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An investigation into the relationships between bullying, discrimination, burnout and

patient safety in nurses and midwives: Isburnout a mediator?

Abstract

Background: Bullying and discrimination may be indirectly associatedptient
safety via their contribution to burnout, but researchy® to establish this.

Aims. To investigate the relationships between workplace bullyingeped
discrimination, levels of burnout and patient safety pemegtn nurses and midwives, and
to assess whether bullying and discrimination were more frelgeqmerienced by Black,
Asian and Minority Ethnic (BAME) than White nurses and michks.

M ethods: Five hundred and thirty-eight nurses and midwives wereitedrirom
four hospitals in the UK to complete a cross-sectisnaley between February and March
2017. The survey included items on bullying, discrimination, buraodtindividual level
and ward level patient safety perceptiddata were analysed using path analysis.

Results: Results were reported according to the STROBE checklidfiyily and
discrimination were significantly associated with highembwit. Higher burnout was in turn
associated with poorer individual level and ward level pagafety perceptions. Experiences
of discrimination were three times more common amondylBAhan White nurses and
midwives, but there was no significant difference in expege of bullying

Conclusions. Bullying and discrimination are indirdgtassociated with patient safety
perceptions via their influence on burnout. Healthcare orgamsaseeking to improve

patient care should implement strategies to reduce workpidlyeng and discrimination.

K eywords. workforce and employment; burnout; diversity; discrimimat patient safety



Introduction

Numerous studies have foundassociation between higher burnout and poorer patient
safety (Hall et al., 2016; Panagioti et al., 2018; Hall e28l18; Johnson et al., 2017)
suggesting that reducing burnout could be an area for patfety Baprovement initiatives
to target Recent reviews of burnout reduction interventions suggesetare effective but
effect sizes are small (Panagioti et al., 2017; Wesk ,2016) Organisational interventions
(e.g., work scheduling, staff training) appear to be mdst&fe (Panagioti et al., 2018)
However, it is unclear which form of organisational inteti@ns may work besOne
possible area organisational interventions could focus worigplace bullying and
discrimination, but further research is needed to explose

Literaturereview

Bullying in hospitals and healthcare organisations issmel of international concern, and
has been experienced by between 20% and 77% of nurses (RwsandtNaylor, 2012;
Sellers et al., 2012; Roche et al., 2010; Stanley et al., Fa®&ll et al., 2006; Ganz et al.,
2015; Carter et al., 2013). Black, Asian and Minority Ethnic MEA and immigrant nurses
are more likely than White nurses to experience workplatigitg (Deery et al., 2011). This
is possibly due to a higher likelihood of bullies targeting leyges whose appearance or
accent is different to the wider workplace population (Deérl., 2011; Berdahl and Moore,
2006) Similarly, discrimination in nursing is widespread. In the, tt¢ National Health
Service (NHS) recruitment process favours White applicavitea White applicants 1.57
times more likely to be appointed from shortlisting 8V applicants (Kline et al., 2017)
In the US, 40% of foreign-educated nurses report experied@ngminatory practices in
relation to benefits, wages or shift/unit assignmentsniBn et al., 2014)

There is reason to believe that these elevated ratiscoimination and bullying could be

a patient safety concern. Previous research links bullyinglisndmination with burnout



(Volpone and Avery, 2013; Isehinger et al., 2012), and some studies have also directly
linked bullying with patient safety (Houck and Colbert, 2017). Hewaw studies have
included UK hospital nurses, where a quarter of entry-grackes are BAME (Kline et al.,
2017). Furthermore, there is a lack of research intalgessssociations between
discrimination and patient safety, and it remains uneidether addressing discrimination
could improve patient safety. As significant global shgetaof healthcare workers have
resulted in net migration of nurses from low- to highesme countries, proportions of
BAME nurses in higher income countries could be expecteddapand the need to
understand these issues will become increasingly impoaariti¢ et al., 2014).

When this evidence is considered together, it seems likatybullying and
discrimination may be indirectly associated with pdtsafety via their contribution to
burnout, but research has yet to establish fhg.oposed model of the associations between
bullying, discrimination, burnout and perceptions of patientgadegpresented in Figure 1. If
supported, this would suggest interventions which reduce bullyingiserihtination may
reduce burnout. Such interventions may also improve otlteomes linked with burnout

such as patient experience, quality of care, stafftieteand absence rates.

Bullying

~ Patient
S
safety

Burnout

Discrimination

Figure 1. Proposed model of the relationships between bg)ldiscrimination, burnout and

patient safety perceptions



In summary, our research aimed to investigate the oakttips between workplace
bullying, perceived discrimination, levels of burnout and pasafety perceptions using path
analysis. We predicted that perceived bullying and discriminatould be associated with
higher burnout, which would in turn be associated with pooreepéons of patient safety in
nurses and midwives. A corollary prediction was that expeeg of workplace bullying and
perceived discrimination would be more frequent in BAME tWérite nurses and midwives.

M ethods.
Participants

All registered and practicing hospital nurses and midwives foamhospitals within
an acute NHS Trust were invited to participate in the studyarJK between February and
March 2017. We aimed to recruit over 320 participants; thiseistiggested sample size
proposed by Wolf et al. (2013) as being adequate for testingt@tal Equation Models
investigating mediation where there is up to 20% missing datiagieator. All participants
provided informed consent prior to completing the study.

Procedure

Participants were informed of the study through a glotvelile Eligible participants,
identified from the Trust Electronic Staff Record (ESREeived a paper questionnaire pack.
We were aware that some participants may be conceraethéir responses would be shared
with the trust. To address this, the information sheetnméal participants that only research
team members would have access to their data, and tmaegponses would be entirely
confidential. The participants were asked to return questi@seia the Trust internal mail.
After two weeks, reminders and a second paper questionnaireameite participants who

had not responded.



Design

The study used a cross-sectional survey design. Reariesreported according to
the STROBE checklist (supplementary file 1).

M easures

Demographic information. Questionnaire items asked for information regarding
gender, ethnicity, age, job role, highest level of quatifice years qualified and time spent
working within the Trust.

Bullying and discrimination. Respondents were asked two items based upon the
NHS Workforce Race Equality Standards and Indicators (WRESh requiring ‘yes’ or
‘no’ response. The first measured discrimination: “In the last 12 months have you personally
experienced discrimination at work? (Participants wergigea with the following
definition: Discrimination is when you are treated as fagsurable than someone else
because of your ethnicity, age, gender, etc).” The second measured bullying, harassment and
abuse: “In the past 12 months have you experienced harassment, bullying or abuse from other
staff at work? (Participants were provided with the foiltg definition: Harassment is
unwanted conduct which has the purpose of violating your dignityeating an
intimidating, hostile, degrading, humiliating or offensive environment”. For both items,

‘none’ was coded as ‘1’ and occurrence of harassment/bullying or discrimination was coded
as ‘2’.

Burnout. The Oldenburg Burnout Inventory (OLBI) (Demerouti et al., 20@0)sists
of two eight-item subscales, Disengagement and Exbaugisengagement subscale items
include “Over time, one can become disconnected from this type of work”. Exhaustion
subscale itemiiclude “There are days when I feel tired before I arrive at work”. Items were
rated on a 4oint scale from 1 (“strongly disagree”) to 4 (“strongly agree”). Possible scores

ranged from eight to 32 on each subscale, with higheesadndicating higher burnout. The



measure demonstrated good internal consistenayristudy (o. = 0.80 for Emotional
Exhaustion, a = 0.79 for Disengagement, a = 0.88 for the full scale

Patient safety perceptions. Both individual level and ward/unit level patient safety
perceptions were measurdttevious research suggests this approach provides
complementary information that varies between nuasesrding to individual differences
and stress (Louch et al., 2016; Louch et al., 2017).

Individual-level safety perceptions. Individual level safety perceptions were
measured using the one-item Safe Practitioner Measutelilet al., 2016)“My practice is
not as safe as it could be because of weldted factors/conditions”). This is scored on a
five-point scale from one (“Strongly disagree”) to five (“Strongly agree”) (Louch et al.,
2016). Responses were reverse coded in order that highes suaggested more positive
safety perceptions.

Ward/unit-level safety perceptions. To assess ward/unit-level safety perceptions,
participants responded to a subscale from the HospitaégorvPatient Safety Culture
(Sorra and Nieva, 2004) focusing @rerceptions of Patient Safety”. This comprises four
items (e.g.;It is just by chance that more serious mistakes don’t happen around here”). Items
were scored on a fivpeint scale from one (“Strongly disagree”) five (“Strongly agree”),
with total possible scores ranging from four to 20 and higberes suggesting more positive
perceptions. The measure demonstrated good internal emesish ourstudy (o = .80).

Data Analysis

Descriptive statistics and correlations were conductestéaty variables. For the
purposes of the inferential statistics, ethnicity watapskd into two categories to allow for
comparisons (White was coded as ‘1’ and Black, Asian or Minority EthnidBAME) was
coded as ‘2’). Spearman’s Rho correlations were conducted for most variables, as several

variables were not normally distributed. Point-biseriateations were conducted for binary



variables (bullying, discrimination and ethnicity) with otleentinuous ad ordinal variables.
It was not possible to assess correlations between biagables. Odds ratios and the
Fisher’s Exact test were calculated to investigate whether experiences of bglhmd
discrimination varied according to ethnicity (White vs.BB) (McHugh, 2009)

For the purposes of path analysige two burnout facets were totalled to create one
burnout item. This was due to the two facets of burnout lidasgly related, which can
adversely affect model fit in SEM when included separateraogenous variables.
Furthermore, previous research suggests that both fasets Isamilar association with
patient safety perceptions, so they would be unlikely to dstraie different relationships
with other variables in these analyses (Johnson &04l7). Missing data analyses were
undertaken for variables to be included in the path analigsg¢ss of missing data for
variables varied betwed9% (gender) to 12.5% (Burnout). Little’s chi-square statistic was
not significant, suggesting no systematic pattern to theimgislata (x = 26.74, df = 21, p
=.18) (Little, 1988), and as overall missing data rates w20@os< data imputation was
conducted (Garson, 2015). This was undertaken with regression filoputeAMOS 22
This imputes predicted values in place of missing values lisieay regression, which
estimates these values based on the observed (nemissing) values of that individual
(Arbuckle, 2013).

To test the proposed model of the relationships betweeyirnmldiscrimination,
burnout and each of the patient safety perception s&Hed, path analyses were conducted
in AMOS 22. This enabled use of the bootstrapping method to estimoale fit and
regression weights, which is a powerful non-parametric agproAs it uses a resampling
procedure, data distributions do not need to conform to assumpfiparametric tests. In

order to reduce estimation error we followed the advice ¢ &ad Preacher (2014): the



multiple-item scales we included (burnout; ward-level patient ggfetceptions) were highly
reliable measures, and we kept our models simple.

Bootstrapping was used to test two models (5000 bootstrap samples; fdérame
interval), both of which controlled for age and genderd®ld tested a proposed relationship
between study variables whereby bullying and discriminatioe &ssociated with higher
burnout, which in turn was associated with lower individuaglgatient safety perceptions.
Model 2 repeated this, replacing the outcome variabletivthvard/unit-level perceptions of
patient safety measure. Bias-corrected bootstrap confidetereals were reported (Cheung
and Lau, 2007)For each path tested in the analyses, Standardisedoetizients were
reported followed by confidence intervals (lower limit, uppmit) and the significance
value, in line with previous similar studies (Johnson.e@17; Holden et al., 2011).

To assess model fit, we reported chi-square value, theneem square error of
approximation (RMSEA) and the Comparative fit index (CH)jne with recommendations
by Hooper et al. (2008Hooper et al. (2008) note that the chi-square has sevessksev
limitations, namely that it assumes multivariate normalitgt rejects properly specified
models that do not meet this assumption, and that éadynalways significant when
samples are large. As such the RMSEA and CFl wereggoted to provide alternative fit
indices. RMSEA values <0.08 were deemed to signal accepiiaditel fvalues <0.06 were
deemed to signal good fit. CFl values >0.90 were used to tedicaeptable fit and
values >0.95 were used to indicate good fit (Hooper et al., 2008).

Results
Participant Characteristics

One thousand, seven hundred and four participants were teahtaml 538 responded

(M age= 43.55, SD=12.72, 90.5% female, gender data missing forphBiipants),

producing a response rate of 31.6%. We were unable to gathenatifon regarding why



nonresponders chose not to participate. Demographic informiatigrarticipants is
presented in Table 1. Participants had been qualified on avE8a&eyears (SD = 11.29

and had been working for the Trust on average for 11.91 y@Brs (10.39).

Table T Demographic information for participants

Number %
Ethnicity White 428 79.6
Asian 83 154
African-Caribbean 12 2.2
Mixed ethnicity 7 1.4
Other ethnicity 2 0.4
Preferred not to state 2 0.4
Missing 4 0.7
Education (highest attainment) PhD or Doctoral degree 2 0.4
Masters degree 42 7.8
Postgraduate diploma 81 15.1
Bachelors degree 256 47.6
Advanced diploma 99 18.4
A-Levels or equivalent 19 3.5
Other attainment 27 5.0
Missing 12 2.2
Discipline Nursing 458 85.1
Midwifery 79 14.7
Missing 1 0.2
Band 8a or above (e.qg., 38 7.1
matron/lead nurse)
7 (ward manager) 113 21.0
6 (ward sister/charge 159 29.6
nurse)
5 (staff nurse grade) 217 40.3
Missing 1 0.2

Bivariate Associations
Descriptive statistics and bivariate associations argepted (Table 2). Occurrence of
bullying was associated with higher disengagement(©.18, p<0.001) and exhaustiops(r

= 0.15, p = 0.001), and lower individual level and ward levadtgaferceptions ¢p= -0.14,



p = 0.001 andpr= -0.16, p<0.001, respectively). Occurrence of discriminaticsalso
associated with higher disengagemept<10.15, p = 0.001) and exhaustiop& 0.15, p =
0.001) and lower individual level and ward level safety perceptigr= -0.11, p = 0.016,
and ppr= -0.10, p = 0.023, respectively). Disengagement and exhaugti@positively
associated with each otheg£r0.62, p<0.001) and both burnout facets were inversely
associated with safety perceptions<r.41, p<0.001 for individual perceptions ard .39,
p<0.001 for ward perceptions for disengagemegt, =41, p<0.001 for individual

perceptions ands& -.35, p<0.001 for ward perceptions for exhaustion).

Table 2 Means, Standard deviatiohand correlations for variables

Mean

2 3 4 5 6 7

1. Bullying® K T L=
.16***

2. Discriminatiof --- A5* 15% - 11* -10* ---
3. Disengagemer16.90 B2%** - - .07
(burnout facet) 3.43 2 Rl IRCTS Ll
4. Exhaustion  20.05 - - -.07
(burnout facet) 3.67 2 eIl
5. Individual-level3.46 52** - 03
safety (Safe 1.20
practitioner
measure)
6. Work area/unit12.90 .03

level safety 3.41
(AHRQ subscale)

7. Ethnicity

Note. *p<0.05, **p<.01, ***p<0.001. AHRQ = Agency for Healthcare Reseanuth Quality.
tandard deviations appear in italics below the means. Spearman’s Rho correlations are
reported unless point biserial correlations are indic&fdtese variables were binary.
Ethnicity was divided into White and Black, Asian or MitpEthnic (BAME) categories.
As such, no mean was calculated for these variables amdljpgerial correlations were
conducted.




Path Analyses of the Associations Between Bullying, Discrimination, Burnout and
Safety Perceptions

Two path analyses were tested, the first with ward-lev# asafety perceptions as
the outcome and the second with individual level pasaféty perceptions as the outcome.

Ward level safety perceptions. When ward level safety perceptions was the outcome
(Figure 2), the pathway between bullying and burnout was signifi@® = 0.157, Cl = 0.073,
0.239, p= 0.001), the pathway between discrimination and burnowigvaiicant (B=
0.129, Cl = 0.041, 0.219, p = 0.003) and the pathway between buntbpatent safety was
significant (B=-0.404, CI =-0.473, -0.326, p < 0.001). Model fit indices weré6X =
17.652, p = 0.007; CFI = 0.94; RMSEA = 0.06, suggesting that althbegtht-square was
significant there was overall acceptable model fit.

For completeness, we also tested the model when patisdrediscrimination and
ward-level safety perceptions and bullying and safety percepivere also specified. In this
model, the pathway between bullying and burnout was significantQB57, Cl = 0.073,
0.239, p = 0.001), the pathway between discrimination and buweasusignificant (B=
0.129, Cl = 0.041, 0.219, p= 0.003) and the pathway between burnopatsmt safety was
significant (B=-0.387, Cl =-0.459-0.308, p < 0.001However, the pathways between
bullying and patient safety (B-0.079, CI = -0.84, 0.025, p = 0.143) and discrimination and
patient safety (B--0.008, Cl = -0.102, 0.085, p = 0.857) were not signifidslioidel fit
indices showed no consistent improvement upon the previodsIrfX2 (4) = 13.473,p =
0.009; CFl = 0.95; RMSEA = 0.07); as such the previous medelretained due to its

parsimony.



Bullying

c = -0.40%**_ | Ward level

. >~
Burnout 2| patient safety
perceptions

Discrimination

Figure 2. Structural equation model of the relationships legtvwallying, discrimination,

burnout and ward level patient safety perceptions

Individual Level Safety Perceptions. Similarly, when individual level safety
perceptions was the outcome (Figure 3), the pathway betwdlgimg and burnout was
significant (B = 0.157, Cl = 0.073, 0.239, p = 0.001), the pathvedyeen discrimination and
burnout was significant (B = 0.129, Cl = 0.041, 0.219, p = 0.0GB}jlepathway between
burnout and patient safety was significant5(#.473, ClI = -0.543, -0.395, p<0.001). Model
fit indices were % (6) = 18.926, p = 0.004; CFl = 0.95; RMSEA = 0.06. Although thie3t
was significant this might be expected given our sampée bzwever, the other model fit
indices suggest good model fit.

For completeness, we also tested the model when patisdrediscrimination and
individual-level safety perceptions and bullying and safety péicres were also specified. In
this model, the pathway between bullying and burnout was signtifiga= 0.157, Cl =
0.073, 0.239, p = 0.001), the pathway between discriminationianduitt was significant (B
=0.129, CI =0.041, 0.219, p = 0.003) and the pathway between bunmbpéatent safety
was significant (B=-0.461, Cl =-0.536-0.378, p<0.001). However, the pathways between

bullying and patient safety (8-0.045, Cl =-0.126, 0.039, p = 0.294) and discrimination and



patient safety® =-0.017, Cl =-0.109, 0.071, p = 0.69) were not significant. Theeft
indices were poorer than the previous model (X2 (4) = 17.099, p = @C602; 0.94;

RMSEA = 0.08), leading us to reject this model in favouhefformer.

Bullying

c=-0.47%** | Individual level
~

Burnout 2| patient safety

perceptions

Discrimination

Figure 3. Structural equation model of the relationships leatwallying, discrimination,
burnout and individual level patient safety perceptions

Ethnicity and Experiences of Bullying and Discrimination

A higher rate of BAME patrticipants (18 of 102; 17.6%) repog®geriencing
bullying in the previous year compared with White particip@bsof 419; 12.4%). The odds
of experiencing bullying were 1.5 times higher for BAME p#ptants (odds ratio = 1.51,
95% CI [0.84, 2.72]). HoweveFisher’s exact test suggested this was not significgmnt
0.19

A higher rate of BAME patrticipants (21 of 102; 20.5%) repog®geriencing
discrimination at work in the previous year compared Withite participants (33 of 421;
7.8%). The odds of experiencing discrimination were threestinigher for BAME
participants (odds ratio = 3.04, 95% CI [1.68, 5.54]) Bistler’s Exact test suggested this
was significantp < 0.001.

Discussion



This studyreports results from a survey UK nurses and midwives from four
hospitals in one acutdHS organisation. We investigad the relationships between bullying,
perceived discrimination, levels of burnout and patientgg@erceptions. The results
supporedour hypothesised model. Both bullying and discrimination wepeificantly
associated with higher burnout. Hegtburnout vasin turn associated with poorer
perceptions of patient safety at both the individual andl\eavel. Experiences of
discrimination were three times more common in Bl#&skan and Minority Ethnic (BME)
than White nurses and midwives, however while more BAME suasd midwives
experienced bullying than White nurses and midwives, thisréifice was not significant.

A large number of studies have found that burnout is linkeld pabrer patient safety
(Hall et al., 2016; Panagioti et al., 2018). This finding is dear when patient safety
outcomes are measured using objective measures such astineets, possibly due to
reporting variability, but consistent and robust when patafdty outcomes are self-reported
(Hall et al., 2018; Panagioti et al., 2018). Together, thiylad work suggests that reducing
burnout could be one target for patient safety initiatieesddress. However, burnout
reduction interventions have only limited effectivenesggt\ét al., 2016). While
interventions targeted at the organisation level, adittg areas such as work scheduling and
staff training seem to be most effective (Panagiotl.e2017), it is unclear which types of
organisational interventions produce the greatest reductidngmout. The present study
extends this literature by 1) providing the first evideneg pgerceived discrimination is
associated with patient safety in nurses and midwive&)aptbposing and testing the first
proposed framework of the associations between bullyingimisation, burnout and
perceptions of patient safety, and reporting that bullymdiscrimination have an indirect
relationship with patient safety perceptions which is medidly burnout. This suggests that

reducing bullying and discrimination at an organisational lmagl be one way to reduce



burnout, and could be usetalrgets for patient safety initiatives to address. dukhbe
noted, however, that the size of the associations leettellying and burnoyand
discrimination and burnout was small; one possible avenuatioe research to explore
could be to investigate whether there are factors whiakenate the strength of these
relationships.

Global healthcare staff shortages have led to ineteagyrationof nurses and
doctors from low- to higher- income countries (Aluttis et 2014) Countries including the
UK, Netherlands and Australia actively recruit from oeas (WHO, 2014); an analysis of
2011 census data indicated that over 30% of nurses and midwi&astralia were born
overseas (Negin et al., 2013) and in the UK in 2017, 20% oésyosming the NHS were not
from the UK (Baker, 2018)The present findings suggest that a fair and equal approach to
recruitment and promotion for all nurses may support pas@fety, and countries who
recruit nurses from overseas should take particul&rtcagnsure that any discrimination in
their recruitment and promotion practices is reduced.

The present study is the first to investigate assocatietween bullying and patient
safety within UK hospital nurses and midwives. Previ@asearch has focused on nurses in
the US, Canada and Australia, and has reported that bullyimgesl lwith outcomes such as
medication errors (Rosenstein and Naylor, 2012) and fak (@oche et al., 2010)he
current study extends this by finding a similar associatidghe UK, where 20% of registered
nurses have experienced bullying in the last 6 monthsgiGatral., 2013). This adds further
evidence that this association may be universal, and redbualtying could be a target for
patient safety initiatives to focus on internationallywéwer, further research is needed to
explore these associations in non-English speakidglaneloping countries.

Our finding that perceived discrimination was higher in BAMEses and midwives

than White nurses and midwives is consistent with previous fépi@ts suggesting the



likelihood of being appointed to a post following shortlisting.i87 higher for White
applicants (Kline et al., 2017). It is also consistent wagearch from the US suggesting that
40% of foreign educated nurses have experienced discrimir(&ibman et al., 2014)
However, although BAME nurses and midwives reported higheidef bullying than
White nurses and midwives, this difference was not sigmifiCBhis contrasts with previous
studies suggesting higher rates of bullying in BAME than Whutsing staff. For example
Deery et al (2011) found 18.2% of BAME nurses had experienaédMearassment from
colleagues compared with 10.4% of white nurses. We founa thiatilar percentage of
BAME nurses and midwives reported bullying (17.65%), howevghth}i more White
nurses and midwives in our sample also reported bullying (12vfie6h may explain why
this difference was not significant. Our findings regardintlying can also be compared
with studies in UK nursing students; these suggest thatohbeslying are higher in
students, with around 40% having experienced bullying (Birks é2(dl7; Tee et al., 2016)
Being bullied can lead student nurses to consider leaving nuiiseegef al., 2016)
Furthermore, a recent study estimated that the annuadfdagllying to the NHS is
£2.281(Kline and Lewis, 2018). Taken together, it seems thatierpes of bullying are
common, there is no sign that rates are declining, l@agbtoblem is financially costly as
well as psychologically harmful for those involved.
Implicationsfor Clinical Practice

Reducing workplace bullying and discrimination in nursing and niswimay
support the delivery of safe patient care. Bullying reductia@rentions may involve
organisational changes such as the introduction of procetiuraise awareness of bullying
and provide a bullying reporting mechanism. They can also ievndividual interventions
such as the provision of training and education (e.g., asserss training) to change

behaviours or perceptions (Gillen et al., 2017), althoughafipsoach may place



responsibility on the victims of bullying rather than gepetratorsThe strongest evidence
currently supports the Civility, Respect and Engagement (COREMfvention, a nationwide
initiative by the US Department of Veterans Affairs (Gilket al., 2017). This involves
facilitators meeting regularly with organisations to creagpectful, civil work environments
(Osatuke et al., 2009). Interventions to reduce discriminatiogcituitment practices include
introducing discrimination law, monitoring the diversityasfanisations and anonymising as
much of the recruitment process as possible (Lloyd, 20%¥Bi)le many of these interventions
are beyond the scope of individual organisations to impinéndsey and colleagues
(2013) suggesirganisations should pass applications to a ‘middle person’ to anonymise
them and screen out stigmatising information beforeipgasisem to decision makers. They
also suggest using highly structured interview schedules and #ipgairterview panels who
are low in explicit and implicit bias (Lindsey et al., 2013).
Limitations

This study was limited by its use of a cross-sectional desifith means that
conclusions regarding causality cannot be drawn. We ettt ask participants for
information regarding how long they had been working &foke joining the trust; this
information would have been useful in providing a fuller desion of the sample. We based
our bullying and discrimination questions on the NHS Workfétaee Equality Standards
and Indicators (WRES). This decision meant that we usedytiteans which reduced
variability for statistical analysis. It also meanttthe omitted to ask participants about
indirect discrimination; this information would have compéerted the data we gathered
regarding direct discrimination and may have allowed fatdlarfunderstanding of the
relationships between discrimination, burnout and patidetysédReponses may have been
biased by a higher rate of extreme responders participdbinge who are experiencing

particularly high or low levels of bullying, discriminatidournout and perceptions of patient



safety).Finally, it should be noted that the non-significant défese regarding bullying may
have reached significance in a larger sample.

Conclusion

Workplace bullying and discrimination are associated wigihér levels of burnout,

which are in turn associated with poorer individual-level ward-level patient safety
perceptions in hospital nurses and midwives. BAME nunsdsradwives experience higher
levels of discrimination than White nurses and midwivésalthcare organisations seeking to
improve their levels of patient safety should implemetarventions to reduce bullying and
discrimination within their recruitment practices.

Key points

e BAME nurses and midwives are three times more likely to épez discrimination
at work than White nurses and midwives.

e Bullying and discrimination are indirectly associated vpistient safety perceptions,
via their influence on burnout.

e Patient safety interventions in nurses and midwivesldharget bullying and
discrimination.

e When appointing nurses and midwives, healthcare organisationdd use methods

to reduce discrimination against applicants from ethnic mingrbups.
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