943, p.
376) and “psychological noise” (DeVito, 2008, p. 13), are used to hypothesize a link
between horizontal violence and the next concept in the model, peer communigation. |
his theory of human motivation, Maslow (1943) explained how adult human behavior is

motivated by several basic needs. Safety needs are centered on a humgiambed to
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be free from physical and emotional harm. When a person’s safety needs Hreymet
feel safe enough to relate to others. Conversely, a person who perceives the world a
unsafe may believe their physical and emotional well being are abribkifm and may
react to this threat by not relating to others. The concept is useful fomexglaow

nurses who have suffered psychological harm from horizontal violence ntayveer
threats to their emotional safety in work environments. Their hesitation stares to
interacting with others may be in response to perceived threats to theiomahatell

being including fear of more horizontal violence and more psychological harm.

Experiencing threats to one’s well-being and fear of further horizordiginge
interferes with communication. DeVito (2008) illustrates communicationdsstyeople
and the factors that promote or impede it in his essentials of human communication
model. He defines communication as the interpersonal exchange of verbal and nonverbal
messages between people (Devito, 2008). He explains that, at one extreme, a person’s
message will not reach an intended recipient at all because of psychbimyse, a
factor that impedes communication. Psychological noise includes thoughts about or
beliefs and attitudes formed in advance of the communication and/or strong negative
feelings about how that communication may occur.

In the proposed model, safety needs and psychological noise provide the link
between horizontal violence and peer communication, the exchange of verbal and non-
verbal messages among people of the same status within a group. Nurses who have
experienced horizontal violence may avoid interacting with their peersseeoé
perceived threats to their psychological well being and preconceived nationshow

the communication exchange will play out. Using safety needs and psychological noise to
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link them, the proposition is: horizontal violence is negatively related to peer
communication, that is, as horizontal violence increases, peer communicationafecreas
Peer Communication and Quality and Safety of Patient Care

To the right of peer communication is the concept “defense layers” (Reason,
2000, p.769) used to hypothesize a link between peer communication and the last concept
in the proposed model, the quality and safety of patient care. Reason’s (20G5) Swis
cheese model of system accidents illustrates how people and things get Imarmed i
technologically sophisticated organizations including healthcare. He devehgpeabtel
to promote evaluation of bad outcomes by considering what failed in a system’sdefens
layers rather than simply blaming people for the errors. In his concepti@lizzhese
layers protect people and things from harm. They consist of people, technology, and
policies and procedures that each play a vital part and, collectively, are yso#digtive.
Conversely, when these layers are compromised, an opportunity for an error to cause
harm exists. The defense layer of interest is the one comprised of people that,
healthcare, consists of those caring directly for patients including thmaimanication
with each other. Without open communication among caregivers, the potential for
detecting and preventing harm is reduced.

In the proposed model, peer communication is hypothesized as one of many
important contributors to protecting patients from harm. Communication among nurses
is conceptualized as sharing information related to the care of patientingcasking
each other questions, providing feedback to each other, giving each other advice or
seeking clarification or validation of care. Decreased peer commionicst

hypothesized to threaten the integrity of the defense layer.
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Quality of care is the extent to which care delivered to patients incréases t
chance of meeting their needs (Institute of Medicine (IOM), 2001). Good qualigyef c
is culturally sensitive and clearly communicated care that is deliveregetently while
involving the patient in care decisions (IOM, 2001). Patient safety is the pafcess
delivering that care where patient harm is prevented and avoided (Agertgditincare
Research Quality, 2004). In the model, both concepts are displayed as one, the qualit
and safety of patient care, because they address different aspects ofiwang tksing
defense layers to link them, peer relations is positively related to the curaditsafety of
patient care, that is, as peer communication decreases, so does the qualityyanll safe
patient care.

Implications for Research

The horizontal violence and the quality and safety of patient care model offers a
framework to guide research where there is a paucity of empirical evideractopic of
growing concern among nurses internationally. Before research canchetsah
measures of model concepts must be located or developed. The model and its
propositions generate research hypotheses for testing. Hypothesis one, theuggekss
that as internalized dominant values exhibited as oppressed group or self jrsrease
does horizontal violence. Hypothesis two, the model suggests as horizontal violence
increases, peers communication decreases. Hypothesis three, the model thaigests
peer communication decreases, so does the quality and safety of patient daee. Furt
research is needed to test these hypotheses in various populations of RNs aridrsearch
other factors that influence these relationships. Mounting evidence of eahliks, or

lack thereof, validates and provides opportunity for improvement of the model. Evidence
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of empirical links creates a new call for research to inform strategieslifiressing
horizontal violence and its consequences for patients.
Conclusion

This paper presented the horizontal violence and the quality and safety of care
model. Four theories linked for the first time illustrate how horizontal violensesaand
its effect on the quality and safety of patient care. Internationally, nsinses concern
about horizontal violence and its consequences. Studies suggest that nurses suffer
consequences as a result of their experiences with horizontal violenctleyet li
anything is known about consequences for patients and no known framework exists to
explain or guide research on the topic. The new model begins to fill this gap. However,
research is needed to validate the new model. Empirical evidence gatherstuileas
guided by the model will establish the foundation of practice and education

recommendations.
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CHAPTER THREE: HORIZONTAL VIOLENCE BETWEEN HOSPITAL ST

REGISTERED NURSES RELATED TO OPPRESSED GROUP

OR SELF
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Abstract
OBJECTIVE: This study described the incidence of horizontal violence amongahospi
staff registered nurses and tested two hypotheses: (1) nurses who eahgbit m
internalized sexism consistent with those of an oppressed group will report more
horizontal violence and (2) nurses who exhibit more minimization of self camtsrgté
those of an oppressed self will report more horizontal violence.
BACKGROUND: Nursing is among other groups believed to be oppressed who are at
risk for engaging in horizontal violence, yet there is no known empirical evideace of
relationship between attitudes exhibitive of an oppressed group or self and labrizont
violence.
METHODS: This descriptive model testing study surveyed a random sample of 173
hospital staff nurses drawn from the California Board of Registered Nursiagfisg
list. The Nurses Workplace Scale measured nurses’ internalized work reéatsd
exhibitive of an oppressed self or group. The Negative Acts Questionnaire<Revise
measured horizontal violence, also called bullying if it occurs frequently.
RESULTS: Horizontal violence was reported by 21.4% (n=37) of participating nurses
Nurses’ who exhibited more internalized sexism reported more horizontalceole
(r=.463, p=.000). Nurses’ who minimized themselves more reported more horizontal
violence (r=.451, p=.000).
CONCLUSION: Horizontal violence was reported by one fifth of staff rsunse
hospitals. Hypotheses tested were supported. Nurses who perceive more oppression of

self and nurses as a group report more horizontal violence. Reducing honruatece
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may rely on changing the social structure in hospitals. KEY WORDS: Opprgssqy

oppressed self, internalized sexism, minimization of self, horizontal violence.
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Introduction

Oppressed people live in various places around the world just as they have
throughout human history. Being oppressed means living a life dictated by tlotheey
live their lives that are deemed the right way of living (Freire, 1970/2003). Thessaor
internalize these dominant values while casting off their own. In the procgsietiedop
hatred for their own people and become aggravated with their situation, yet afraid of
living life any other way. One way they cope with their frustration is tactldestructive
behavior toward one another, behavior known as “horizontal violence” in oppression
theory (Freire, 1970/2003, p. 62). For nearly four decades nurses have been among those
thought to be oppressed because they do work traditionally considered the work of
women in hierarchical hospitals (Ashley, 1976; Reverby, 1987). The premise for this
argument is that nursing practice is controlled by forces outside of thegioofesth
higher status and power (Ashley, 1975; Roberts, 1983). Historically, these forces in
hospitals have included male dominated medicine and hospital administratory(Ashle
1975; Roberts, 1983; Reverby, 1987). The conceptualization can also be used for
explaining negative behavior among oppressed nurses as horizontal violence (Keen,
1991; Roberts, 1983; Skillings, 1992, Sofield & Salmond, 2003; Simons, 2008); but,
empirical evidence of an association exhibitive of being oppressed and halrizont
violence has yet to be produced.

This paper describes the incidence of horizontal violence among staff mgjister
nurses (RNs) in hospitals and tests for an association with work-relatedhiizied
dominant values consistent with an oppressed group or self. These findings arapart of

overall study that describes nurses’ work related views of themselvasgnassa group,
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their interactions and relationships with one another, and the quality and safdigmif pa
care.

Background and Significance

Horizontal violence in the workplace is injurious behavior aimed by one worker
toward another who is of equal status within a hierarchy that seeks to controlsihre per
by disregarding and diminishing their value as a human being (Blanton, Lybecker, &
Spring, 1998). Displays of horizontal violence include calling coworkers demeaning
names; using words, tone of voice, or body language that humiliates or ridiaries t
belittling their concerns; and pushing them or throwing things (Blanton et al., 1998).
Bullying is a term used when these behaviors happen often (Mikkelsen & Einarsen,
2001). A variety of other terms are used by nurse researchers and auhets(1997;
1999) uses nurse-to-nurse aggression. Bullying was used by Hughes and (2@@8gy (
Johnson and Rea (2009), Simons (2008), and Randle (2003). Verbal abuse is used by
others (Cox, 1991; Rowe & Sherlock, 2005; Sofield & the Salmond, 2003; Ulrich,
Lavandero, Hart, Woods, Leggett, & Taylor, 2006) as is lateral violencei(GaG04;
Sheridan-Leos, 2008; Stanley, Martin, Michel, Welton, & Nemeth, 2007), incivility
(Felblinger, 2008), and horizontal or lateral hostility (Thomas, 2003; Alspach, 2007).

The reported incidence of horizontal violence in hospitals varies. Forty-six
percent of a sample of 26 new graduate hospital staff nurses reportaivialence
(Griffin, 2004). In a study of 461, an incidence of 28% of verbal abuse was reported
(Sofield & Salmond, 2003). Ulrich et al. (2006) reported a 17.6% incidence of verbal
abuse among 4346 critical care RNs. Dunn (2003) concluded from the frequencies and
percentages of participant responses to individual items that horizontal violasce
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common among 145 operating room nurses. From the data provided in the article, an
incidence of 49.7% was estimated. Seventy five percent of a sample of 218deport

verbal abuse from other nurses (Rowe & Sherlock, 2005). In another study of 663 nurses,
an incidence of 46% lateral violence was reported (Stanley et al., 2007). In tws gtudie
Australia, 30% of 270 nurses (Farrell, 1999) and 29% of 1436 nurses reported nurse-on-
nurse aggression (Farrell, Bobrowski & Bobrowski, 2006). In a New Zealand study of
551 new graduate nurses, McKenna et al. (2003) concluded that horizontal violence was
a widespread experience. They used frequencies and percentages of responses t
individual items, but not enough information was provided to estimate an overall
incidence. In the two studies that used the same measure of bullying, 249 eyergen

room nurses reported an incidence of 27.3% (Johnson & Rea, 2009) while Simons (2009)
described an incidence of 31% in a sample of 511 nurses working in various clinical
areas.

In these studies the incidence of horizontal violence varies from 17.6% to 75%
among nurses in various roles across clinical areas in hospitals. Howewer, thes
percentages should be viewed cautiously because several challenges waenécesd
during this review. First, most investigators used a measure created owechéalifineir
study with little or no evidence of reliability and validity. Horizontal viale was
measured and defined differently across other studies. The most consisterdtinform
came from two studies that used the same measure, which had evidence otyearabili
validity (Johnson & Rea, 2008; Simons, 2008). This raises an interesting question about
how horizontal violence is defined and measured. Second, incidence was mostly reported

on the basis of an overall sample which included nurses working in diverse roles with
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varying years of experience making comparison difficult across indivpymllations,

such as staff RNs. This is an important consideration because by definition, hbrizonta
violence occurs among those who share the same status in a hierarchy. Nurgsnanag
are generally perceived as having higher status and therefore have merdpuoffy,

1995; McCall, 1996). New graduate nurses may be particularly vulnerable toeexesri

of horizontal violence given their inexperience (McKenna et al., 2003) and may repor
the behavior more often than experienced nurses. Third, nurses most frequently worked
in medical surgical (Farrell, 1999; Rowe & Sherlock, 2005), critical care fLUatial.

(2006), and emergency room (ER) (Johnson & Rea, 2009). This raises an interesting
guestion about clinical area as a factor that influences incidence.

Theoretical Framework

The horizontal violence and the quality and safety of patient care model that
guided this study was discussed elsewhere (Purpora, 2010). The first twptspnc
internalized dominant values and horizontal violence were the focus of this arBgsis
shaded portion of the model is not discussed here (see Figure 1).

Internalized dominant values and horizontal violence are concepts taken from
Freire’s (1970/2003) theory of oppression. In the model, internalized dominant values
represents the work-related attitudes nurses hold about themselves and nursing in
response to the oppressive hierarchal environments where they work and horizontal
violence explains the negative behavior oppressed nurses are in jeopardy of using in
reaction to it (Purpora, 2010). Using Freire’s (1970/2003) theory to explain, those who
are oppressed live their lives shaped by the values of those who control them. The
oppressed adopt these values while depriving themselves of their own. His theory was
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first used by Roberts (1983) to explain how nursing may be thought of as opprédssed. T
oppression began when women provided nursing care in exchange for training as a nurse
in hospitals in the late 1800-early 1900s (Ashley, 1976; Reverby, 1987). Physicians and
administrators who ran these hospitals exploited female nurses by receivimgeration

for the nursing care they provided with little compensation to the women (Ashley, 1975;
Reverby, 1987; Roberts, 1983). Today, nurses continue to work in these hierarchical
institutions, albeit not for free, where they bear much responsibility for teeota

patients with an unequal amount of power when compared to physicians and
administrators (Garman, Leach, & Spector, 2006). In such a work situatiors mage

feel frustrated as they strive to advocate for themselves and their practibealthcare
system that has historically devalued their contribution to healthcare YA$BIES;

DeMarco, Roberts, Norris, & McCurry, 2008; Reverby, 1987). Influenced by their
multifaceted lives as woman and nurses doing the work of women, their attitudes about
themselves and nursing as a group are shaped by the dominant values they internalize and
exhibited in attitudes consistent with those of an oppressed group or selfroedflal.,

2008). Attitudes of an oppressed group or oppressed self were labeled as “radrnali
sexism” and “minimization of self” respectively (DeMarco et al., 2008, p. 299).
Internalized sexism is defined as unfavorable beliefs a person holds about wonadin over
or the behavior women may employ when in a group that negates the usefulness of what
they seek to accomplish (DeMarco et al., 2008). Minimization of self is defined as the
amount people value themselves as individuals that may stop them from speakyng freel

(DeMarco et al., 2008).
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Horizontal violence is a way that the oppressed may cope with their discontent
from living an unsatisfactory life (Freire, 1970/2003). Freire describebdiavior as
murdering, committing arson, and using weapons on one another. Blanton et al., (1998)
used Freire’s (1970/2003) work as well as others to develop their definition of horizontal
violence that differs from the violent acts described by Freire, but is usehdtheless,
for explaining behavior among nurses given the assumption they constitute an appresse
group.

The purpose of this study was to test the proposed relationships between
internalized dominant values and horizontal violence. The two hypotheses tested were:
(1) nurses who exhibit more internalized sexism consistent with an oppressed group wil
report more horizontal violence and (2) nurses who exhibit more minimization of self
consistent of an oppressed self will report more horizontal violence.

Methods

This cross-sectional model testing study described hospital ststiereg nurses’
(RNs) work related views of themselves, nursing as a group, and their negative
interactions with other staff RNs. Mailed and online surveys were used to daltact
from a random sample of hospital staff nurses with active licenses in Calif@Gja
The University of California, San Francisco’s Committee on Human Resgautvad
the study (Appendix A).

Population/Sample

The list of all RNs licensed in CA was obtained from the California Board of

Registered Nursing (CA BRN). This mailing list provided the names ashr@sgks of the

entire population of RNs with active licenses in the state (n=309,940 as of January 26,
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2010); but did not indicate their work setting. From this list a random sample of 3000 was
selected to assure that a large enough pool of nurses working in hospitals would be
included.

Adapted from Dillman’s (2007) five step Tailored Design method of survey
administration, nurses were contacted up to three times. A postcard was mdlled to a
3000 RNs inquiring about their interest in participating in the study (AppendRNB.
were included if they were working as staff nurses in hospitals ahdgitib share their
views in an anonymous survey. If interested and eligible, they returned a supplied
postcard (Appendix B) indicating their preference to do so online or with a papey.surv
In return they were sent an information sheet for the online survey (Appendix C) or the
paper survey (Appendix D), the paper survey, if that was their format of kivénec
(Appendix E), and a $2 bill as a thank you gift. The information sheet explained that
participation was voluntary and receipt of a survey by investigators repdseEmsent.

One week later, a reminder postcard was mailed to all who returned a ghdiséreding
them for completing a survey if they had and asking them to do so if they had not
(Appendix F).

Measures

Table 1 displays the research variables measured in this study and the individual
items contained in each scale. They are summarized by name, scalsdemng, and
related hypothesis.

Internalized Dominant ValueBlurses’ work related views of themselves and
nursing as a group were measured using the two subscales within the 12 itesn Nurse

Workplace Scale (NWS), a measure of nurses’ work-related attitudes lzanddre
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suggestive of being oppressed (DeMarco, et al., 2008). The NWS was developed using
Keen'’s (1991) oppression checklist originally created to explain the workdelate
behaviors and attitudes of nurses, who are most commonly women, not to fault them for
those beliefs The items comprised two subscales: Internalized sexisnsggopgeoup),
a measure of unfavorable beliefs held about women’s behavior that undermines their
being successful in what they do as a group and Minimization of self (oppresel se
measure of attitudes held that prevents a person from openly stating their opinion
(DeMarco et al., 2008). Participants indicated how often items applied to them at work
using the following response scale: 1=never, 2=rarely, 3=sometimes;detfitty
5=always. Mean scores for each of the two subscales are calculatedgmttoanl-5,
the higher the score the more often attitudes reflected internalized sexisimmization
of self. DeMarco et al. (2008) reported a Cronbach’s alpha of the five item litedna
sexism and the seven item minimization of self of .74 and .80 respectively. DeMarco et
al. (2008) used exploratory and confirmatory factor analysis and examined group
differences that provided evidence of construct validity of the subscales.

Horizontal ViolenceNurses’ perceptions of horizontal violence from their peers
at work were measured using the Negative Acts Questionnaire-RevisedRNAQ
measure of bullying at work (Einarsen, Hoel, & Notelaers, 2009). This tool was used in
previous studies among nurses (Johnson & Rea, 2009; Simons, 2008). The NAQ-R is the
English language version of the original Norwegian Negative Acts QuestierfNAQ)
created in the United Kingdom (UK). The NAQ-R consists of 22 negative behaviors that
indirectly measures bullying, a form of horizontal violence that occurs frdguent

(Simons, 2008). Permission to translate the NAQ-R to American English wasdjbgnt
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the developers, and two translations were made for this study. “Sent to Coviésitny,”
six, was translated to isolation from others: “Holiday entitlementyi i®, was
translated to vacation time.

Participants indicated how frequently they experienced negative abts|ast
six months using the following response scale: 1=never, 2=now and then, 3=monthly,
4=weekly, 5=daily. The negative act “being exposed to an unmanageable workload” was
removed from this analysis. In this study, similar to previous work, this item was
frequently chosen and thought to be more directly related to the current workplace
conditions than to horizontal violence or bullying (Johnson & Rea, 2008). Either the
frequencies for each item or the mean scores for the 21 item NAQ-Rwv&ralesed in
all further analysis.

To determine incidence, a variable consisting of three groups was created
including: group one, those who never experienced negative acts and those who
experienced one act; group two, those who experienced two acts now and then or
monthly; and group three who experienced two acts weekly and daily. Group thtee mee
the criterion for bullying (Mikkelsen & Einarsen, 2001).

In addition to the categorical indicators, mean scores for the entire 21 item sca
were calculated and ranged from 1-5, the higher the score the more frequerttienega
acts were experienced at work. Cronbach’s alpha for the 22 items was coasisisst
four different studies including workers from various industries in the United Kingdom
(UK) .90 (Einarsen et al., 2009) and in the United States (US) .92 (Lutgen-Sandvik,

Tracy, & Alberts, 2007) and two studies of nurses in two different states in tt89US
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(Johnson & Rea, 2009) and .88 (Simons, 2008). Einarsen et al. (2009) provided evidence
of predictive validity of the 22 item scale with measures of other concepts.

Demographics.Demographic data were collected including continuous variables
age, years of experience working as an RN in a hospital, and average number of hours
worked. Categorical variables included gender, race, basic RN educatiorst kligtpee
held, type of hospital, such as community or teaching, size of hospital, and clie&al ar
such as critical care or geriatrics. Variables with more than thspense choices were
collapsed into two or three groups: race into Caucasian and non-Caucasian and basic RN
education and highest degree held into non-BSN and BSN or higher, and clinical area
into intensive care, non-intensive care, and other.
Data Analysis

Statistical Package for the Social Sciences (SPSS) version 16.0 for Windows
(2007) was used to analyze data. Once data were cleaned, minimum and maximum
values, means, standard deviation (SD) or frequencies were used to describe the sampl
Mean scores for the NWS subscales —internalized sexism and minimizatedfz ahd
the 21 item NAQ-R were calculated. Cronbach’s alpha measured the rgliabdach
scale. Frequencies described the incidence of horizontal violence using tleicalteg
variable. Pearson product moment correlation coefficient tested the stamadgtirection
of the bivariate relationships among variables. Hierarchical multiplessigns
explained the unique contribution of the independent variables internalized sexism and
minimization of self to the variance in the dependent variable, horizontal violenlee whi
controlling for the demographic variables chosen for inclusion in the model. A p value of

.05 was set in this study for hypothesis testing.
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Before statistical tests were conducted, applicable assumptionsssessed.
The 21 item NAQ-R was not normally distributed, being skewed to the right. Tgpattem
to improve this, the scale was transformed using log and square root with minimal
improvement. The scale was used in both its original and transformed form totealcula
multiple regressions. Comparison of the results showed no meaningful diffarehtee
original scale results are reported for clarity.

Findings

Two hundred thirty four nurses returned postcards indicating their interest in
participating and their survey format preference. In turn, 215 surveys adrass19 of
the 234 did not meet inclusion criteria. One hundred seventy-three surveys, 82 on paper
and 91 on-line, were returned. The response rate was calculated by subtracting the
following amounts from the initial 3000 nurses randomly selected from the CA BRN
mailing list: 20% whose addresses were estimated to be outdated by thehersea
(n=600), 13% for nurses not working (n=312), 35.6% for nurses who do not work in
hospitals (n=854), and from the remaining 1234, 24.4% (n=301) of nurses working in
hospitals but not as staff (Spetz, Keane & Herrera, 2008). Therefore thé¢ jergsble
number of nurses fitting the inclusion criteria was likely 933 and the respdaseas
18.5% (173/933).

As shown in Table 2, the demographic profile of the sample in this study was very
similar to the population of CA nurses. Although percentages were not identiwakbet
this study’s sample of staff RNs in hospitals and the CA BRN report, they dolshare t
most common characteristics making the study sample representative bases] on ra

gender, age, basic RN education, highest degree held, clinical area, @y anvenber
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of hours worked. The mean number of years working as an RN in a hospital was 15.85
years (min=1, max 45, SD=12.11). Most nurses worked in a 100-300 bed hospital (n=83,
48%) in the community hospital setting (n=113, 65.3 %). BRN data on these variables
were not available so a comparison could not be made.

Participants were asked how frequently they experienced negatifeoatts
another staff RN at work. The frequencies and percentages of these behaviors a
displayed in Table 3. Based on the criterion of two or more negative acts experienced
weekly or daily in the last six months, the incidence of horizontal violence was 21.4%
(n=37). Being ordered to do work below level of competence (12.7%; n=22), being given
tasks with unreasonable deadlines (11.6%; n=20), and having opinions and views ignored
(9.9%; n=17) were the negative acts reported most often. Those reported witlstthe lea
frequency were intimidating behavior, finger-pointing, invasion of persona¢spac
shoving, blocking/barring the way (1.8%; n=3), practical jokes (1.8%; n=3), having
allegations made (11.6%; n=3), and threats of violence or physical abuse or actual abuse
(.06%; n=1).

Table 4 displays mean scores of the research variables internalized, sexis
minimization of self, and horizontal violence by nurse and work characteristidba
reliability of the measures (Cronbach’s alpha). Cronbach’s alpha values stutthysare
similar to those from previous work indicating evidence of reliability in ceffer
populations. In this study, Cronbach’s alpha of .92 for the 21 item NAQ-R was good.
Though no known studies report internal consistency of the 21 item scale, the value is
similar to those reported for the 22 item scale. The reliability of the itiEedasexism,

a=.87, and minimization of seli=.79, were strong.
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There were few statistically significant differences by denyagcaand
employment characteristics. Females reported higher minimizatiaif dhan males
though there was no difference in internalized sexism. Nurses who did not hold a BSN as
their basic RN education or highest degree reported more horizontal violence tlean thos
educated with BSN or higher. RNs working in intensive care reported more horizontal
violence than those working in other clinical areas. Race and size and type ailhospit
showed no statistically significant differences.

Pearson’s r was used to describe the relationship among continuous variables:
age, years of experience working in a hospital as an RN, average number of hours
worked per week, horizontal violence, internalized sexism and minimization oAself.
shown in Table 5, Years of experience and average hours worked per week were not
significantly correlated with horizontal violence, internalized sexisminmmeation of
self. Age was significantly correlated with horizontal violence but notnatzed sexism
or minimization of self.

Hypothesis Testing

Based on these bivariate findings, demographic variables for inclusion in the
regression model included age, gender, basic RN education, and clinicalemiedRB
education was chosen over highest degree held because of its greaieasmmif
Intensive care was the reference group for dummy coded clinical are@spaontrasts
were non-intensive care to intensive care and other to intensive care.

Hypothesis 1: Nurses who exhibit more internalized sexism will report more
horizontal violenceThere was a significant positive correlation found between

internalized sexism and horizontal violence (Table 5). As internalizesihsencreased,
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so did horizontal violence in both bivariate and multivariate analyses. In the matevari
analysis, age and gender were not significant predictors of horizontal @diahc
internalized sexism, basic RN education, and working in nhon-intensive care versus
intensive care clinical area were (Table 6). For every one unit indreagernalized
sexism score, there was a corresponding .286 increase in horizontal violeeg¢e scor
controlling for age, gender, basic RN education and clinical area (p< .05k dfgrone
unit increase in basic RN education, there was a corresponding .161 decrease in
horizontal violence score, controlling for age, gender, clinical area, and Iitedna
sexism. Comparing non-intensive care to intensive care, there was a cifssdan
horizontal violence score, controlling for age, gender, basic RN education, and
internalized sexism (p<.05).

Hypothesis 2: Nurses who exhibit more minimization of self will report more
horizontal violenceA significant positive correlation was found between minimization
of self and horizontal violence (Table 5). As minimization of self increased, so did
horizontal violence. In the multivariate analysis, age, gender, and basic RNi@duca
were not significant predictors of horizontal violence but minimization of sdlf a
working in non-intensive care versus intensive care were (Table 6). Foranemnit
increase in minimization of self score, there is a corresponding .380 incrdesezontal
violence score, controlling for age, gender, basic RN education and cliadja .05).
Comparing non-intensive care to intensive care, there is a .236 decreaseanthbri
violence scores, controlling for age, gender, basic RN education, and miromizbself

(p<.05).
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Study Limitations

The response rate to this study was 18.5% which is lower than the 24% found in
a study that also offered a paper survey with an online option (Sax, Gilmartiya&tB
2003). In a review of the literature, Sax et al. (2003) found that the average resp@nse r
across all types of survey administration including those for web only, paper only, or
paper with web option was 21.8%. Response rates can vary from web with incentive at
17.1% to paper with web option at 24% but these rates are dynamic as modes of
administration change. In this study, a response rate of 18.5% is of concern; of the 3000
randomly selected RNs in CA, 933 were estimated as eligible to partigiptaie,3 did.

Not known is why the remaining 760 did not. This means questions remain about
differences in the demographics and perceptions of those nonresponders and how that
could impact study findings. This introduces a self-selection bias as a polssshleto
internal validity.

Response set bias a type of measurement error is a limitation patocsuavey
guestionnaires. All items on the NAQ-R and the NWS were worded in the same
direction. When items are presented this way, some participants respond bientnsis
selecting the same values to reply to items. In the case of the NAQ-RVES,
participants’ answers to the frequency response scale would be either allesposises
or the other extreme, all daily or always. Such extreme responses couloressrg
findings; however, in this study that does not seem to be a problem.

Some researchers suggest that factors such as the stressful hospital work
environment (Vessey, DeMarco, Gaffney & Budin, 2009; Sofield & Salmond, 2003;

Stanley et al., 2007) and dysfunctional work relationships (Vessey et al., 2008)utentr
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to the incidence of horizontal violence. These factors not controlled for could predict
horizontal violence. This is important to consider when concluding that the independent
variables internalized sexism and minimization of self have relationsitipfi@rizontal
violence. Being oppressed is one factor that shapes nurses behavior and thgs deelin
beliefs about themselves and nurses as a group. However, stress and negative work
relationships are others not measured and, thus, their influence on the relationship is not
known.

Causal relationships between variables in cross-sectional studies cannot be
ascertained. Therefore in this cross-sectional study, causal rdtgi®bgtween
variables cannot be assured. Study findings suggest that relationshipsteeshbe
concepts.

Discussion

Nurses in this study reported 21.4% (n=36) incidence of horizontal violence
which is lower than the 31% who reported being bullied in Massachusetts (Simons, 2008)
and the 27.3% in Washington (Johnson & Rea, 2009). The most frequently occurring
acts varied between verbal and non-verbal acts across studies but the least freque
negative act, threats of or actual physical abuse (n=1; 0.6%) was a coffisidiegtwith
one study of American workers in various industries (Lutgen-Sandvik et al., 2007) and
two studies in nursing (Simons, 2008; Johnson & Rea, 2009). The notion that horizontal
violence is manifested verbally and non-verbally but rarely as physisabfaciolence
was raised in three studies in nursing, two in Australia (Farrell, 1997; 1999) and another

in New Zealand (McKenna et al., 2003). This idea and the review of literaturerong i

41



guestion how horizontal violence is operationalized. Research is needed to explore and
compare different measurement options.

No relationship was found between horizontal violence and age, gender, or race.
Likewise, Johnson and Rea’s (2009) found no relationship with variables in common
with this study including age, gender, or race. Preliminary analgsled significant
mean differences within education and clinical area and a significantatmmnelith age.
However, further analysis demonstrated that internalized sexism, mitionipé self
and non-intensive care clinical areas predicted horizontal violence butdaget dBasic
RN education was a significant predictor when added to the model with intednalize
sexism but not with minimization of self. This suggests that the nurses’ dgphagr
profile has less to do with their behavior than how they view themselves and nursing, the
clinical area where they work and possibility with their basic RN educatios.iga
curious finding given that people are often oppressed based demographics suchras gende
and race (Ehrenreich & English, 2005; Freire, 1970/2003; Fanon, 1963). Moreover, this
may also not be surprising given the argument that nurses feelings about\tbasrasd
nursing are shaped by the multifactorial influences from working in hieratdystems
rather than their individual characteristics (Demarco et al., 2008). Fuetearch is
needed to describe the influence of demographics on horizontal violence.

This study tested two hypotheses drawn from the horizontal violence and the
guality and safety of patient care model. This study supports the model proposition that
as attitudes consistent with being oppressed increase, so does horizontal violence. The
relationship can be explained in that being an oppressed group represents the work

situation of nurses practicing in hierarchical institutions that shape their bebaliefs
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and feelings about themselves and nursing and horizontal violence corresponds to the
negative behavior they are at risk for experiencing. These beliefs and aglitermine
their success of their actions as a group and prevent individual nurses from making the
opinions known and championing for their practice (DeMarco et al., 2008). Furthermore,
these beliefs and feelings are associated with and predict horizontal gioléim study
provides empirical evidence of a link between these concepts theorized for falanos
decades. Although innovative, this is one study. More research is needed to gather
empirical evidence that this relationship exists across diverse populationses.niis
posited by DeMarco and colleagues (2008), research is needed to examine tbe indire
consequences for patients when nurses internalize beliefs that impaabilitgiassert
themselves and, in turn, advocate for patients in hospitals.

This study has implications for nursing education. Freire (1970/2003) postulated
that education is the key to freedom from oppression. He theorized that raising the
oppressed awareness of their situation is paramount but does not explain what the
oppressed can do to change their situation once they understand it. One studgdugges
behavioral techniques for use by individuals to respond to perpetrators of horizontal
violence (Griffin, 2004). Nursing organizations call for zero tolerance of thevineha
(American Association of Critical Care Nurses, 2004; Center for Amefursing,

2008). Zero tolerance is a start but ultimately not enough. More interventiorchesear
needed to identify strategies that help individual nurses effectively cope with the
behavior. Nurses and other professionals need to change how healthcare is socially

structured. The first step toward achieving this is to provide evidence that tale soci
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structure of hospitals has a negative impact on people working there and on those
receiving care in them.
Conclusion

This study described the incidence of horizontal violence among hospital staff
RNs and tested two hypotheses. Findings supported the horizontal violence and quality
and safety of patient care model that nurses who exhibit beliefs consistent with a
oppressed self or group experience horizontal violence. This study provides a foundation
of empirical evidence to support what nurse authors and researchers have gddstulate
more than three decades. However, this is one study. More research is needed to gather
empirical evidence in different populations of nurses and to create strategiaarses
can use to manage horizontal violence. Further, a change in the social structure of

hospitals is needed to truly address horizontal violence.
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Table 1
Research Variables Measured

Variable Scale Items Scoring

Related Hypothesis

Internalized 1. Said “it’s really hard to work Mean score of

Sexism with a bunch of women all items are
(Oppressed 2. Believed that it is continuous
Group) impossible, or at least very Possible score:
NWS g(ljf::glélrtléﬁrswomen toreach \,iiiim=1
DeMarco et 3. Said or felt that most of your Maximums=5
al., 2008, friends were men...or you 4 _yaver
p. 299 just can’t trust women 2=Rarely
4. Said you always prefer a 3=Sometimes
male boss over a female ON€_Frequently
5. Believed that men have mor%:Always

natural ability than women

Nurses who exhibit
more internalized
sexism consistent
with that of an
oppressed group
will report more
horizontal violence

Minimization 6. Prefaced statements with  Mean score of

of self phrases such as “I know this all items are
(Oppressed is a really stupid question” continuous
Self) 7. Founclj_ it dlftflcult toaccept  piasible score:
NWS compliments Minimum=1

8. Feltor said that you were i/ /-5
DeMarco et “unworthy” of an honor or
al., 2008,
p. 299 9 rgf\;\;lasrtcclantl compared 1=Never

' y 2=Rarely

yourself with others
10. Changed your story
according to the professional
audience
Complained to your fellow
workers but did nothing to
confront the person you
believe is causing the
problem
Found yourself more
frequently making comments
(either positive or negative
ones) about other nurses
rather than to the other
nurses that were the focus of
your comments

3=Sometimes
4=Frequently
5=Always

11.

12.

Nurses who exhibit
more minimization
of self consistent
with that of an
oppressed self will
report more
horizontal violence
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Table 1 continued
Research Variables Measured

Variable Scale Iltems Scoring Related Hypothesis
Horizontal See items in Table 3 Mean score ofNurses who exhibit
Violence all items are more internalized

21 Item continuous sexism consistent

with that of an

NAQ-R Possible score: .
Minimum=1 oppressed self will

Einarsen et Maximum=5  feport more

al., 20009, horizontal violence

.32 1=N o

p-3 2=N§Xver:md Nurses who exhibit
Then more minimization
3=Monthly of self consistent
4=Weekly with that of an
5=Daily oppressed self will

report more
horizontal violence

Note.Nurses Workplace Scale (NWS) items 1-12. Subscales: internalizeoh seiss
1-5 and minimization of self items 6-12. From “The Development of the nurses
workplace scale: Self-advocating behaviors and beliefs in the professankplace,”
by R. DeMarco, S. J. Roberts, A. Norris, and M. K. McCurry, 20068rnal of
Professional Nursing, 28), p. 299. Copyright 2008 by Elsevier. Permission to reuse
granted by Elsevier Limited (Appendix G). Scale used with permission ofrshadithor
(Appendix H). Negative Acts Questionnaire-Revised (NAQ-R). From “Meaguri
exposure to bullying and harassment at work: Validity, factor structure sokdgosetric
properties of the negative acts questionnaire-revised,” by S. Einarsen, H.ido@l, a
Notelaers, 2009Vork and Stress, 2B), p. 32. Copyright 2009 Taylor and Francis.
Permission to reuse granted by Taylor and Francis (Appendix I). Questionrealreitls
permission of Bergen Bullying Research Group (Appendix J).
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Table 2
Sample Description Compared to CA BRN 2008 Survey of California Registered Nurses

Variable Study Sample (n=173CA BRN (n=5440)

Age 46.2 years 47.1 years

Gender 91% Female 86% Female

Race 62% Caucasian 59% Caucasian

Basic RN Education 41% Associate 46% Associate

Highest degree Held 50% Bachelor’s 42% Bachelor’s
Clinical Area 20% Medical-Surgical 13.1% Medical-Surgical
Average number of hours worke®5.6 hours 36.5 hours

Note.CA BRN demographic variables from “California board of registered nursing 2008
survey of registered nurses,” by the University of California, San Frands&petz, D.
Keane, and C. Herrera, 2009.
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Table 3
Frequency and Percentages of Individual Negative Actd{3)

Weekly, Daily, Total
Negative Act n(%) n(%) n(%)
Someone withholding information that affects your 6(3.5) 3(1.7) 9(5.2)
performance
Being humiliated or ridiculed in connection with your  5(2.9) 2(1.2) 7(4.1)
work
Being ordered to do work below your level of competend®(5.8) 12(6.9) 22(12.7)
Having key areas of responsibility removed or replaced 5(2.9) 8(4.6) 13(7.5)
with more trivial tasks
Spreading of gossip and rumors about you 8(4.6) 3(1.7) 11(6.3)
Being ignored or excluded or isolated from others 8(4.6) 8(4.6) 16(9.2)
Having insulting or offensive remarks made about your 4(2.3) 5(2.9) 9(5.2)
person, attitudes, private life
Being shouted at or being the target of spontaneous angés.5) 0 6(3.5)
(or rage)
Intimidating behavior, finger-pointing, invasion of 2(1.2) 1(0.6) 3(1.8)
personal space, shoving, blocking/barring the way
Hints you should quit your job 423) O 4(2.3)
Repeated reminders of your errors or mistakes 5(2.9) 1(0.6) 6(3.5)
Being ignored or facing a hostile reaction when you 7(4.0) 2(1.2) 9(5.2)
approach
Persistent criticism of your work or effort 5(2.9) 1(0.6) 6(3.5)
Having your opinions and views ignored 11(6.4) 6(3.5) 17(9.9)
Practical jokes carried out by people you don't get alon@(1.2) 1(0.6) 3(1.8)
with
Being given tasks with unreasonable or impossible targéts(6.4) 9(5.2) 20(11.6)
or deadlines
Having allegations made against you 3(L.7) O 3(1.7)
Excessive monitoring of your work 4(2.3) 7(4.00 11(6.3)
Pressure not to claim something you are entitled to: siclo(.2) 4(2.3) 13(7.5)
vacation time, travel expenses
Being subject of excessive teasing and sarcasm 3(1.7) 1(0.6) 4(2.3)
Threats of violence or physical abuse or actual abuse 1(0.6) O 1(.6)
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Table 4

Means of Research Variables by Nurse and Work Characteristics and Reliability of

Measures
Internalized Minimization of Horizontal
Sexism Self Violence
(5 items) (7 items) (21 items)
Overall Mean (SD) 1.87 (.789) 2.18 (.612) 1.51 (.515)
Cronbach’s alpha .87 .79 .92
Gender
Female (n=157) 1.87 2.20* 151
Male (n=13) 1.89 1.82 1.48
Race
Caucasian (n=107) 1.80 2.20 1.52
Non-Caucasian (n=64) 1.98 2.14 1.47
Basic RN education
Non-BSN (n=89) 1.93 2.26 1.60**
BSN or above (n=82) 1.80 2.09 1.40
Highest Degree Held
Non-BSN (n=58) 1.90 2.22 1.61*
BSN or above (n=113) 1.85 2.16 1.45
Type of Hospital
Community
Yes (n=113) 1.95 2.22 1.53
No (n=57) 1.71 2.10 1.46
Teaching
Yes (n=64) 1.78 2.22 1.47
No (n=106) 1.93 2.15 1.53
Government
Yes (n=6) 1.43 1.71 1.29
No (n=164) 1.89 2.19 151
Size of Hospital
< 100 beds (n=20) 1.88 2.28 1.67
100-300 (n=83) 1.81 2.13 1.50
>300 (n=64) 1.92 2.23 1.47
Clinical Area
Intensive care (n=69) 1.92 2.17 1.63*
Non-intensive care (n=78)1.76 2.17 1.38
Other (n=21) 1.93 2.24 1.59

*p<05, **p<.01
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Table 5

Correlation of Research and Demographic Variables

Internalized Minimization

Horizontal Age Years Hours

Sexism of Self Violence
Internallzed 10
Sexism
Minimization -
of Self .255 1.0
Horizontal 463+ A5 1.0
Violence
Age 135 .001 A57* 1.0
Years 129 -.031 .087 T74** 1.0
Hours .043 .085 134 .007 -.078 1.0

Note: Years= years of experience working as an RN in the hospital, Hours=mafmbe

hours worked per week.
*p<.05; *p<.01
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Table 6
Summary of Hierarchical Regression Analyses for Variables Predicting Horizontal
Violence (n=166)

Source R B p

Regression 1 Final Model

Overall Model 278 .000
Coefficients:
Intercept 1.411 .000
Age .001 .831
Gender -112 419
Basic RN Education -.161* .033
Clinical Area:
Non-intensive care to intensive care -.208** .007
Other to intensive care -.069 .556
Internalized Sexism .286** .000

Regression 2 Final Model

Overall Model .285 .000
Coefficients:
Intercept 812  .009
Age .003  .403
Gender .079 575
Basic RN Education -.140 .065
Clinical Area:
Non-intensive care to intensive care -.236** .002
Other to intensive care -125 .285
Minimization of Self (NWS) .380** .000

B=Unstandardized coefficients
*p<.05; *p<.01
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CHAPTER FOUR: HORIZONTAL VIOLENCE AND THE QUALITY AND SAETY

OF PATIENT CARE
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Abstract
OBJECTIVE: This study describes nurses’ work-related views of thenaictions and
relationships with other staff RNs and the quality and safety of patien{ldase
hypotheses were tested: (1) nurses who experience more horizontal violemepaonill
less supportive relationships with peers, (2) nurses who experience more horizontal
violence will report lower quality and safety of patient care, and (3) nutses w
experience more horizontal violence will report a higher frequency of selegents.
BACKGROUND: Some nurses suffer personal consequences yet almost nothing is
known about the impact on the quality and safety of patient care.
METHODS: A random sample of 173 hospital staff nurses drawn from the California
Board of Registered Nursing’s mailing list participated. Horizontal mt#evas
measured using the Negative Acts Questionnaire-Revised. Peer relatiapnslityeand
safety of patient care and adverse events were also measured.
RESULTS: Nurses’ who experienced more horizontal violence reportesuppsrtive
relationships with peers (r=-.638, p=.000), lower quality and safety of patier{teare
.459; p=.000), and a higher frequency of adverse events (r=.408; p= .000). Findings
suggest that peer relations mediated the effect of horizontal violence on tiheandl
safety of patient care but not on adverse events.
CONCLUSION: Findings supported the hypotheses tested. Nurses pehegive t
horizontal violence negatively impacts peer relationships and the qualityfahdafa
patient care and increases the frequency of adverse events.
KEY WORDS: horizontal violence, peer relations, peer communication, qualigref c

patient safety, and adverse events.
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Introduction

Negative behavior among workers is a phenomenon that exists in various
industries including healthcare. Outside of healthcare, studies of negativeobeha
among workers have been done internationally (Hoel, Cooper & Faragher, 2001n Nielse
et al., 2009; Salin, 2001) and in the United States (US) (Lutgen-Sandvik, Tracy &
Alberts, 2007; Miles, Borman, Spector & Fox, 2002). Researchers in healthcard studie
the behavior between and among healthcare professionals including mediesitsas
the United States (US) and the United Kingdom (UK) (Baldwin & Daugherty, 2008;
Quine, 2003), nurses in Australia, New Zealand, the UK and the US (Farrell, 1999;
McKenna, Smith, Poole & Coverdale, 2003; Quine, 2001, Simons, 2008) and across
these disciplines in the US (Rosenstein & O’Daniel, 2005; 2008). Despite study $inding
that suggest workers suffer personal consequences from their experighdde wi
behavior, little is known about the consequences for their work. Researchers,ndinicia
and nursing organizations agree that negative behavior in the workplace i€adonc
nursing and potentially for patients. They express this in the studies they conduct
(Johnson & Rea, 2009; Rowe & Sherlock, 2005; Vessey, DeMarco, Gaffney & Budin,
2009), in opinion pieces (Longo & Sherman, 2007; Stewart, 2010, Thomas, 2003), and in
public policy and position statements (American Association of Critica Narses,
2004, Center for American Nurses, 2008).

This project concentrated on the relationships among horizontal violence, or
negative behavior; relationships with peers; the quality and safety of patienaind the

nurses’ demographic and work characteristics. This project is a portion geasardy
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that describes RNs perception of themselves, the nursing professiomtdrations
and relationships with one another, and quality of care and patient safety.

Background and Significance

The term horizontal violence is used in this project to signify negative behavior
among coworkers of the same rank that exhibits a lack of respect and woundsitlye di
of the receiver (Blanton, Lybecker, & Spring, 1998). This behavior includes minimizing
the opinion of another, using intimidating comments, or making unwanted physical
contact (Blanton et al., 1998). When horizontal violence occurs regularly, the term
bullying is sometimes used (Mikkelsen & Einarsen, 2001). In addition to horizontal
violence and bullying, authors and researchers use a variety of terms tdheame t
phenomenon (Dunn, 2003, Hughes & Clancey, 2009; Johnson & Rea, 2009; Longo,
2007; McKenna et al., 2003, Moye, 2010; Skillings, 1992, Taylor, 2001; Simons, 2008;
Randle, 2003; Vessey et al., 2009). Terms include nurse-on-nurse aggression (Farrell
1997; Farrell, 1999), verbal abuse (Cox, 1991; Rowe & Sherlock, 2005; Sofield & the
Salmond, 2003; Ulrich, Lavandero, Hart, Woods, Leggett, & Taylor, 2006), lateral
violence (Griffin, 2004; Sheridan-Leos, 2008; Stanley, Martin, Michel, Welton, &
Nemeth, 2007), incivility (Felblinger, 2008), and lateral or horizontal hostiligmas,
2003; Alspach, 2007).

The experience of horizontal violence results in consequences for some nurses.
These include psychological harm (McKenna et al., 2003; Randle, 2003; Rowe &
Sherlock, 2005), discontentment with their job (Rowe & Sherlock, 2005), and poor
relationships with coworkers (Rowe & Sherlock, 2005). The behavior is more hurtful
(Skillings, 1992) and the source of greater anguish when coming from another nurse than
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when comparable behaviors are inflicted by doctors or patients (Farrell, 19, Far
1999). Some nurses think about quitting nursing or their job (Johnson & Rea, 2009;
McKenna et al., 2003; Simons, 2008; Sofield & Salmond, 2003; Vessey et al., 2009).
Some believe horizontal violence jeopardizes patient safety (McKenna et al. a2d03)
lessens the quality of care (Rowe & Sherlock, 2005). Physicians and RNs warking i
hospitals perceive that disruptive behavior, such as intimidating gestures arsiveffe
language, reduces their communication (Rosenstein & O’Daniel, 2005; 2008). This
reduction happens when persons are apprehensive about approaching members of the
team who are known to behave disruptively (Rosenstein & O’Daniel, 2008; Institute of
Safe Medication Practices (ISMP), 2003). Inadequate communication has bedn link
with close to 70% of real or potential harm to patients receiving care in healthcar
institutions (The Joint Commission, 2007). But, no empirical evidence of a relagonshi
between horizontal violence, disruptive behavior, communication, and patient care has
been shown. Research is needed to describe the relationship between horizontal violence
nurses’ relationships and communication with one another, and the quality and safety of
patient care. By knowing more, the problem can be addressed.

Theoretical Framework

A full description of the horizontal violence and quality and safe patient care
model used to guide this study is located in another manuscript (Purpora, 2010). Figure 1
illustrates its concepts, travelling from left, cause, to right, effeatzbiatal violence,
peer communication, and the quality and safety of patient care are the focusiteere

the shaded concepts are not.

62



The concept “horizontal violence” originates from oppression theory (Freire,
1970/2003, p. 62) and is used to explain disrespectful and harmful behavior among peers.
Hospitals are hierarchical institutions influenced by a multitude of $axoe nurses have
less power in these institutions than doctors and those in administration (Garan, Le
& Spector, 2006). Practicing in such a complex situation may aggravate ntases w
encounter barriers when they advocate for patients and their practice (@deMaberts,
Norris, & McCurry, 2008). They may feel frustrated by factors in theikveorironment
over which they have no control including short hospital stays and multiple interruptions
on their time (Institute of Medicine (IOM), 2004). They may release thegasang
frustration through horizontal violence. This explanation does not seek to fault ngrses; it
purpose is to inform understanding of the behavior within its context (Keen, 1991;
DeMarco et al., 2008; Purpora, 2010).

Peer communication, “the exchange of verbal and non-verbal messages among
people of the same status within a group” (Purpora, 2010), is the basis for pemnrgelati
Peer relations are the degree of support in relationships among peers at work
(McCloskey, 1990). When they are supportive, nurses trust their peers, feel at ease
communicating freely with them about patient care, seek help from peer opehly, a
work cooperatively caring for patients (Blegen et al., 2004). When there sujgssrt,
nurses do not trust their peers and avoid communicating and interacting with them
(Purpora, 2010).

Quiality of care is the level of care delivered to patients that maxithizes
possibility that their healthcare needs are met (IOM, 2001). Care mdetsets when

it is delivered competently in a culturally responsive manner, plainly comatadicand
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includes patients in decisions about their care (IOM, 2001). Patient safety isytire wa
which care is delivered so that patients are not injured in the process (Agency for
Healthcare Research & Quality, (AHRQ), 2004). Quality of care and paaéatly reside

in the model as one concept, the quality and safety of patient care, because #&y addr
unique facets of care delivery as a whole.

The purpose of this study was to describe the relationships among horizontal
violence, peer relations and the quality and safety of patient care. Three hgpotiees
tested: (1) nurses who experience more horizontal violence will report lesstsugppor
relationships with peers, (2) nurses who experience more horizontal violenoepwiti
lower quality and safety of patient care, and (3) nurses who experiencéonamntal
violence will report a higher frequency of adverse events.

Methods

This cross-sectional model testing study described hospital stateregisiurses’
(RNs) work-related views of their interactions and relationships with otéRstls and
the quality and safety of patient care. Data were collected from a randgtess RNs
in California (CA) via regular postal mail and online surveys. This study wae\aggpr
by the University of California, San Francisco’s Committee on Human Résea
(Appendix A).

Population/Sample

The CA Board of Registered Nursing (BRN) mailing list provided the names and

addresses of 309,940 RNs, the total population with active licenses in the state as of

January 26, 2010. This list did not specify their work setting. To assure that the sample
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drawn would include a sufficient amount of potential staff RN participants, 3000 names
and addresses were randomly selected from the list.

Dillman’s (2007) Tailored Design, which uses five steps to administeeysirv
was adapted to include up to three contacts. First, each of the 3000 RNs was mailed a
postcard asking them if they were interested in taking part in the study (Apndix
RNs working as staff nurses in hospitals who agreed to share their perceptions in a
anonymous survey were included in the study. If interested in participtuaygmailed a
provided postcard in which they stated whether they wished to participate wikra pa
survey or online (Appendix B). Second, upon receipt of the postcard, researchersireturne
three items: (1) an information sheet for the online survey version (Appendix C) or pape
survey version (Appendix D), (2) a paper survey (Appendix E), if requested, and (3) to
thank them for participating, a $2 bill was enclosed. The information sheet déscribe
their participation as voluntary and that submission of their survey signifiedhéyat t
willingly agreed to participate. Third, a postcard was sent to those who receivegss
thanking them for submitting a survey if they had and, if they had not, reminding them to
complete their survey (Appendix F).
Measures

Research variables measured were: horizontal violence, peer relations litge qua
and safety of patient care, and adverse events. They are summarized bg vanad|
scale items, operational definition, and related hypothesis in Table 1.

Horizontal Violence.RNs views of their work-related interactions with other staff
RNs were measured using the Negative Acts Questionnaire-Revised (INAQrRasure

of horizontal violence, also known as workplace bullying when it occurs frequently
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(Einarsen, Hoel, & Notelaers, 2009). Two studies in nursing have used this questionnaire
to measure bullying (Johnson & Rea, 2009; Simons, 2008). By definition both concepts
have in common negative behavior among coworkers and therefore it is useful for
measuring horizontal violence. The original Negative Acts Questionnair@NA

developed in Norway, was later revised in the United Kingdom (UK) for use in English
speaking countries. The questionnaire lists 22 negative acts without using the term
bullying. In this study, some items were converted to American Englibhpermission

from its creators. Item six, “sent to Coventry,” was converted to isolatom dthers,

and item 19, “holiday entitlement,” was changed to vacation time.

Participants responded to negative acts by stating how frequently they
experienced them over the last six months: 1=never, 2=now and then, 3=monthly,
4=weekly, 5=daily. Consistent with one other study, the “being exposed to an
unmanageable workload” item was removed from analyses (Johnson & Rea, 2009). The
argument for its elimination was based on the assumption that this itentsrefte&
environments in general not a negative act as such (Johnson & Rea, 2009).

Mean scores for the scale ranged from 1-5, the higher the score the more
frequently negative acts were experienced at work. Four studies provided ewdtience
reliability of the measure. When used in workers outside of healthcare, Cronhiatials
was .90 in the UK (Einarsen et al., 2009) and .92 in the United States (US) (Lutgen-
Sandvik, Tracy, & Alberts, 2007). In nursing, internal consistency was .89 (Johnson &
Rea, 2009) and .88 (Simons, 2008). The 22 item NAQ-R has evidence of predictive
validity in four studies where associations between the NAQ-R and differenptence

were hypothesized and tested. Studies that provided this evidence were from outside
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healthcare (Einarsen et al., 2009; Lutgen-Sandvik, Tracy, & Alberts, 2007) ancet@o w
in nursing (Johnson & Rea, 2009; Simons, 2008).

Peer RelationsThe four item peer relations subscale from the Nurse Staffing and
the Quality of Care Questionnaire (M. Blegen, written communication, March 3, 2009) a
measure of the extent to which relationships are supportive among peers atagork, w
used (McCloskey, 1990). To minimize the potential for response bias, two of the four
positively worded items were negatively worded for this study. Pantitspadicated
their agreement with items using the following response scale: 1=stisghyree,
2=somewhat disagree, 3=neutral, 4=somewhat agree 5=strongly agreecbtean s
ranged from 1-5, the higher the mean score the more supportive the relationships.
Previous work provided evidence of reliability,75, and factor analysis resulted in
evidence of validity of the subscale (Blegen et al., 2004).

Quality ofCare.Quality of care is a concept that includes patient safety and
adverse events. A three item scale to measure the quality and safatieot care was
developed for this study. Two items were taken from Aiken, Clarke and Sloan’s (2002)
Nurse-Rated Quality of Care measure of nurses’ perception of & éxtwhich the
state of the art care delivered to patients increases the chance of riestingique
needs (IOM, 2001). The third item was taken from the Agency for Healthcare Researc
and Quality’s (AHRQ) (2004) Hospital Survey on Patient Safety Culture, auneeais
health professionals’ perception of patient safety, medical error, andrepgering in
hospitals. Patient safety refers to the process of delivering careavhiling or
minimizing patient harm (AHRQ, 2004). Originally, response choices for Aikah'et

(2002) quality items were excellent, good, fair or poor; for this study, like thenpati
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safety item, items were all assigned a grade: 1=F, failing, 2=D, poor, 8c€htable,
4=very good, and 5=A, excellent. Mean scores ranged from 1-5, the higher thihecore
higher the perceived quality of care and the safer the patient. Evidence ofiyeedic
validity of the original quality of care measure was reported in previous work indgsdi
from a logistic regression analysis of nurse staffing and nurse€piene of quality of
care (Aiken et al., 2002). Predictive validity of the AHRQ patient safaty\tas
described by Blegen, Gearhart, O’Brien and Alldredge (2009).

Another indicator of the quality and safety of patient care is adverse evats, t
is, any action or lack of action that may result in patient injury (AHRQ, 2004). Aikén a
colleagues used a similar approach in measuring adverse events in the 1999 &aansyl
Outcomes Study (Aiken et al., 2001; Aiken et al., 2007). In this study, six itemanegas
adverse events including four taken from Aiken et al. (2007) and two items wecktadde
create a new scale, the adverse event scale. The response scale wasnd-=qhpdg,
1=never, 2=rarely, 3=occasionally, 4= frequently. Mean scores ranged #othe -
higher the score the more often nurses or their patients were involved in acestsare
the last six months. Several previous studies tested the association betwwariale
adverse event items, all or in part, drawn from Aiken et al., (2007) work, which provides
evidence of predictive validity across at least three studies (Al-Kiakdddromas, 2008;
Harahan, Kumar, & Aiken, 2010; Lucero, Lake, & Aiken, 2010; Olds & Clarke, 2010).

DemographicsAge, years of experience working as an RN in a hospital, and
average number of hours worked were continuous variables. Gender, race, basic RN
education, highest degree held, type of hospital, such as government or teaching, size of

hospital, and clinical area, such as pediatrics or telemetry were catégariables. The
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multiple categories for race, basic RN education, and highest degree helcbllapsed
into two or three groups: race into Caucasian and non-Caucasian, basic Reauncht
highest degree held into non-BSN or BSN or greater, and clinical area toveatezas,
non-intensive care and other. The three group clinical area and size of hospital were
dummy coded. Intensive care was the reference group for clinical areatihdar300
beds was the reference group for size of hospital.
Data Analysis

Data were analyzed using Statistical Package for the Social Sc{&RSS)
version 16.0 for Windows (2007). Minimum and maximum values, means, standard
deviation (SD) or frequencies were used to describe the sample after dateleesred
and negatively worded items were recoded. Frequencies were detefoniogidgorical
variables. To conduct correlation and regression analyses, mean score2forté¢he
NAQ-R scale, peer relations subscale, the quality and safety of patiersicede, and
adverse event scale were calculated. Cronbach’s alpha measured bilg¢yefaach
scale. Pearson product moment correlation coefficient tested the strengtheatidrdof
the bivariate relationships among variables. Hierarchical multiplessigres explained
the unique contribution of each independent variable to the dependent variable while
controlling for other predictor variables in the model. A p value of .05 was set.

While assessing applicable assumptions for each statistical testdglanne of
the dependent variables were normally distributed. To address this, allveesdes
transformed using log and square root with negligible improvement. The original and

transformed scales were used to calculate multiple regressions b vesgltsimilar.
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The results using the original scales are presented here so intevpretdindings would
be clear.
Findings

Of the 3000 postcards mailed, 234 nurses replied asking for a survey. Nineteen of
them were not eligible, so 215 received surveys in return. A total of 173 surveys were
received from them, 47% (n=82) on paper and 53% (n=91) on-line. The CA BRN 2008
Survey of Registered Nurses reports that 13% of RNs are not working, 35.6% do not
work in hospitals, and 24.4% work in hospitals but not as staff (Spetz, Keane, & Herrera,
2009). These percentages and researcher estimate that 20% of addressexuaate
were subtracted from the 3000 leaving 933 before calculating the respon3éeate.
response rate to this study was 18.5% (173 +933=.185 or 18.5%).

As presented in Table 2, the study sample is representative of CaliforniaifRNs w
regard to age, gender, race, basic RN education, highest degree held, ckaicahd
average number of hours worked per week. Experience working as an RN in a hospital
averaged 15.8 years (min=1, max 45, SD=12.11). The majority worked in a 100-300 bed
(n=83, 48%) community-based hospital (=113, 65.3 %). Representativeness of these
variables could not be determined as BRN data were not available.

Table 3 displays mean scores of horizontal violence, peer relations, the quality
and safety of patient care, and adverse events by nurse and work demographics and
reliability of measures. A Cronbach’s alpha value of .70 or greater was et @spt
evidence of good reliability of a scale (Nunnally & Bernstein, 1994). Cronbagifia al
for the 21 item NAQ-R was .92, the quality and safety of patient care scale wad.89, a

six item adverse events scale was .86. These values were strong butezhfouldne
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first time in this study, so no comparison across studies could be made. Thatyebfbi
the peer relations scalke,76, was evidence of good reliability in different populations.

Those who do not have a BSN as basic education or highest degree and worked in
intensive care reported more horizontal violence. Nurses working in teachintalsospi
reported higher quality of care. Those with a non-BSN as basic RN educatiomgniarki
hospitals with less than 100 beds in areas other than intensive care and non-intensive care
reported higher frequency of adverse events. There were no significantindiégia
gender, race, or other types of hospitals.

Pearson’s r correlations are summarized in Table 4. There were no aignific
correlations between any of the research variables and years of experaeking in a
hospital and average number of hours worked. Age was significantly positived{ated
with horizontal violence and adverse events but not peer relations and the quality and
safety of patient care. Older nurses reported a higher frequency of honzolaate
(r=.157; p=.047) and adverse events (r=.213; p=.006).

Hypothesis Testing

The bivariate relationship display in tables 3 and 4 were used to screen
demographic characteristics for inclusion in the multivariate regres@ased on these
findings, variables included were age, basic RN education, teachingahosipi of
hospital and clinical area. Basic RN education was included because ohés hig
significance that highest degree held.

Hypothesis 1Nurses who experience more horizontal violence will report less
supportive relationships with peei&.significant inverse correlation was fouhdtween

horizontal violence and peer relations (see Table 4). As horizontal violeneasasy
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peer relations are less supportive. In the hierarchical regression anagsisasic RN
education, teaching hospital, and size of hospital were not significant predicpersr
relations but clinical area and horizontal violence were (see Table 3vé&igrone unit
increase in horizontal violence score, there is a corresponding 1.118 decrease in pee
relations score, controlling for age, basic RN education, teaching hosp#adf fiospital
and clinical area (p< .05). Comparing other clinical areas to intensivetloare is a
corresponding .440 decrease in peer relations score, controlling for age, basic RN
education, teaching hospital, size of hospital and horizontal violence (p< .05).
Hypothesis 2: Nurses who report more horizontal violence will report lower
guality and safety of patient car€here was a significant negative correlation between
horizontal violence and their perception of the quality and safety of patienseare (
Table 4). As horizontal violence increased, the quality and safety of patient ca
decreased. In the hierarchical regression analysis, age, basic RNaggdeathing
hospital, and hospital size were not significant predictors of the quality tetg sk
patient care but clinical area and horizontal violence were (see Tablengpa@iog non-
intensive care clinical areas to intensive care, there is a corresponding .&8&€@a
the quality and safety patient care score, controlling for age, basic Rt teaching
hospital, size of hospital and horizontal violence (p< .05). For every one unit ingrease i
horizontal violence score, there was a corresponding .647 decrease in the quality and
safety patient care score, controlling for age, basic RN education, tehosipital, size
of hospital, and clinical area (p< .05). On the other hand, the significant negative

coefficient for horizontal violence on quality and safety in model one was reduced when

72



peer relations was added in model two suggesting that peer relations mguiatect
of horizontal violence on the quality and safety of patient care.

Hypothesis 3: Nurses who experience more horizontal violence will report a
higher frequency of adverse eve{significant positive correlation was found between
horizontal violence and adverse events (see Table 4). As horizontal violencegscseas
do adverse events. In the hierarchical regression analysis, age, basiodahbed
teaching hospital, and hospital size were not significant predictors osadxeznts but
clinical area and horizontal violence were (see Table 5). Comparing dthealchreas to
intensive care, there was a corresponding .302 increase in the adversecevents s
controlling for age, basic RN education, teaching hospital, size of hospital, anchkeir
violence (p< .05). For every one unit increase in horizontal violence score, e W
corresponding .383 increase in adverse events score, controlling for age, basic RN
education, teaching hospital, hospital size, and clinical areas (p< .05). Whevageer
added in model two, there was no reduction in the significance of horizontal violence on
adverse events suggesting that peer relations do not mediate the efteczmfthl
violence on adverse events.

Study Limitations

Sax, Gilmartin and Bryant (2003) study reported a response rate of 24% in their
study using a using the same survey administration method as this study, &ifraper
online option. Their rate was higher than the 18.5% response to this study. On average, a
response rate of 21.8% was reported by Sax et al. (2003) for previous studies using web
only, paper only, and paper with web option survey administration methods. The

response rate of 18.5% in this study was low. The views of those remaining nurses are
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unknown leaving unanswered questions about why they did not choose to participate.
Those who patrticipated may have experienced more horizontal violence than those who
did not, introducing a possible self selection bias.

Other unknown factors within the work environment of nurses not controlled for
could impact peer relations, the quality and safety of patient care, and aslemnse
These factors might include short hospital stays, long working hours, and multiple
interruptions on nurses time (IOM, 2004). This is important to consider when concluding
that the independent variables have relationships with the dependent variables.

Cross-sectional studies cannot establish causal relationships betwablesain
this study, the direction of effects between the concepts analyzed cameotaie In
addition, relationships between concepts in this study findings are based oh nurses
perception of these relationships.

Scales used to measure concepts are a limitation. The NAQ-R was developed to
measure bullying not horizontal violence. Although these two concepts are sinilat in t
they are conceptualized as negative acts between co-workers, theindiéguency of
the acts. There is evidence of predictive validity of the measures of quatdyeyf
patient safety and adverse events. However, the new measures developed from those
original measures for this study had evidence of good reliability and pvedetidity in
this study, but no studies yet exist to comparison these findings to show evideisse ac

studies.
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Discussion

This study tested three hypotheses, one specific to nurses’ relationships and
communication with one another and the others to the quality and safety of patient care
The first hypothesis, nurses who experience more horizontal violence will reg®ort |
supportive relationships with peers was supported. The main finding was, as horizontal
violence increases, the degree to which peer relations are supportiveesdsciidhe next
guestion becomes, how can this relationship be explained?

Theory is useful for generating ideas about how relationships could happen . The
horizontal violence and the quality and safety of care model, displayed in Figure 1,
provides a hypothesis (Purpora, 2010). Between horizontal violence and peer relations,
two other concepts are postulated though not measured and analyzed here “sd#ty ne
(Maslow, 1943, p. 376) and “psychological noise” (DeVito, 2008, p. 13). In his theory of
human motivation, Maslow (1943) explains that humans need to feel physically and
psychologically safe. When they do, they tend to interact with others, while those who do
not feel safe are not inclined to relate. Hypothetically, nurses who were psyichtjo
hurt by their experiences of horizontal violence feel unsafe interactthgthier nurses
because they perceive the potential for more horizontal violence and psycHdlagica

When nurses do not feel safe with one another, psychological noise is useful for
speculating why they also may not communicate (Purpora, 2010). In the essental huma
communication model, psychological noise hinders communication, the sharing of verbal
and nonverbal messages between people (Devito, 2008). DeVito (2008) theorized that
psychological noise, at one extreme, prevents communication from occuraihg at

because of thoughts, attitudes and feelings established in a person’s mind. Wisen a pe
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has strong distrustful feelings or a predetermined idea about how communia#tion w
play out, they do not communicate. Theoretically, communication is decreased or does
not happen at all when nurses perceive threats to their psychological wglbbei have
predetermined beliefs about how the communication exchange will occur.

The second hypothesis tested was nurses who report more horizontal violence will
report lower quality and safety of patient care. The main finding was, iasihtai
violence increases, the quality and safety of patient care decreasesp&®heglations
and communication are decreased in the presence of horizontal violence, how can the
relationship to the quality and safety of patient care be explained? “Bdégess”
(Reason, 2000, p.769) is another concept not measured or analyzed here but useful for
hypothesizing a link between peer relations and the quality and safety of pateenthe
concept comes from the Swiss cheese model of system accidents where Re@@pn (
theorizes that people can be harmed in highly technical organizations, suchresmhealt
but uses the idea of defense layers to explain how people can be protected. These laye
consist of people, technology, and policies and procedures that work by creatingra barri
which is designed to stop errors that happen within these environments from reaching
patients. When these layers are jeopardized, those errors can harm fre@pltsare the
defense layer of interest because they consist of front line caregigkiding their
relationships and communication with each other. When peer relationships are not
supportive, their communication decreases and so does the possibility that girb@s w
identified and patient harm averted. Peer relations is hypothesized as one of many
important contributors to protecting patients from harm. When nurses ask each other

guestions, give each other feedback and advise, and seek each other out for help, they are
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openly communicating, an indication that peer relations are supportive. Hypdihetica
when nurses do not relate to one another including maintaining open communication, the
integrity of the defense layer is jeopardized placing patients at rislafor.

Nurses who experience more horizontal violence report a higher frequency of
adverse events was the third hypothesis tested. The main finding waszasathbri
violence increases, so do adverse events. As an indicator of quality of carenthia is
surprising finding but one that has not been previously documented.

A patrticularly striking empirical finding is that peer relations mextiaghe effect
of horizontal violence on the quality and safety of patient care. This suggests that
decreasing supportive peer relations and open communication among nurses in hospitals
was the way in which horizontal violence affected the quality and safetyienfpeare
and provides a focus for recommendations for future research and implications for
practice. However, peer relations did not mediate the effect of horizontalcecds
adverse events. This difference is surprising and needs further study.elgesech is
needed to examine this relationship in other populations of RNs to gather evidence of its
existence in more than one study. Does the relationship of horizontal violence to the
guality and safety of patient care depend on peer relations? What factors onamditi
horizontal violence contribute to supportive peer relations among nurses? Wegliesrat
can nurses use to cope with difficult peer relations at work?

There is little empirical evidence at this time on which to draw recommendati
for practice. Nurses have coped by talking to other nurses, friends, and famailyg lea
their job, or reporting their experiences to human resources or their union (A298l|

McKenna et al., 2003; Vessey et al., 2009). These coping mechanisms may be useful at
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first but, in the long term, the behavior will persist and peer relations could suffer
irreparable damage. Griffin (2004) taught new graduate nurses about horizontadeviole
giving them behavioral techniques useful for responding to the behavior when they
encounter it. For example, when information was withheld, they were taught adcript
reply to that particular situation. The techniques contributed to nurses sudgessful
dealing with the behavior and ultimately contributed to their retention. Given titedim
evidence, education in practice settings is recommended to improve peer ratatens
presence of horizontal violence. This includes conflict management skills and bahavior
techniques.
Conclusion

This study tested three hypotheses. Findings supported the horizontal violence
and the quality and safety of care model propositions that nurses who experience
horizontal violence have less supportive relationships with peers and lowey guadlit
safe patient care. More research is needed to examine these relationsthps
populations of RNs to gather evidence of its existence in more than one study. Education
in practice settings is recommended to improve peer relations in the presence of
horizontal violence. More empirical evidence of these relationships will provida a

foundation from which future research and practice recommendations can be made.
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Table 1

Research Variables Measured

Variable Items Operational Related
Definition Hypothesis(es)
Horizontal 1. Someone withholding Mean score of Nurses who
Violence information which affects  all items are experience more
21 Item your performance continuous horizontal violence
NAQ-R 2. Being humiliated or will report less
ridiculed in connection with Possible score: supportive
Einarsen your work Minimum=1 relationships with
et al., 3. Being ordered to do work  Maximum=5 peers
2009, p. below your level of
32 competence 1=Never Nurses who
4. Having key areas of 2=Now and experience more
responsibility removed or  Then horizontal violence

replaced with more trivial or 3=Monthly
unpleasant tasks 4=Weekly
5. Spreading of gossip and 5=Daily
rumors about you
6. Being ignored, excluded or
isolated from others
7. Having insulting or
offensive remarks made
about your person (i.e.
habits and background),
your attitudes or your
private life
8. Being shouted at or being
the target of spontaneous
anger (or rage)
9. Intimidating behavior such
as finger-pointing, invasion
of personal space, shoving,
blocking/barring the way
10.Hints you should quit your
job
11.Repeated reminders of your
errors or mistakes
12.Being ignored or facing a
hostile reaction when you
approach
13.Persistent criticism of your
work or effort
14.Having your opinions and
views ignored

will report a higher

frequency of adverse

events.
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Table 1 continued
Research Variables Measured

Variable Items Operational Related Hypothesis(es)
Definition
Horizontal 15.Practical jokes carried outMean score of Nurses who experience
Violence by people you don’t get all items are more horizontal violence
21 ltem along with continuous will report less supportive
NAQ-R 16.Being given tasks with relationships with peers
unreasonable or Possible score:
Einarsen impossible targets or Minimum=1 Nurses who experience
et al., deadlines Maximum=5 more horizontal violence
2009 17.Having allegations made will report a higher
against you 1=Never frequency of adverse
18.Excessive monitoring of 2=Now and events.
your work Then
19.Pressure not to claim 3=Monthly
something which by right 4=Weekly
you are entitled to (sick 5=Daily
time, vacation time,
travel expenses)
20.Being subject of
excessive teasing and
sarcasm
21.Threats of violence or
physical abuse or actual
abuse
Peer 1. | feel comfortable asking Mean score of Nurses who experience
relations nurses on my unit for all items are more horizontal violence
4 item assistance continuous will report less supportive
scale 2. Nurses on my unit do not relationships with peers.
help one another care for Possible score:
Blegen, individual patients* Minimum=1 Nurses who report less
2003 3. On my unit, | can openly Maximum=5 supportive peer relations

discuss my opinion about

patient care problems
with peers

4. 1do not trust the people
with whom | work*

1=Strongly
Disagree
2=Somewhat
Disagree
3=Neutral
4=Somewhat
Agree
5=Strongly
Agree

will report lower quality
and safety of patient care.
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Table 1 continued
Research Variables Measured

Variable Items Operational Related Hypothesis(es)
Definition

Quality 1. In general, how would Mean score of Nurses who report less
and safety you grade the quality of all items are supportive peer relations

of patient nursing care delivered to continuous will report lower quality
care patients in your work and safety of patient care.
3 items area or on your unitin  Possible score:

your hospital? Minimum=1
Aikenet 2. How would you grade the Maximum=>5
al., 2002 quality of nursing care

delivered on your last 1=F, Failing
AHRQ, shift? 2=D, Poor
2004 3. Please give your work  3=C,

area/unit an overall gradeAcceptable

on patient safety 4=B, Very

Good
5=A, Excellent

Adverse 1. Patient received wrong Mean score of Nurses who experience
Events medicine or dose all items are more horizontal violence
6 items 2. Hospital acquired continuous will report a higher

infections frequency of adverse
Aikenet 3. Complaints from patients Possible score: events.
al., 2007 or their families Minimum=0,

4. Patient falls with injuries Missing
5. Hospital acquired Maximum=4

pressure ulcers
6. Inaccurate infusion of  0=Does Not
blood or IV fluid Apply
1=Never
2=Rarely
3=0Occasionally
4=Frequently

*Negatively worded items were reverse coded for analysis. Note: iMedsadts
Questionnaire-Revised (NAQ-R). From “Measuring exposure to bullying aaddment

at work: Validity, factor structure and psychometric properties of the inegadts
guestionnaire-revised,” by S. Einarsen, H. Hoel, and G. Notelaers,\2@0® and

Stress, 2@L), p. 32. Copyright 2009 Taylor and Francis. Reused with permission Taylor
and Francis (Appendix I).Used with permission of Bergen Bullying ReseaopG
(Appendix J). Peer relations subscale from the Nurses Staffing and thy Qu&lare
Questionnaire: Selected Subscales April, 2003 obtained from M. Blegen, written
communication, March 3, 2009. Used and adapted with permission of author (Appendix
K). Quality and safety of patient care. Quality of care items from “Halsgtiaffing,
organization, and quality of care: Cross-national findings,” by L. H. Aiken, Cl&ke.,
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Sloane, D. M., 2002nternational Journal for Quality in Health Care, @4, p. 13.
Copyright International Society for Quality in Health Care and Oxford/&fsity Press.
Permission to reuse and modify granted by Oxford University Press (Appendix L)
Adapted with permission of the author (Appendix M). Patient safety item from “ldbspit
Survey on Patient Safety Culture,” by the Agency for Healthcare Rbésaad Quality,
2004, retrieved from http://www.ahrqg.gov/qual/patient safetyculture/hospform.pdf
public domain. Adverse events scale from “Supplemental nurse staffing in roapital
quality of care,” by L. H. Aiken, S. P. Clarke, Y, Xue, and D. M. Sloane, 20047,
Journal of Nursing Administration, 87/8), p. 337. Copyright 2007 Lippincott Williams
& Wilkins. Permission to reuse and adapt granted by Wolters Kluwer Héglge(dix
N). Adapted with permission of the author (Appendix M).
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Table 2
Sample Description Compared to CA BRN 2008 Survey of Registered Nurses

Variable Study Sample (n=173CA BRN (n=5440)

Age 46.2 Years 47.1 Years

Gender 91% Female 86% Female

Race 62% Caucasian 59% Caucasian

Basic RN Education 41% Associate 46% Associate

Highest Degree Held 50% Bachelor’s 42% Bachelor’s
Clinical Area 20% Medical Surgical 13.1% Medical Surgical
Average number of hours worke®5.6 Hours 36.5 Hours

Note.CA BRN demographic data from the “California board of registered nursing 2008
survey of registered nurses,” by the University of California, San Frands&petz, D.
Keane, and C. Herrera, 2009.
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Table 3

Means of Research Variables by Nurse and Work Characteristics and Reliability of

Measures
Horizontal Peer Quality Adverse
Violence Relations Safety Events
21 items 4 items 3 items 6 items
Overall Mean (SD) 1.51 (.520) 4.08 (.871) 4.00(.710) 1.74(.567)
Cronbach’s alpha .92 .76 .89 .86
Gender
Female (n=157) 151 4.10 3.99 1.72
Male (n=13) 1.48 3.83 3.92 1.92
Race
Caucasian (n=107) 1.52 411 4.03 1.72
Non-Cauc (n=64) 1.47 4.01 3.92 1.77
Basic RN Education
Non-BSN (n=89) 1.60** 3.98 3.92 1.89**
BSN or > (n=82) 1.40 4.18 4.07 1.58
Highest Degree Held
Non-BSN (n=58) 1.61* 4.03 3.98 1.82
BSN or > (n=113) 1.45 4.10 4.00 1.70
Type of Hospital:
Community
Yes (n=113) 1.53 4.05 3.93 1.78
No (n=57) 1.46 4.14 4.09 1.66
Teaching
Yes (n=64) 1.47 4.23 4.15* 1.65
No (n=106) 1.53 3.98 3.89 1.80
Government
Yes (n=6) 1.29 3.88 3.83 1.65
No (n=164) 151 4.08 3.99 1.75
Size of Hospital
<100 (n=20) 1.67 4.08 3.83 1.94*
100-300 (n=83) 1.50 4.08 3.96 1.80
>300 (n=64) 1.47 4.08 4.08 1.59
Clinical Area
Intensive Care (n=69) 1.63* 4.07 4.05 1.72
Non-intensive Care (n=78) 1.38 4.17 4.00 1.65
Other (n=21) 1.59 3.76 3.79 2.08**

*p<.05; **p<.01
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Table 4
Correlation of Research Variables and Continuous Demographic Variables

Variable Horizontal Peer Quality Adverse Age Years Hours
Violence Relations Safety  Events

Horizontal 1.0

Violence

Peer -.638** 1.0

Relations

Quiality -.459** .609** 1.0

Safety

Adverse 408** -.316**  -.308** 1.0

Events

Age A57* -.057 -.127 213** 1.0

Years .087 .022 -.102 .106 J74%* 1.0

Hours 134 -.089 .004 .079 .007 -078 1.0

Note: Years=years of experience working in a hospital, Hours=averadeenofhours
worked per week *p<.05; **p<.01
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Table 5

Hierarchical Regression Analyses

Dependent Peer Quality/Safety Quality/Safety Adverse Adverse
Variable Relations Model 1 Model 2 Events Events
Model 1 Model 2

Age of nurse .007 .002 .000 .003 .004
Basic RN .003 -.022 -.023 -.116 -.116
education
Teaching 176 .148 .085 -.031 -.020
hospital
Size of Hospital
(> 300 beds
omitted)

<100 Beds .327 -.053 -.170 195 .215

100-300 Beds .078 -.087 -.115 .166 171
Clinical Area
(Intensive care
omitted)

Non-intensive -.131 -.247* -.200* .067 .059
care

Other -.440* -.288 -.131 .302* .275*%
Horizontal -1.118** -.674** =273 .383** .316**
Violence
Peer Relations .358** -.060
Model p .000 .000 .000
R? 462 .289 401 .260 .265

Note: Unstandardized coefficients reported. *p<.05; **p<.01.
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CHAPTER FIVE: CONCLUSION AND RECOMMENDATIONS FOR REBRCH
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The purposes of the theoretical manuscript and studies contained in this
dissertation work were to describe hospital staff RNs work-related wethemselves,
nursing as a group, their interactions and relationships with other staff RNs and the
quality and safety of patient care. Staff RNs whose beliefs and feelinogsthemselves
and nursing that were exhibitive of an oppressed group or self also exparience
horizontal violence. These perceived experiences negatively affectecethBonships--
they did not trust other RNs or feel uncomfortable asking them for help and patient care
issues were not openly discussed. Findings suggested that when peer relationships we
negatively affected, the quality and safety of patient care was peresveslsened and
adverse events were more frequent. Peer relations were so importantniibied the
effect horizontal violence had on the quality and safety of patient care, altisigfas
not the case for adverse events. These findings inspire ideas for futurehresea

This research project provided empirical evidence in support of assumptions made
for many years about the relationship between the concepts studied and adoundati
from which implications for research can be drawn. As the only study of its kind,
replication is highly recommended because its impact could have far reaching
implications for nurses and for patients. New research questions emerge:

1. Do the relationships found in this population exist in other populations of nurses?
Specifically:
2. How should horizontal violence best be operationalized?
3. What factors in the work environment of nurses contribute to horizontal violence?
4. What factors contribute to horizontal violence across diverse demographic
groups?
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5. What factors link horizontal violence and peer relationships?

6. What factors contribute to supportive peer relations among nurses in hospitals?

7. What factors hinder supportive relationships among nurses in hospitals?

8. Are there consequences for the quality and safety of patient care when nurses

exhibit attitudes exhibitive of an oppressed self or group?
9. What processes link peer relationships and the quality and safety of patiént care
10.Does the relationship of horizontal violence to the quality and safety of patient
care depend on peer relations?

11.What strategies can nurses use to cope with difficult peer relations at work?

Mounting evidence of empirical links across different populations of hospithl staf
RNSs, or lack thereof, validates and provides opportunity for improvement in the new
conceptual model used to guide this study and interpret its findings. As our knowledge
builds, innovative recommendations for education and practice can be made. As already
stated, the purpose is not to fault nurses for horizontal violence, but to understand and
explain the context in which it occurs. Future research that focuses on the work
environment of nurses calls for taking a much broader view of the socialistro€t
hospitals and the changes needed within it. Freire (1970/2003) postulated that being
oppressed is not a life sentence, but rather a situation that can be changed.it¢gltheor
that the monumental challenge is for the oppressed to understand that they are oppressed.
Once this occurs it is possible that, together, they can change theipaifioatihe better

and for good.
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Appendix A

University of California, San Francisco Committee on Human Research Appsitex

- : COMMITTEE ON HUMAN RESEARCH
OFFICE OF RESEARCH, Box 0962

UNIVERSITY OF CALIFORNIA, SAN FRANCISCO

www.research.ucsf. edu/chr/A pply/chr Approval Cond. asp

chr@ucsf. edu
(415)476-1814
CHR APPROVAL LETTER
TO: Mary A. Blegen, Ph.D Christina Purpora, RN; Ph D(c)
Box 0608 Box 0608,

RE: Interactions Among Staff Nurses in Hospitals and Quality of Care

The Committee on Human Research (CHR) has reviewed and approved this application to involve humans as research subjects. This included a
review of all documents attached to the original copy of this letter.

Specifically, the review included but was not limited to the following documents:
Two Information Sheets, Dated 2/1/2010

The CHR is the Institutional Review Board (IRB) for UCSF and its affiliates. UCSF holds Office of Human Research Protections F ederalwide
Assurance number FWA00000068. See the CHR website for a list of other applicable FWA's.

APPROVAL NUMBER: H54238-35678-01 . This number is a UCSF CHR number and should be used on all correspondence, consent forms
and patient charts as appropriate.

APPROVAL DATE: February 24, 2010 EXPIRATION DATE: February 24. 2011 Expedited Review
GENERAL CONDITIONS OF APPROVAL: Please refer to www.research.ucsf.edu/chr/Apply/chrApprovalCond.asp for a description of
the general conditions of CHR approval. In particular, the study must be renewed by the expiration date if work is to continue. Also, prior CHR
approval is required before implementing any changes in the consent documents or any changes in the protocol unless those changes are required
urgently for the safety of the subjects.
HIPAA "Privacy Rule" (45CFR164): This study does not involve access to, or creation or disclosure of Protected Health Information (PHI).
Sincerely,

&"
Susan H. Sniderman, M.D.
Chair, Committee on Human Research
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Appendix B
First Contact Postcard
Dear addressee’s name here,
We’'re studying nurses’ work related views othemselves, nursing as a group, their

interactions and relationships with other nurses, how satisfied they are with their job,
and quality of patient care.

Are you working as a staff RN in a hospital? Are you willing to share your views in
a survey? If you are, then you’re eligible to participate. Your opinion is very
important to us because only you can provide necessary information to gain an
accurate picture of how frequently negative interactions occur among nges and
how these may impact patient care.

Your name was randomly selected from a list of RNs obtained from the Catifnia
Board of Registered Nursing. Your participation is voluntary. If you'd like to
participate, please indicate below your preference to do so either onéror with a
paper survey and mail this postcard back to us. In return you’ll receive an
information letter, your survey preference, and a thank you gift. The survey will
take up to 15 minutes to complete. The information you provide on your survey
cannot be traced to you.

Thank you!

Christina Purpora, RN, PhD(c) and Mary Blegen, RN, PhD, FAAN
Doctoral Student Professor
Director for the Center for Patient Safety

From the School of Nursing, University of California, San Francisco

Yes, I'm interested in participating in your study. I'd like to complete the survey in
the following format (please check one):

O Online survey O Paper survey

Please tear card at perforation and mail the above postcard back to us.
No postage required!
Name
Street address
Preprinted here
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Appendix C
Information Sheet for Online Survey

UNIVERSITY OF CALIFORNIA, SAN FRANCISCO

Dear
Thank you for your postcard requesting the online link to our survey.

We are conducting a study to describe nurses’ work related views of themselves, nursing as a group, their
interactions and relationships with other nurses, how satisfied they are with their job, and quality of patient care.
This study is being conducted by Christina Purpora, RN, PhD(c) and Mary Blegen, RN, PhD, FAAN in the
School of Nursing at the University of California, San Francisco (UCSF).

Studies suggest that some nurses experience negative interactions with other nurses at work. These nurses
occasionally report less self-esteem, loss of self-confidence, fear, anxiety or depression as a result of their
experiences. Others consider leaving their job or nursing altogether and are less satisfied with their job.
However, very little is known about consequences, if any, to patient care. We are carrying out this study to learn
more about these behaviors and their consequences. By knowing more, we can address the problem, if there is
one.

Your name was randomly selected from a list of RNs obtained from the California Board of Registered Nursing.
The survey is entirely anonymous so please don’t put your name or any other identifying information on it.
Hopefully you will feel comfortable answering the questions candidly knowing that in no way can your answers
be linked to you. If you would rather not answer a certain question, please feel free to leave it blank. Please tell
us about your concern in the comment section provided. If you can, please answer all of the survey questions.
Your opinion is very important to us because only you can provide the necessary information to gain an
accurate picture of how frequently negative interactions occur among staff nurses in hospitals and how it may
impact patient care.

Some nurses may feel some distress as they think about the survey statements and questions as some items are
sensitive in nature. If this is the case for you, we urge you to seek available support from resources such as the
employee assistance program where you work.

Your participation is voluntary and you can stop participating at anytime without any consequence to you.

Receipt of your completed survey tells us that you agree to participate. If you have any questions about the
study, please contact Christina Purpora at christina.purpora@ucsf.edu or (415) 503-0792.

You chose to complete your survey online. To do this, please go to:

https://www.surveymonkey.com/s/niqcs
We enclose in advance a small gift in appreciation of your time.

Thank you very much for sharing your valuable opinion with us.

Plitcstyn i Lo, | Lasg @ Bheaa

Christina Purpora, RN, PhD(c) Mary Blegen, RN, PhD, FAAN

PhD in Nursing Candidate Professor in Community Health Systems
Betty Irene Moore Doctoral Fellow Director of the Center for Patient Safety
UCSF School of Nursing UCSF School of Nursing
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Appendix D
Information Sheet for Paper Survey

UNIVERSITY OF CALIFORNIA, SAN FRANCISCO

Dear
Thank you for your postcard requesting a paper survey.

We are conducting a study to describe nurses’ work related views of themselves, nursing as a group, their
interactions and relationships with other nurses, how satisfied they are with their job, and quality of patient care.
This study is being conducted by Christina Purpora, RN, PhD(c) and Mary Blegen, RN, PhD, FAAN in the
School of Nursing at the University of California, San Francisco (UCSF).

Studies suggest that some nurses experience negative interactions with other nurses at work. These nurses
occasionally report less self-esteem, loss of self-confidence, fear, anxiety or depression as a result of their
experiences. Others consider leaving their job or nursing altogether and are less satisfied with their job.
However, very little is known about consequences, if any, to patient care. We are carrying out this study to learn
more about these behaviors and their consequences. By knowing more, we can address the problem, if there is
one.

Your name was randomly selected from a list of RNs obtained from the California Board of Registered Nursing.
The survey is entirely anonymous so please don’t put your name or any other identifying information on it.
Hopefully you will feel comfortable answering the questions candidly knowing that in no way can your answers
be linked to you. If you would rather not answer a certain question, please feel free to leave it blank. Please tell
us about your concern in the comment section provided. If you can, please answer all of the survey questions.
Your opinion is very important to us because only you can provide the necessary information to gain an
accurate picture of how frequently negative interactions occur among nurses in hospitals and how it may impact
patient care.

Some nurses may feel some distress as they think about the survey statements and questions as some items are
sensitive in nature. If this is the case for you, we urge you to seek available support from resources such as the
employee assistance program where you work.

Your participation is voluntary and you can stop participating at anytime without any consequence to you.
Receipt of your completed survey tells us that you agree to participate. If you have any questions about the

study, please contact Christina Purpora at christina.purpora@ucsf.edu or (415) 503-0792.

The paper survey you requested is enclosed with this letter. When complete, please mail it back to us in the
envelope provided.

We enclose in advance a small gift in appreciation of your time.

Thank you very much for sharing your valuable opinion with us.

L sbun 1’14/4/4799%\ m‘w\ < Q}X‘“’&Q"/

Christina Purpora, RN, PhD(c) Mary Blegen, RN, PhD, FAAN

PhD in Nursing Candidate Professor in Community Health Systems
Betty Irene Moore Doctoral Fellow Director of the Center for Patient Safety
UCSF School of Nursing UCSF School of Nursing
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Appendix E

Paper Survey

UNIVERSITY OF CALIFORNIA, SAN FRANCISCO

Nursing Interactions and Quality of Care Survey

SECTION 1. Negative Acts Questionnaire’ CIRCLE ONE NUMBER on EACH LINE

The following behaviors are often seen as examples of negative
behavior in the workplace. Qver the last six months, how often have

Daily

you been subjected to the following negative acts from another staff
RN at work?

Weekly

Never
Now and
Then
Monthly

4. Having key areas of responsibility removed or replaced with more trivial or 1 2 3 4 5
unpleasant tasks

8. Being shouted at or being the target of spontaneous anger (or rage) 1 2 3 4 5

= Tz

20. Being the subject of excessive teasing and sarcasm 1 2 3 4 5

22. Threats of violence or physical abuse or actual abuse 1 2 3 4 5

1 Please Turn to-the Newt Page
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Have you been bullied at work? We define bullying as a situation where one or several
individuals persistently over a period of time perceive themselves to be on the receiving end of
negative actions from one or several persons, in a situation where the target of bullying has
difficulty in defending him or herself against these actions. We will not refer to a one-time
incident as bullying.

Please CHECK ONE BOX in response to the following statement:

23. Using the above definition, please state whether you have been bullied at work over the last six months:

O No O  Yes, but only rarely O Yes, now and then O Yes, several times a week O Yes, almost daily

SECTION 2. Quality of Carez and Patient Safetys CIRCLE ONE GRADE on EACH LINE

Please give your work area/unit an overall grade for quality of care
and patient safety. By patient safety we mean “the avoidance and
prevention of patient injuries or adverse events resulting from the
processes of health care delivery.”3

Excellent
Very Good
Poor

)
=
=
s
N
e
Q
[>]
]
<

| Failing

25. How would you grade the quality of nursing care delivered on your last shift? A B c D F

T = ' = 2 s

SECTION 3. Adverse Events* CIRCLE ONE NUMBER on EACH LINE
Over the past six months, how often would you say each of the ) -
following incidents has occurred involving you or your patients? B = <
9 = 2 5 LS
o o s = L]
S 3 S 2 g &
4 - =] = A<

30. Patient falls with injuries 1 2 3 4 0

o T

32. Inaccurate infusion of blood or IV fluid 1 2 3 4 0

2 Please Turn fo- the Next Page

107



SECTION 4. Peer Relations and Job Satisfaction’ CIRCLE ONE NUMBER on EACH LINE

Please indicate your agreement with the following statements as they -] —_ 53 > 8
apply st werc #8 $2 £ tbh 25
) Q8 = @ = ]
& < g < > g2 L2
) 7 S/ «A

34. Nurses on my unit do not help one another care for individual patients 1 2 3 4 5

36. 1do not trust the people with whom I work 1 2 3 4 3

38. Iam disappointed that I ever took this job 1 2 3 4 5

40. Most of the time, I have to force myself to go to work 1 2 3 4 5

42. 1 find real enjoyment in my work 1 2 3 4 b1

CIRCLE ONE NUMBER on EACH LINE

8%
T = 2
g?ész’
: i & & £

s B

? =

SECTION 5. Nurse Workplace Scale®

Please read the following statements representing possible behaviors,
feelings, or beliefs as they apply at work. Indicate how frequently
these statements apply to you:

- i

44. Believe that it is impossible or at least very difficult for women to reach 1 2 3 4 5
consensus

& e . B =
46. Said you prefer a male boss over a female one 1 2 3 4 5
- — . . — — -

G

a really stupid 1 2 3 4 5

¥ i i fif
48. Prefaced statements with phrases such as “I know this is
question”

54. Found yourself more frequently making comments (either positive or negative

ones) about other nurses rather than to the other nurses that were the focus of 1 2 3 4 5
your comments
Yowre Almost Donel!!
3 Please Turn to- the Newt Page
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SECTION 6. Please Tell Us About Yourself.’

Please FILL IN THE BLANKS TO ANSWER THE NEXT THREE QUESTIONS:

55.

56.

57.

58.

61.

62.

63.

]

What is your age?

How many years of experience do you have working as an RN in the hospital?

How many hours do you work each week on average?

What is you gender?

Female O Male

. What is your race/ethnicity? Please CHECK ONE BOX ONLY:

Asian Indian O Hispanic/Latino m} White, not Hispanic
Asian, not Filipino or Indian O Native American/Alaskan O Mixed race/ethnicity
Black/African American O Native Hawaiian/Pacific Islander a Other

Filipino

. What was your basic RN education?

Diploma O Bachelor’s degree O Master’s degree

Associate degree O 2" degree/Accelerated

What is the highest degree you hold?

Diploma O Bachelor’s degree O Doctorate degree

Associate degree O Master’s Degree

In what type of hospital do you work? Please CHECK ALL THAT APPLY:

Community-based [ Teaching O Non-teaching O Government/Federal/Military/VA

In what size hospital do you work? Please CHECK ONE ANSWER:

Less than 100 beds O 100-300 beds O More than 300 beds

4 Please Go- to- the Last page
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64. In what clinical area do you work in the hospital? Please CHECK ONE BEST ANSWER:

O  Critical Care O  Oncology

O  Dialysis O  Pediatrics

O  Emergency/Trauma/Urgent Care O  Peri-operative/Post-anesthesia

O Geriatrics O  Psychiatric/Mental Health

[m} Intermediaté O  Step-down or Transitional Care Unit

O Medical/Surgical O  Telemetry

[} Neonatal/Newborn O  Work in multiple areas, do not specialize
(] O

Obstetrics/Reproductive Health Other (please explain):

SECTION 7. Your Comments

65. Please write any comments you would like to share with us in the box provided below:

[N}

=

IS

w

o

N

You’re Done! Thank you for Participating!

- Einarsen, S., Hoel, H., & Notelaers, G. (2009). Measuring exposure to bullying and harassment at work: Validity, factor structure and psychometric properties of the

negative acts questionnaire revised. Work & Stress, 23(1), 24-44.

. Adapted from Aiken, L. H., Clarke, S. P., & Sloane, D. M. (2002). Hospital staffing, organization, and quality of care: Cross-national findings.

International Journal for Quality in Health Care, 14(1), 5-13.
Adapted from Agency for Healthcare Research and Quality. (2004). Hospital Survey on Patient Safety Culture. Retrieved November 12, 2009, from
http://www.ahrq.gov/qual/patientsafetyculture/hospform.pdf

. Adapted from Aiken, L. H., Clarke, S. P., Xue, Y., & Sloane, D. M. (2007). Supplemental nurse staffing in hospitals and quality of care. The Journal of Nursing

Administration, 37(7/8), 335-342.

. Peer relations items from the Nurse Staffing and the Quality of Care Questionnaire: Selected Subscales. Revised 4.7.03. M. Blegen, written communication, March 3,

2009. Job Satisfaction items from Brayfield, A. H., & Rothe, H. F. (1951). An index of job satisfaction. Journal of Applied Psychology, 35(5), 307-309.
DeMarco, R., Roberts, S. J., Norris, A., & McCurry, M. K. (2008). The development of the nurse workplace scale: Self-advocating behaviors and beliefs in the
professional workplace. Journal of Professional Nursing, 24(5), 296-301.

. Demographics drawn from the California Board of Registered Nursing 2008 Survey of Registered Nurses.

5
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Appendix F
Thank You and Reminder Postcard
UNIVERSITY OF CALIFORNIA, SAN FRANCISCO
Date
Dear

Last week, a survey seeking your opinion was sent to you. The survey asks nurses about
their work related views of themselves, nursing as a group, their interactions and
relationships with other nurses, how satisfied they are with their job, and qualéyeof

Your opinion is very important to us because only you can provide the necessary
information to gain an accurate picture of how frequently negative interactioms oc
among staff nurses in hospitals and how it may impact patient care.

If you have already completed and returned your survey to us, we thank you. If not, we
ask that you do so as soon as you possibly can.

Thank you,

Christina Purpora, RN, PhD(c) Mary Blegen, RN, PhD, FAAN

PhD in Nursing Candidate Professor in Community Health Systems
Betty Irene Moore Doctoral Fellow Director of the Center for Patsaféty
UCSF School of Nursing UCSF School of Nursing
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Appendix H
Author Approval for Use of the Nurses’ Workplace Scale

RE: Your Work: The Nurse Workplace Scale (NWS)
Purpora, Christina

Sent: Friday, October 09, 2009 9:53 AM
To: RDemal0519@aol.com

Thank you for your permission.

I will share my suggested revision before using it.
Will be in touch shortly.

My Best,

Christina

Christina Purpora, PhD(c), RN

PhD in Nursing Student

Betty Irene Moore Doctoral Fellow
School of Nursing

University of California, San Francisco
(415) 503-0792
christina.purpora@ucsf.edu

From: RDema10519@aol.com [RDema10519@aol.com]
Sent: Friday, October 09, 2009 9:44 AM

To: Purpora, Christina

Subject: Re: Your Work: The Nurse Workplace Scale (NWS)

congratulations on your progress.

yes you have my permission with the stipulation that you recognize the authorship of the scale in publications
(dissertation and otherwise) and that you share the revision you suggest with me BEFORE using it in that
format. Thanks Rosanna

PS as soon as the other instrument factor analysis gets published | will send you the information. It is currently in
review at the Journal of Nursing Measurement.

Rosanna DeMarco, PhD, PHCNS-BC, ACRN, FAAN
Associate Professor, Community/Public Health
Co-Chair Martin Luther King Jr. Committee

Boston College, William F. Connell School of Nursing (CSON)
140 Commonwealth Avenue

334H Cushing Hall

Chestnut Hill, MA 02467

Office: 617-552-8718

Assistant: Cathy Hill 617-552-4908

Main # CSON 617-552-4250

demarcro@bc.edu

rdema10519@aol.com

In a message dated 10/9/2009 12:35:29 P.M. Eastern Daylight Time, Christina.Purpora@ucsf.edu writes:

Dear Dr. DeMarco,

Thanks so much for your past correspondence and for providing me with a copy of the NWS.
When last | wrote, | was writing my qualifying exam. | am now in the dissertation phase of my doctoral
study.

| am writing to ask -
May have your permission to use the NWS in my dissertation work?
If so, may | have free access and use of the data | collect for my dissertation and subsequent
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publications?

Also, in discussing the scale and the potential for response bias with my advisor, would it be acceptable
to you if | reversed some of the statements so there is a mixture of both positive and negative
statements?

Could | replace the frequency response scale with an agreement response scale?

| am looking forward to your publication about the 4 items that predict bullying in the NAQ-R

Thank you very much for considering of my request,
Sincerely,

Christina

Christina Purpora, PhD(c), RN

PhD in Nursing Student

Betty Irene Moore Doctoral Fellow

School of Nursing

University of California, San Francisco

(415) 503-0792

christina.purpora@ucsf edu<mailto:christina.purpora@ucsf.edu>
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From: rdemal0519@aol.com [rdemal0519@aol.com]

Sent: Wednesday, February 10, 2010 8:58 AM

To: Purpora, Christina

Subject: Re: Update Regarding the Nurse Workplace Scale (NWS) Revision

excellent Christina.....thanks for keeping connected with me. Rosanna

————— Original Message-----

From: Purpora, Christina <Christina.Purpora@ucsf.edu>

To: rdema10519@aol.com <rdema10519@aol.com>

Sent: Wed, Feb 10, 2010 11:52 am

Subject: Update Regarding the Nurse Workplace Scale (NWS) Revision

Dear Rosanna,
Thank you so much for your patience.

I'm writing to say after much discussion with my advisor and my dissertation
committee, we will leave the NWS in it's original form. No revisions will be
made. This was decided because evidence of the reliability and validity of
the scale exists and changing to an agreement scale wasn't useful.

My hope is to add to the evidence of its reliability and validity with my
study. My population of interest is staff RNs working in hospitals in CA.

Will keep you posted.
My Best,
Christina

Christina Purpora, PhD(c), RN

PhD in Nursing Student

Betty Irene Moore Doctoral Fellow

School of Nursing

University of California, San Francisco

(415) 503-0792

=k tina.purpora@ucsf.edu<mailto:christina.purporalucsf.edu>
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Appendix |
Taylor and Francis Permission to Reuse

RE: Need Permission to Reuse for Dissertation
Whittaker, Michelle [Michelle.Whittaker@tandf.co.uk]
Sent: Thursday, August 05, 2010 8:01 AM

To:  Purpora, Christina

Our Ref: MW/TWST/P3144
5th August 2010
Dear Christina Purpora,

Thank you for your correspondence requesting permission to reproduce the
following material from our Journal in your thesis entitled 'Horizontal
violence among hospital staff nurses and the quality and safety of
patient care.'

Table 1 'Measuring Exposure to Bullying and Harassment at Work:
Validity, factor structure and psychometric properties of the negative
acts questionnaire-revised' by S Einarsen S et al Work & Stress Vol.23:1
pp24-44

We will be pleased to grant entirely free permission on the condition
that you acknowledge the original source of publication and insert a

reference to the Journal's web site:

http://www.informaworld.com

Thank you for your interest in our Journal.

Yours sincerely

Michelle Whittaker

Permissions Administrator

Taylor & Francis Group

Taylor & Francis Group is a trading name of Informa UK Limited,
registered in England under no. 1072954

————— Original Message-----

From: Purpora, Christina [mailto:Christina.Purpora@ucsf.edu]
Sent: 30 July 2010 05:25

To: Whittaker, Michelle

Subject: Need Permission to Reuse for Dissertation

Dear Ms. Whittaker,

My name is Christina Purpora. I am a doctoral student at the University
of California, San Francisco (UCSF). I am in the process of submitting
my dissertation manuscript entitled "Horizontal Violence Among Hospital
Staff Nurses and the Quality and Safety of Patient Care" to the UCSF
library to complete my degree.

https://exchange.ucsf.edu/owa/?ae=Item&t=IPM.Note&id=RgA AAACnpCA08dvkT7XN...

8/23/2010
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RE: Need Permission to Reuse for Dissertation

I have already applied for and was granted permission to reuse (see
below) for my dissertation through RightsLink. However, there was no
license to print from that and I need such a document that states I have
permission to reuse to submit with my manuscript. I spoke with Patrick
Dunn at Taylor and Francis here in the US (1-800-354-1420 ext. 293). He
referred me to you as what I am seeking has to come from the UK office
of Taylor and Francis.

The following is what was listed on the Rightslink website:

Thesis/Dissertation Reuse Request

Taylor & Francis is pleased to offer reuses of its content for a thesis
or dissertation free of charge contingent on resubmission of permission
request if work is published.

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

I am asking to reuse the "NAQ-R item numbers" and "item wording" listed
in Table 1 on p. 32 of the article.

Could you please supply me with documentation that permission to reuse
the above is granted?

I look forward to hearing from you soon.

Thank you.

Christina Purpora, RN, PhD(c)

PhD in Nursing Student and Doctoral Candidate Betty Irene Moore Doctoral
Fellow School of Nursing University of California, San Francisco

(415) 503-0792
christina.purpora@ucsf.edu<mailto:christina.purpora@ucsf.edu>

Page 2 of 2

The information contained in this email message may be confidential. If you are not
the intended recipient, any use, interference with, disclosure or copying of this
material is unauthorised and prohibited. Although this message and any attachments
are believed to be free of viruses, no responsibility is accepted by Informa for any
loss or damage arising in any way from receipt or use thereof. Messages to and from
the company are monitored for operational reasons and in accordance with lawful

business practices.

If you have received this message in error, please notify us by return and delete

the message and any attachments. Further enquiries/returns can be sent to
postmaster@informa.com

Taylor & Francis Group is a trading name of Informa UK Limited, registered
England under no. 1072954

https://exchange.ucsf.eduw/owa/?ae=Item&t=IPM.Note&id=RgAAAACnpCAO08dvkT7XN...

in

8/23/2010
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Appendix J
Bergen Bullying Group Approval of Use of the Negative Acts Questionnaire

Request: Negative Acts Questionaire
Purpora, Christina

Sent: Sunday, May 10, 2009 10:52 AM
To: mail@bullying.no

Dear Members of Bergen Bullying Research Group,
May | have a copy of the Negative Acts Questionnaire?

My name is Christina Purpora. | am a second year doctoral student in Nursing at the University of California, San
Francisco in the United States. | have worked as a nurse in many hospitals in the clinical areas of medical-
surgical and critical care nursing for 30 years. After | graduate from my doctoral program in 2010, | will teach
nursing and conduct research.

My phenomenon of interest is horizontal violence, a term used synonymously with bullying in the nursing
literature. | am interested in this concept when it occurs among nurses in the hospital work setting. In particular, |
am interested in how patients are affected when they are being cared for by new graduate nurses who

suffer psychological and physical consequences from being targets of horizontal violence at work.

| am interested in using the Negative Acts Questionnaire (NAQ) for one project - my dissertation research on my
topic of interest. | agree to provide you with any NAQ data | collect in SPSS compatible form including
demographic data and response rate. | will use the NAQ for research purposes only. | will provide you with any
translation of the questionnaire | may do.

In addition to agreeing to provide you with NAQ data | collect, | need to clarify that | can use the data for my
dissertation and subsequent publications, meaning | will have free access and use of the data | collect with the
NAQ.

Thank you.
Sincerely,
Christinaw Purpora

Christina Purpora, RN, MSN

PhD in Nursing Student

Betty Irene Moore Doctoral Fellow
School of Nursing

University of California, San Francisco
christina.purpora@ucsf.edu

(415) 503-0792
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Negative Acts Questionnaire

Bergen Bullying Research Group [mail@bullying.no]
Sent: Friday, May 15, 2009 2:18 AM

To: Purpora, Christina

Importance: [ow

Attachments: Naginfo.rar (236 KB)

Dear Christina,

Thank your for your interest in the Negative Acts Questionnaire. I am
terrible sorry for the late reply, but as I have been quite busy with the
public defense of my own PhD-thesis, I have not been able to work on the
NAQ-project for the last few weeks.

With our terms accepted, I have attached the English version of the NAQ,
the demographic inventory, a spss database, psychometric properties of the
questionnaire and the articles suggested on our website. You do not have
to use the demographic questionnaire or the database, but it can be a good
idea to use it as a guide for your work, and to see how we have done it.
We are looking forward to receive the data when they are available.

If you have any questions, we will of course do our best to answer them.
Best regards,

Morten Birkeland Nielsen
Bergen Bullying Research Group
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Re: Request: Negative Acts Questionaire
Bergen Bullying Research Group [mail@bullying.no]

Sent: Friday, May 15, 2009 2:54 AM
To:  Purpora, Christina

Dear Christina,

I guess I missed this part in my previous answer: "In addition to agreeing
to provide you with NAQ data I collect, I need to clarify that I can use
the data for my dissertation and subsequent publications, meaning I will
have free access and use of the data I collect with the NAQ"

This is no problem. You have the full ownership to the data you have
collected and can of course use them in any kind of publications. We just
want a copy of the data which we can add to our international database on
the NAQ.

Good luck with your project!
Morten
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Appendix K
Author Approval for Use of Peer Relations Subscale

RE: Request Permission to Use/Modify Peer Relations Subscale
Blegen, Mary
Sent: Friday, August 27, 2010 10:02 AM
To:  Purpora, Christina
Christina
You have my permission to use and modify as necessary the items measuring Peer Relations.
Best wishes with your project.

Mary Blegen

From: Purpora, Christina

Sent: Friday, August 27, 2010 10:01 AM

To: Blegen, Mary

Subject: Request Permission to Use/Modify Peer Relations Subscale

Dear Dr. Blegen,

I am writing to ask for permission to use and modify the peer relations subscale from the document you gave me
entitled "Nurse Staffing and the Quality of Care; Questionnaire: Selected Subscales," dated 4/7/03. The subscale

was referred to but specific items from it were not published in the article listed below:

Blegen, M. A., Vaughn, T., Pepper, G. Vojir, C., Stratton, K., Boyd, M. & Armstrong, G. (2004). Patient and staff

safety: Voluntary reporting. American Journal of Medical Quality, 19(2), 67-74.

Modifications include rewording some of the positive items into negative ones.

May have your permission to use and modify the peer relations subscale in my dissertation work?
If so, may I have free access and use of the data I collect for my dissertation and subsequent publications?

Thank you,
Christina

Christina Purpora, RN, PhD(c)
Doctoral Candidate
Betty Irene Moore Doctoral Fellow
School of Nursing
University of California, San Francisco
(415) 503-0792

i rpor
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Appendix L

Oxford University Press Permission to Reuse

Rightslink Printable License Page 1 of 3

OXFORD UNIVERSITY PRESS LICENSE
TERMS AND CONDITIONS

Aug 27, 2010

This is a License Agreement between Christina M Purpora ("You") and Oxford University
Press ("Oxford University Press") provided by Copyright Clearance Center ("CCC"). The
license consists of your order details, the terms and conditions provided by Oxford
University Press, and the payment terms and conditions.

All payments must be made in full to CCC. For payment instructions, please see
information listed at the bottom of this form.

License Number 2477770651986

License date Jul 28, 2010

Licensed content publisher ~ Oxford University Press

Licensed content publication International Journal for Quality in Health Care

Licensed content title Hospital staffing, organization, and quality of care: cross-national
findings

Licensed content author Linda H. Aiken, et. al.

Licensed content date February 1, 2002

Type of Use Thesis/Dissertation

Institution name

Title of your work Horizontal Violence Among Hospital Staff Nurses and the Quality
and Safety of Patient Care

Publisher of your work n/a

Expected publication date Sep 2010

Permissions cost 0.00 USD
Value added tax 0.00 USD
Total 0.00 USD
Total 0.00 USD

Terms and Conditions

STANDARD TERMS AND CONDITIONS FOR REPRODUCTION OF MATERIAL
FROM AN OXFORD UNIVERSITY PRESS JOURNAL

1. Use of the material is restricted to the type of use specified in your order details.

2. This permission covers the use of the material in the English language in the following
territory: world. If you have requested additional permission to translate this material, the
terms and conditions of this reuse will be set out in clause 12.

3. This permission is limited to the particular use authorized in (1) above and does not allow
you to sanction its use elsewhere in any other format other than specified above, nor does it
apply to quotations, images, artistic works etc that have been reproduced from other sources

https://s100.copyright.com/CustomerAdmin/PLF.jsp?1ID=2010071 1280341875986 8/27/2010
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Rightslink Printable License Page 2 of 3

which may be part of the material to be used.

4. No alteration, omission or addition is made to the material without our written consent.
Permission must be re-cleared with Oxford University Press if/when you decide to reprint.

5. The following credit line appears wherever the material is used: author, title, journal, year,
volume, issue number, pagination, by permission of Oxford University Press or the
sponsoring society if the journal is a society journal. Where a journal is being published on
behalf of a learned society, the details of that society must be included in the credit line.

6. For the reproduction of a full article from an Oxford University Press journal for whatever
purpose, the corresponding author of the material concerned should be informed of the
proposed use. Contact details for the corresponding authors of all Oxford University Press
journal contact can be found alongside either the abstract or full text of the article concerned,
accessible from www.oxfordjournals.org Should there be a problem clearing these rights,
please contact journals.permissions@oxfordjournals.org

7. If the credit line or acknowledgement in our publication indicates that any of the figures,
images or photos was reproduced, drawn or modified from an earlier source it will be
necessary for you to clear this permission with the original publisher as well. If this
permission has not been obtained, please note that this material cannot be included in your
publication/photocopies.

8. While you may exercise the rights licensed immediately upon issuance of the license at
the end of the licensing process for the transaction, provided that you have disclosed
complete and accurate details of your proposed use, no license is finally effective unless and
until full payment is received from you (either by Oxford University Press or by Copyright
Clearance Center (CCC)) as provided in CCC's Billing and Payment terms and conditions. If
full payment is not received on a timely basis, then any license preliminarily granted shall be
deemed automatically revoked and shall be void as if never granted. Further, in the event
that you breach any of these terms and conditions or any of CCC's Billing and Payment
terms and conditions, the license is automatically revoked and shall be void as if never
granted. Use of materials as described in a revoked license, as well as any use of the
materials beyond the scope of an unrevoked license, may constitute copyright infringement
and Oxford University Press reserves the right to take any and all action to protect its
copyright in the materials.

9. This license is personal to you and may not be sublicensed, assigned or transferred by you
to any other person without Oxford University Press’s written permission.

10. Oxford University Press reserves all rights not specifically granted in the combination of
(i) the license details provided by you and accepted in the course of this licensing
transaction, (ii) these terms and conditions and (iii) CCC’s Billing and Payment terms and
conditions.

11. You hereby indemnify and agree to hold harmless Oxford University Press and CCC,
and their respective officers, directors, employs and agents, from and against any and all
claims arising out of your use of the licensed material other than as specifically authorized
pursuant to this license.

https://s100.copyright.com/CustomerAdmin/PLF jsp?lID=2010071 1280341875986 8/27/2010
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Rightslink Printable License Page 3 of 3

12. Other Terms and Conditions:

vl.4

Gratis licenses (referencing $0 in the Total field) are free. Please retain this printable
license for your reference. No payment is required.

If you would like to pay for this license now, please remit this license along with your
payment made payable to "COPYRIGHT CLEARANCE CENTER" otherwise you will be
invoiced within 48 hours of the license date. Payment should be in the form of a check
or money order referencing your account humber and this invoice number
RLNK10822494.

Once you receive your invoice for this order, you may pay your invoice by credit card.
Please follow instructions provided at that time.

Make Payment To:
Copyright Clearance Center
Dept 001

P.O. Box 843006

Boston, MA 02284-3006

If you find copyrighted material related to this license will not be used and wish to
cancel, please contact us referencing this license number 2477770651986 and noting
the reason for cancellation.

Questions? customercare@copyright.com or +1-877-622-5543 (toll free in the US) or
+1-978-646-2777.
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From: JOURNALS PERMISSIONS [journals.permissions@oxfordjournals.org]
Sent: Monday, August 23, 2010 1:22 AM

To: Purpora, Christina

Subject: RE: Second Request: RE: Is this an acceptable modification?

Dear Christina Purpora,

Thank you for your email. In respond to your inquiry, We are happy for your adaptation and if you have
already obtain permission , you are go ahead with your work.

If | can be any further assistance, please feel free to contact me.
Best wishes,

Mubashar Khattak
Permission Assistant

From: Purpora, Christina [mailto:Christina.Purpora@ucsf.edu]
Sent: 23 August 2010 01:18

To: JOURNALS PERMISSIONS

Subject: Second Request: RE: Is this an acceptable modification?

Please see request for permission below.

Thank you!

Christina Purpora, RN, PhD(c)

PhD in Nursing Student and Doctoral Candidate Betty Irene Moore Doctoral Fellow School of Nursing
University of California, San Francisco

(415) 503-0792

christina.purpora@ucsf.edu<mailto:christina.purpora@ucsf.edu>

From: Purpora, Christina

Sent: Wednesday, July 28, 2010 12:43 PM
To: journals.permissions@oxfordjournals.org
Subject: Is this an acceptable modification?

Greetings,

My name is Christina Purpora. I'm a doctoral student in the School of Nursing at the University of
California, San Francisco in the process of submitting my dissertation manuscript.
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I have already applied for and was granted the below license. | am writing to you now to ask for
permission to adapt material from the article:

Article: Aiken, L. H., Clarke, S. P., & Sloane, D. M. (2002). Hospital staffing, organization, and quality of
care: Cross-national findings. International Journal for Quality in Health Care, (14) 1, 5-13.

on p. 13 under Appendix (b)

I'd like to adapt the two items in the following way: (I have permission from the author to modify).

1. "In general, how would you describe the quality of nursing care delivered to patients on your unit"
adapted to "In general, how would you grade the quality of nursing care delivered to patients in your
work area on your unit in your hospital"

2. "How would you describe the quality of nursing care delivered on your last shift?" adapted to "how
would you grade the quality of nursing care delivered on you last shift"

Thank you for considering my request,

Sincerely,

Christina Purpora, RN, PhD(c)

PhD in Nursing Student and Doctoral Candidate Betty Irene Moore Doctoral Fellow School of Nursing
University of California, San Francisco

(415) 503-0792
christina.purpora@ucsf.edu<mailto:christina.purpora@ucsf.edu>
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Appendix M Author Approval for Use of Quality of Care and Adverse Events Iltems

RE: Measure of Nurse and Patient Outcomes Page 1 ot 2

RE: Measure of Nurse and Patient Outcomes
Aiken, Linda [laiken@nursing.upenn.edu]

Sent: Wednesday, November 04, 2009 2:13 PM
To: Purpora, Christina

Attachments: measures_of nurse__pt_out~1.docx (13 KB)

Dear Christina,

You have my permission to use the items in the att chment and to modify them as you
wish. There are no strings attached except, of course, it would be nice to have our
work acknowledged in any resulting publications. Some of the items you were
interested in are Ann Rogers' and I have included her email information should you
wish to contact her. Best wishes on your study, Linda

Linda H. Aiken, Ph.D.

The Claire M. Fagin Leadership Professor of Nursing
Professor of Sociology

Director, Center for Health Outcomes and Policy Research
University of Pennsylvania

418 Curie Blvd.

Claire M. Fagin Hall, 387R

Philadelphia, PA 19104-4217

Phone: 215-898-9759

Fax: 215-573-2062

fffff Original Message-----

From: Purpora, Christina [mailto:Christina.PurporaBucsf.edu]
Sent: Monday, November 02, 2009 2:42 PM

To: Aiken, Linda

Subject: Measure of Nurse and Patient Outcomes

Dear Dr. Aiken,

My name is Christina Purpora. I'm a doctoral student at the University of
California, San Francisco currently working on my dissertation. I'm interested in
nurses' views of horizontal violence among nurses at work and the quality and safety
of patient care.

After reading many of your articles, I am very interested in the items that you and
your colleagues used to measure nurse reported quality of care, patient outcomes and
actual and potential errors.

May I have a copy of these measures? I've listed them below.

Article: Supplemental Nurse Staffing in Hospitals and Quality of Care (2007)
Measure: Nurse reported patient outcomes

Article: The Working Hours of Hospital Staff Nurses and Patient Safety (2004)
Measure: Survey questions pertaining to errors, actual and potential.

Articles: Nurses' Reports on Hospital Care in Five Countries (2001) & Hospital
Staffing, Organization, and Quality of Care: Cross-national Findings (2002). I saw
items listed in the Appendix of the latter article. From my reading of the article,
I understand that is the measure.

Measure: Nurses' Assessment of Quality of Care

May I have your permission to use the items in my dissertation study? If so, may I

https://exchange.ucsf.edu/owa/?ae=Item&t=IPM.Note&id=RgAAAACnpCAO8dvkT7XN...  8/29/2010

130



RE: Measure of Nurse and Patient Outcomes

have free access and use of the data I collect for my dissertation and
publications? Also, may I revise and select items to include?
Thank you for your time and consideration.

Sincerely,
Christina

Christina Purpora, PhD(c), RN

PhD in Nursing Student

Betty Irene Moore Doctoral Fellow
School of Nursing

University of California, San Francisco
(415) 503-0792

christina.purpora@ucsf.edu<mailto:christina.purpora@ucsf.edu>

subsequent

Page 2 of 2
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Article: The Working Hours of Hospital Staff Nurses and Patient Safety (2004)
Measure: Survey questions pertaining to errors, actual and potential.

These questions are not from our survey. Please contact Dr. Ann Rogers
(aerogers@nursing.upenn.edu).

Article: Supplemental Nurse Staffing in Hospitals and Quality of Care (2007)
Measure: Nurse reported patient outcomes
Questions to measure “nurse-reported patient outcomes” used in this article are from 1999 survey data

Over the past year, how often would you say each of the following incidents has occurred involving you or
your patients (never, rarely, occasionally, frequently)

1) Patient received wrong medicine or dose
2) Nosocomial infections

3) Complaints from patients or their families
4) Patient falls with injury

Articles: Nurses' Reports on Hospital Care in Five Countries (2001) Hospital
Staffing, Organization, and Quality of Care: Cross-national Findings (2002).

Measure: Nurses' Assessment of Quality of Care
In these two articles, items to measure “Nurses' Assessment of Quality of Care” are

How would you describe the quality of nursing care delivered to patients on your unit? (excellent, good
fair, or poor,

Overall, over the past year would you say the quality of patient care in your hospital has: (improved,
remained the same, or deteriorated)

How confident are you that your patients are able to manage their care when discharged from the
hospital? (very confident, confident, somewhat confident, not at all confident)

How would you describe the quality of nursing care delivered on your last shift? (excellent, good, fair, or
oor,
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Appendix N Wolter Kluwer Permission to Reuse

Rightslink Printable License

WOLTERS KLUWER HEALTH LICENSE
TERMS AND CONDITIONS

This is a License Agreement between Christina M Purpora ("You'") and Wolters Kluwer
Health ("Wolters Kluwer Health") provided by Copyright Clearance Center ("CCC"). The
license consists of your order details, the terms and conditions provided by Wolters Kluwer

Health, and the payment terms and conditions.

All payments must be made in full to CCC. For payment instructions, please see

information listed at the bottom of this form.

License Number
License date

Licensed content publisher

Licensed content publication

Licensed content title
Licensed content author
Licensed content date
Volume Number

Issue Number

Type of Use

Requestor type

Title of your thesis /
dissertation

Expected completion date
Estimated size(pages)
Billing Type

Billing Address

Customer reference info
Total

Terms and Conditions

1. A credit line will be prominently placed and include: for books - the author(s), title of
book, editor, copyright holder, year of publication; For journals - the author(s), title of
article, title of journal, volume number, issue number and inclusive pages.

2. The requestor warrants that the material shall not be used in any manner which may be

https://s100.copyright.com/CustomerAdmin/PLF .jsp?lID=2010071_ 1280346749252

2477800989252
Jul 28, 2010

Wolters Kluwer Health

The Journal of Nursing Administration
Supplemental Nurse Staffing in Hospitals and Quality of Care
Linda Aiken, Yihg Xue, Sean Clarke, et al

Jan 1, 2007
37
7/8
Dissertation/Thesis

Individual

Horizontal Violence Among Hospital Staff Nurses and the Quality

and Safety of Patient Care
Sep 2010

120

Invoice

525 Nelson Rising Lane
APt. 613

San Francisco, CA 94158
United States

0.00 USD

Terms and Conditions

Page 1 of 2

8/27/2010
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Rightslink Printable License Page 2 of 2

considered derogatory to the title, content, or authors of the material, or to Wolters
Kluwer/Lippincott, Williams & Wilkins.

3. Permission is granted for one time use only as specified in your correspondence.
Rights herein do not apply to future reproductions, editions, revisions, or other
derivative works. Once term has expired, permission to renew must be made in
writing.

4. Permission granted is non-exclusive, and is valid throughout the world in the English
language and the languages specified in your original request.

5. Wolters Kluwer Health/ Lippincott, Williams & Wilkins, cannot supply the requestor
with the original artwork or a "clean copy."

6. The requestor agrees to secure written permission from the author (for book material
only).

7. Permission is valid if the borrowed material is original to a LWW imprint (Lippincott-
Raven Publishers, Williams & Wilkins, Lea & Febiger, Harwal, Igaku-Shoin, Rapid
Science, Little Brown & Company, Harper & Row Medical, American Journal of
Nursing Co, and Urban & Schwarzenberg - English Language).

8. Ifyou opt not to use the material requested above, please notify Rightslink within 90
days of the original invoice date.

9. Other Terms and Conditions:

v1.0

Gratis licenses (referencing $0 in the Total field) are free. Please retain this printable
license for your reference. No payment is required.

If you would like to pay for this license now, please remit this license along with your
payment made payable to "COPYRIGHT CLEARANCE CENTER" otherwise you will be
invoiced within 48 hours of the license date. Payment should be in the form of a check
or money order referencing your account number and this invoice number
RLNK10822520.

Once you receive your invoice for this order, you may pay your invoice by credit card.
Please follow instructions provided at that time.

Make Payment To:
Copyright Clearance Center
Dept 001

P.O. Box 843006

Boston, MA 02284-3006

If you find copyrighted material related to this license will not be used and wish to
cancel, please contact us referencing this license number 2477800989252 and noting
the reason for cancellation.

Questions? customercare@copyright.com or +1-877-622-5543 (toll free in the US) or
+1-978-646-2777.
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From: Wolters Kluwer Rights and Permissions [journalpermissions@Iww.com]
Sent: Thursday, July 29, 2010 8:08 AM

To: Purpora, Christina

Subject: Is this an acceptable modification? [Incident: 100728-000680]

Recently you requested personal assistance from our on-line support center. Below is a summary of your
request and our response.

If this issue is not resolved to your satisfaction, you may reopen it within the next 14 days.

Thank you for allowing us to be of service to you.

To access your question from our support site, click here.

Subject
Is this an acceptable modification?

Discussion Thread
Response (Michael Dzicek) 07/29/2010 11:08 AM
Greetings, '

The permissions that you have obtained through Rightslink will be acceptable for modifying the figure.

Thank You
Customer (Christina Purpora) 1y 07/28/2010 04:58 PM
Greetings,

My name is Christina Purpora. I'm a doctoral student in the School of Nursing at the University of
California, San Francisco in the process of submitting my dissertation manuscript.

I have already applied for and was granted the below license through RightsLink. I am writing to you
now to ask for permission to adapt material from that article because Rightslink cannot grant me
permission to do that:

Article: Aiken, L., Clarke, S. P., Xue, Y., & Sloane, D. M. (2007). Supplemental nurse staffing in hospitals
and quality of care. The Journal of Nursing Administration, 37(7/8), 335-342.

i

on p. 337:

I'd like to adapt the following items in the following way: (I have permission from the author to adapt or
modify).

1. "patients receiving the wrong medication or dose" adapted to "patient received wrong medicin or
dose"

2. "nosocomial infections" adapted to "hospital acquired infections"
3. "patient/family complaints”" adapted to "complaints from patients or their families

4. "patient falls" adapted to "patient falls with injuries"

Thank you for considering my request,
I look forward to your reply.

Sincerely,

Christina Purpora, RN, PhD(c)

PhD in Nursing Student and Doctoral Candidate

Betty Irene Moore Doctoral Fellow

School of Nursing

University of California, San Francisco

(415) 503-0792
christina.purpora@ucsf.educhristina.purpora@ucsf.edu>
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Publishing Agreement

1t is the policy of the University to encourage the distribution of all theses,
dissertations, and manuscripts. Copies of all UCSF theses, dissertations, and
manuscripts will be routed to the library via the Graduate Division. The library will
make all theses, dissertations, and manuscripts accessible to the public and will
preserve these to the best of their abilities, in perpetuity.

Please sign the following statement:

1 hereby grant permission to the Graduate Division of the University of California, San
Francisco to release copies of my thesis, dissertation, or manuscript to the Campus
Library to provide access and preservation, in whole or in part, in perpetuity.

M shag ™. 'Qéup/W September 2, (0

Author Signature Date
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