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Abstract 

Workplace bullying is cemented in the literature as a severe social stressor that can 

lead to devastating consequences for the person involved. Decades of research have 

established a strong association with both psychological and physiological health 

complaints, as well as an increased risk of sick leave among those targeted. However, 

although the detrimental consequences of workplace bullying are well established in 

the literature, there has been limited research into the possibilities for psychological 

treatment for victims of workplace bullying presenting with mental health problems. 

Hence, the objective of the thesis was firstly to investigate the prevalence of 

workplace bullying experiences among patients suffering from common mental 

disorders (CMD) who are either currently on or at risk of sick leave, and to examine 

their clinical and work-related characteristics as compared to other patients. 

Additionally, it is of importance to explore whether individual characteristics and 

resources, such as resilience, have a protective effect when exposed to a severe 

stressor such as workplace bullying, in our case as a moderator in the relationship 

between exposure to bullying behaviours and return to work self-efficacy (RTW-SE). 

The literature has previously shown mixed results and identified reversed buffer 

effects for this vulnerable group of individuals. It is, therefore, of value to investigate 

this further in a group of patients that are victims of workplace bullying at risk of 

being excluded from work and working life. Lastly, we examined whether 

metacognitive therapy (MCT) or cognitive behavioural therapy (CBT) with work-

focus can cause symptom reduction and an increase in workforce participation. We 

further examined whether such treatment may be as effective for victims of bullying 

as for other patients not exposed to bullying.  

The first of three included studies investigated the clinical characteristics of patients 

seeking treatment for CMD presenting with experiences of workplace bullying. The 

aim was to investigate the prevalence of workplace bullying in a patient group 

seeking treatment for CMD. Additionally we examined whether these patients 

differed from other patients not exposed to bullying with regard to both clinical and 
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work-related characteristics. The paper included a sample of 675 patients on sick 

leave or at risk of sick leave due to CMD, who had been referred to an outpatient 

clinic in Norway. There was a high prevalence of workplace bullying in this sample 

with one out of four being classified as victims of bullying. The findings indicated 

that the victims of bullying were more often diagnosed with major depressive 

disorder (MDD) and reported higher levels of psychological symptoms, and lower 

levels of resilience. In addition, the victims reported more frequent alcohol use than 

the other patients, although both groups scored within what is considered normal 

alcohol consumption. Furthermore, twice as many of the bullied patients were on full 

sick leave and they reported lower work ability, a lower RTW-SE and less job 

satisfaction, as compared to the other patients. Additionally, the majority of the 

victims of bullying reported that they would prefer another job over the one they 

currently had. This further indicates that these individuals represent a vulnerable 

group at risk of sick leave and that there is a high possibility that if these concerns are 

not addressed these individuals have an increased risk of losing their foothold in 

working life. Thus, there is a need for studies to investigate whether individual 

factors, such as resilience, acts as a buffer with regard to these severe symptoms and 

complaints, in addition to studies investigating whether these individuals could 

benefit from the same treatment as other patients with CMD, not exposed to bullying. 

The second study was, therefore, designed to investigate the effect of resilience as a 

protective buffer in the expected and negative relationship between workplace 

bullying and RTW-SE, as there have been mixed results on the effect of such 

individual protective resources when faced with workplace bullying. Thus, the study 

aims to examine whether resilience will show a reversed buffering effect for the 

bullying – RTW-SE relationship. The same sample as in study one was used. The 

results showed a negative relationship between bullying and RTW-SE and a positive 

main effect for resilience, as patients with high resilience scored significantly higher 

on RTW-SE than patients with low resilience irrespective of levels of bullying. 

Furthermore, the results indicated that the resilience sub-dimension, personal 

resilience, moderated the bullying – RTW-SE relationship, while the sub-dimension, 

interpersonal resilience, did not. Thus, this suggests that patients with high personal 
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resilience showed relatively lower RTW-SE scores when being exposed to bullying 

behaviours by comparison with those individuals with high personal resilience that 

were not subjected to bullying. This would indicate that also groups with high 

personal resilience are affected by a stressor as severe as workplace bullying.  

The third study was therefore designed to investigate whether victims of workplace 

bullying benefit from MCT or CBT with work-focus, in terms of symptom reduction 

and change in workplace participation. The study used a sample of 423 patients from 

the same outpatient clinic in Norway and data were collected pre-treatment and post-

treatment. Two comparisons were made in the analyses; firstly, we compared the 

victims of workplace bullying with patients not exposed to bullying, secondly, we 

divided the victims of workplace bullying into a treatment group and a waitlist 

control group. The results showed that the treatment was effective in terms of 

reducing symptoms of depression, anxiety, and subjective health complaints for the 

victims of workplace bullying to a similar degree as for patients not exposed to 

bullying. Furthermore, the victims of workplace bullying receiving treatment 

exhibited a significantly greater improvement compared to the waitlist control group. 

However, looking at patients who had been on sick leave pre-treatment, fewer of the 

victims of workplace bullying did return to full work post-treatment (45.7%), as 

compared to the other patients (66.0%). 

Findings from this thesis have several important implications. Many patients seeking 

ordinary clinical treatment for CMD, will most likely have severe experiences with 

workplace bullying. They may even present with more severe health complaints than 

other patients. Personal resilience, although generally being an individual resource, 

seems to be relatively less of a resource for the more severely exposed victims. Yet, a 

general therapeutical procedure with MCT or CBT with work-focus seem to be as 

highly effective for victims of bullying as for other patients, at least in terms of 

symptom reduction. Yet, these patients may in addition need help in changing their 

employment or in handling a bullying situation at work. 
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1. Introduction 

Over the last few decades, overwhelming evidence has shown that workplace 

bullying is not only a prevalent social stressor at work, its outcomes are devastating 

for those employees involved and are also detrimental to both organisations, and 

society at large (Nielsen & Einarsen, 2018). Compared to other well-known 

psychosocial work stressors, bullying seems to be closely associated with both health 

problems and sick leave. In a study of risk factors relating to sick leave in 31 

European countries, workplace bullying was the most significant factor (Niedhammer 

et al., 2012). A study with data from 34 European countries showed that workplace 

bullying, discrimination, and a minimal sense of community were by far the most 

noteworthy work-related predictors of well-being (Schütte et al., 2014). This 

highlight bullying and social exclusion at work as extremely significant issues in 

contemporary working life. Yet, while the prevalence rates and outcomes of 

workplace bullying are relatively well-established across the globe, there is a striking 

lack of knowledge as to the way in which this pertinent problem should be managed, 

be it on an individual, an organisational, or a societal level. Although a clear 

association between workplace bullying, severe mental health complaints and sick 

leave has been established, there is still a lack of knowledge regarding the situation 

facing the group of workers that have been exposed to bullying and are either on sick 

leave or at risk of sick leave, due to mental health problems. Based on meta-analyses 

(e.g., Nielsen & Einarsen, 2012; Nielsen, Indregard, et al., 2016; Verkuil et al., 2015) 

we know that workplace bullying is a prevalent social stressor, with severely 

detrimental consequences for those involved, therefore it could be the case that 

victims of workplace bullying could be overrepresented among individuals on sick 

leave or at risk of taking sick leave due to CMD. As there are few specific clinical 

treatment programs for this group many should find their way into ordinary mental 

health clinics. Knowledge of how to treat the mental disorders suffered by victims of 

bullying, preventing exclusion from working life, and securing the safe return to work 

for victims after periods of sick leave, is paramount both from an academic and an 

applied perspective.  
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Drawing on the short comings in the literature, the overarching objectives of the 

present PhD project will be to generate more knowledge in relation to the health 

status of workers exposed to workplace bullying on sick leave or are at risk of sick 

leave, seeking psychological treatment due to CMD. This study will also explore 

whether resilience can have a protective effect on a severe stressor such as bullying in 

relation to RTW-SE. Lastly, this PhD project will evaluate whether MCT or CBT 

with a work-focus, had the same effect on this group as patients that have not been 

exposed to workplace bullying. 

1.1 Workplace bullying 

Workplace bullying is a well-established phenomenon that have gained increasing 

interest over the last few decades. The phenomenon was explored as early as 1976 by 

the psychiatrist Caroll M. Brodsky, in his book “The Harassed Worker” (Brodsky, 

1976). The book was based on several case studies of workers who had been exposed 

to repeated and persistent mistreatment by colleagues or supervisors. The findings 

from the case studies indicated that being exposed to harassment at work constituted 

a severe stressor for the individual and could lead to serious consequences for that 

individual in terms of health and well-being. However, even though Brodsky 

highlighted this phenomenon in the 1970s, his research was only rediscovered many 

years later (Einarsen et al., 2020). The term workplace bullying originated in 

Scandinavia during the 1980s, before spreading to the rest of the world. Research on 

the topic was partly inspired by the ongoing research into bullying among school 

children during the 1970s (Olweus, 1974, 1978), with Heinz Leymann describing a 

similar phenomenon among adults in a workplace setting (Leymann, 1986, 1990, 

1996). Leymann argued that workplace bullying had more to do with a problem 

rooted in the work environment and less to do with the individuals involved. He 

suggested it could be caused by various organizational factors and the quality of the 

psychosocial work environment. Building on Leymann’s work, researchers in 

Norway (Einarsen et al., 1990; Einarsen et al., 1994; Matthiesen et al., 1989) and 

Finland (Björkqvist et al., 1994; Vartia, 1996) conducted several large studies, further 



 

 

16 

documenting workplace bullying as a workplace phenomenon and the severe 

consequences that followed when individuals are exposed to such a severe stressor. 

The interest in workplace bullying was primarily limited to Scandinavia until the 

1990s when it started gaining interest in other countries (Einarsen et al., 2020), such 

as the United Kingdom (Adams & Crawford, 1992; Hoel & Cooper, 2000), Italy 

(Ege, 1996), Australia (McCarthy et al., 1996), the Netherlands (Hubert & van 

Veldhoven, 2001), Turkey (Yücetürk & Öke, 2005), Spain (Moreno-Jiménez et al., 

2007), India (D'Cruz & Noronha, 2009), and Japan (Tsuno et al., 2010) to name a 

few.  

Although there was a great deal of research on workplace bullying during the 1990s, 

interest in the phenomenon has increased, in particular since 2000. According to a 

meta-analysis, conducted in 2009, as much as 81.3% of workplace bullying research 

was in fact published between 2000-2008 (Nielsen et al., 2010). With the increasing 

interest, research into workplace bullying has become steadily more sophisticated. 

For example, through the use of representative samples and prospective research 

designs with improving methodological quality. As the knowledge surrounding this 

issue has advanced considerably since the 1990s, we now know more about its 

conceptualisation and how to assess the phenomenon, as well as the various 

prevalence rates across different countries and industries (Einarsen et al., 2020; Zapf 

et al., 2020). We have also gained more knowledge of antecedents and predictors of 

workplace bullying, and the severe consequences that exposure to workplace bullying 

can have on an individual (Nielsen & Einarsen, 2018). Yet, there is still a great deal 

that we do not know about workplace bullying and more knowledge is required, 

especially regarding interventions and the rehabilitation of victims of workplace 

bullying, which will be the focus of the current thesis.   

1.1.1 Definition 

Workplace bullying has become a well-established phenomenon worldwide 

describing it as a situation where an employee is exposed to negative and unwanted 

social acts systematically over time by mainly one’s superiors or colleagues while at 

work. Nevertheless, several different terms have been used to describe bullying at the 
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workplace, such as mobbing (Leymann, 1986, 1990), incivility (Andersson & 

Pearson, 1999; Cortina et al., 2001), harassment (Björkqvist et al., 1994; Bowling & 

Beehr, 2006; Brodsky, 1976), and workplace bullying (Einarsen et al., 1994; Einarsen 

& Skogstad, 1996; Hoel & Cooper, 2000). All referring to the same underlying 

concept of repeated and unwanted negative behaviour that are taking place in a 

workplace setting. Workplace bullying have become one of the most commonly and 

widely used terms when researching bullying in the workplace (Einarsen et al., 2011). 

Workplace bullying is defined as situations where an employee repeatedly and over a 

prolonged period of time is exposed to harassing behaviour from one or more 

colleagues (including subordinates and leaders), and where the targeted person is 

unable to defend him/herself against this systematic mistreatment (Einarsen et al., 

2011; Einarsen & Nielsen, 2015; Olweus, 1993). Even though there is still no official 

definition for this phenomenon there is some consensus regarding the features that 

should be included when defining the term. Certain important elements when 

discussing the definition of workplace bullying are the nature of the behaviours, the 

frequency of negative behaviour, the duration of the bullying, and imbalance of 

power between the parties (Einarsen et al., 1994; Leymann, 1996).  

The negative behaviours that are associated with being a target of workplace bullying 

can be of a person-related or a work-related nature. Person-related bullying might 

take the form of persistent criticism, spreading gossip or rumours, practical jokes on 

the targets expense, threats, or socially isolating the target (Hoel & Cooper, 2000; 

Zapf & Einarsen, 2005). These types of negative behaviours are usually independent 

of work context. Work-related bullying on the other hand may take the form of being 

given unreasonable deadlines, unmanageable workload, vital information being 

withheld, excessive monitoring of work, or meaningless tasks (Hoel & Cooper, 2000; 

Zapf & Einarsen, 2005). It is often harder to distinguish non-victims from victims 

when reporting work-related bullying behaviours as many that consider themselves 

non-victims may also report that they have unmanageable workloads (Einarsen et al., 

2020). This could for example occur if the organisation is downsizing and there will 

be less employees to do the same amount of work. However, one of the most frequent 

negative behaviours reported by victims are that vital information is withheld from 
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them, making it hard to complete their work. This is also reported by non-victims, but 

not as frequently (Einarsen et al., 2020). The negative behaviours can also be of an 

active or passive nature. An example of a passive and indirect negative behaviour 

would be social isolation or spreading rumours about the target. While an active and 

direct negative behaviour could be public humiliation or practical jokes on the targets 

expense (Escartín et al., 2010; Moreno-Jiménez et al., 2007). Early in the bullying 

process, the negative acts are often of a subtle and indirect manner, and as a result, it 

might be challenging for the target of these behaviours to recognise what is 

happening. As a result, the process continues to escalate over time, in which the 

negative acts often become more direct and can often lead to the target being 

humiliated and excluded (Leymann, 1996). 

Workplace bullying does normally not involve single isolated events, but rather 

repeated exposure to unwanted negative behaviours over a prolonged period of time 

(Einarsen et al., 1994; Leymann, 1996). Leymann (1996) suggests that for something 

to be defined as workplace bullying, one would have to be exposed to at least one 

bullying behaviour, and this exposure would have to occur at least once a week over a 

duration of at least six months. However, Einarsen et al. (2011) have argued that 

Leymann’s criteria of frequency might be difficult to apply, due to the fact that not all 

bullying behaviours can be considered strictly episodic in nature. Therefore, not all 

bullying behaviours will necessarily be able to fulfil the once-a-week criterion. For 

instance, gossip or rumours, which might be harmful to the target’s reputation or job, 

are not negative behaviours that have to be repeated weekly, as this type of behaviour 

often circulates independently. Another example could be having key areas of the 

targets’ job removed from his/her responsibility. This negative behaviour might only 

occur once, but it could be regarded as being exposed to bullying behaviour in a 

permanent state, as an individual has been stripped of the responsibilities that his/her 

job is supposed to entail.  

Leymann (1990) suggested that one would have to be exposed to bullying behaviours 

for more than six months for it to be defined as workplace bullying. This timeframe 

was suggested as over a six-month period, one would be able to eliminate other 
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sources of negative behaviour, such as temporary conflicts. However, most 

definitions have avoided using a rigorous cut-off and have rather stated that it needs 

to occur for an extended period of time (Einarsen et al., 2020; Zapf & Einarsen, 

2005). Many studies have chosen to measure repeated exposure to negative 

behaviours within a six-month period (Einarsen et al., 2020), thus including events of 

a shorter duration than six-months as long as they are experienced as ongoing. The 

targets, who are frequently exposed to workplace bullying, often report being 

exposed for a longer duration than targets who are not exposed as frequently to 

workplace bullying (Einarsen & Skogstad, 1996; Zapf et al., 2011).  

There is often also an element of imbalance of power between the target and the 

perpetrator. The target is often in a position that could be characterised by being in an 

inferior position, which makes it difficult for them to defend him/herself from the 

perpetrator (Einarsen et al., 2020; Hoel & Cooper, 2000; Olweus, 1994). The power 

imbalance may occur in the form of formal power (e.g., being bullied by a 

supervisor) or informal power (e.g., number of perpetrators, social position). The 

power imbalance may have been representative for the relationship before the 

bullying (e.g., supervisor and employee), but it is also possible for the power 

imbalance to develop over time. The parties may start out on equal terms, but as the 

process escalates the power will shift until the weaker party ends up in a victimised 

position (Einarsen et al., 2020). 

In accordance with the summary above of some of the most widely used workplace 

bullying criteria the present thesis have used the following definition of workplace 

bullying by Einarsen et al. (2011, p. 22):  

“Bullying at work means harassing, offending, or socially excluding someone 

or negatively affecting someone’s work. In order for the label bullying (or 

mobbing) to be applied to a particular activity, interaction, or process, the 

bullying behaviour has to occur repeatedly and regularly (e.g., weekly), and 

over a period of time (e.g., about six months). Bullying is an escalating process 

in the course of which the person confronted ends up in an inferior position 



 

 

20 

and becomes the target of systematic negative social acts. A conflict cannot be 

called bullying if the incident is an isolated event or if two parties of 

approximately equal strength are in conflict.” 

1.1.2 Measuring workplace bullying 

There are several different ways of measuring exposure to workplace bullying and the 

research field has become increasingly sophisticated and advanced over the years (see 

also Nielsen, Notelaers, et al., 2020). The research conducted in the workplace 

bullying field has to date been primarily based on self-report from the victims 

themselves, either by using the so-called self-labelling or the behavioural experience 

method. These two methods will both be employed in the present thesis. 

The self-labelling method is used to measure whether an individual perceives 

him/herself as being a target of bullying behaviours in the workplace and whether 

he/she identifies with being a victim of workplace bullying (Nielsen, Notelaers, et al., 

2020). A common way of applying the self-labelling method is to present the 

respondent with a definition of workplace bullying (Einarsen & Skogstad, 1996; 

Nielsen et al., 2009). This is usually followed by a single item measuring, if the 

respondent has been subjected to bullying in his/her workplace over a given period of 

time, and the frequency of the exposure (e.g., daily, weekly, monthly). Other studies 

have chosen to measure workplace bullying by using a single item question without 

presenting a definition of the phenomenon (Nielsen, Notelaers, et al., 2020).  

Self-labelling is a very easy and convenient way of measuring workplace bullying, 

and this may be why it is one of the two most widely used methods of measuring the 

concept of workplace bullying in the bullying literature (Nielsen et al., 2009). In 

addition, the self-labelling method often has a high construct validity, at least if the 

participants have been presented with an easy and concise definition that explains 

workplace bullying (Nielsen et al., 2011). Even though there are several advantages 

associated with using the self-labelling method one of the main limitations is that it 

does not provide an insight into the nature of the workplace bullying or the bullying 

behaviours involved (Nielsen et al., 2009). It only provides information as to whether 
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or not the participants define themselves as victims of workplace bullying. Therefore, 

one could potentially miss a great deal of crucial information concerning the process 

of workplace bullying to which one might have had access if one chose to measure 

workplace bullying using another method. Another limitation worth mentioning is the 

fact that although self-labelling is widely used in workplace bullying research, certain 

studies have indicated that some individuals, who are exposed to bullying behaviours 

in their workplace and could by definition be defined as victims of workplace 

bullying, do not label themselves as being exposed to workplace bullying (Nielsen et 

al., 2009). These individuals do not seem to regard their experiences as workplace 

bullying, even if the bullying behaviours they are exposed to meet the criteria defined 

as workplace bullying. This could potentially indicate that prevalence rates using self-

labelling could be of a conservative nature.  

Another way of measuring workplace bullying, as a concept, is by using the 

behavioural experience method. This method is based on the individual’s experience 

of being exposed to negative acts, both in terms of their frequency and their duration 

(Nielsen et al., 2011). When measuring workplace bullying using the behavioural 

experience method the participants are presented with different items, which include 

a range of different negative acts that can be experienced in the workplace (e.g., 

“someone withholding information which affects your performance”, “being 

humiliated or ridiculed in connection with your work”) (Einarsen et al., 2009; 

Notelaers & Einarsen, 2013). The items are then scored based on how frequently the 

participants have experienced them over a given period of time, often over a six-

month period. Being exposed to these types of negative acts in the workplace can be 

considered as workplace bullying if they occur repeatedly over a long period of time.  

One of the main advantages of using the behavioural experience method to measure 

workplace bullying is that it provides more information compared to the use of self-

labelling. By using this method, one can gather information regarding the types of 

negative acts that an individual is exposed to, the frequency of the exposure and in 

some instances, the duration of the negative acts. This differ from the self-labelling 

method, which only provides information regarding whether or not the individual 
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considers him/herself to be a target of workplace bullying. However, the behavioural 

experience method, unfortunately, does not provide any information in relation to the 

power distance between the perpetrator(s) and the target, or whether the target 

considers him/herself to be a victim of workplace bullying. Another factor that can be 

considered an advantage when adopting the behavioural experience method is that its 

method is more objective than self-labelling, when obtaining information regarding 

the bullying. This method does not require that the individual label him/herself and 

his/her experiences of various negative acts as workplace bullying. Therefore, there is 

a lower risk of the participant’s responses being affected by cognitive or emotional 

processes.  

An example of a behavioural experience method that is both well-known and 

frequently used in workplace bullying literature is the Negative Acts Questionnaire 

(NAQ; Einarsen et al., 2009). In a meta-analysis from 2012 the NAQ had been used 

in 56% of the studies using the behavioural experience method (Nielsen & Einarsen, 

2012). This is also the questionnaire that was employed in the present thesis. When 

measuring workplace bullying with a self-report questionnaire, like the NAQ, one 

needs to consider whether the criteria used to distinguish between victims of exposure 

to bullying behaviours and non-victims are sufficient. It is important that these 

criteria are strict enough to capture the individuals that have experienced a truly 

invasive bullying experience, but not too strict so as to devalue the individuals’ very 

real experience of exposure to bullying (Nielsen, Notelaers, et al., 2020). Thus, being 

able to choose an appropriate cut-off criterion to distinguish the victims from the non-

victims is of great importance. In this thesis this has been done by basing it on the 

cut-off criterion suggested by Notelaers and Einarsen (2013) for the NAQ-R. These 

cut-off scores were calculated using a receiver operation characteristic curve and have 

been developed by taking both sensitivity and specificity into account (Notelaers & 

Einarsen, 2013). Other criteria have also been used in workplace bullying research, 

with Leymann (1996) suggesting being exposed to at least one negative act weekly 

could be classified as being bullied. However, it is worth considering that not all acts 

may occur on a weekly basis. An example would be being ordered to do work below 



 

 

23 

your level of competence as this is a negative act that does not necessarily occur 

weekly. 

However, it is worth noting that the two methods yield different prevalence (Nielsen 

et al., 2009). A meta-analysis by Nielsen et al. (2010) indicated that there can be as 

much as an 8.7% difference in prevalence rates, when using different methods. In 

paper 1, we therefore choose to report prevalence calculated with both instruments. 

1.1.3 Prevalence 

Workplace bullying is a prevalent problem that can be found in all industries and 

professions. The prevalence can range from 5 to 20% depending on the country, the 

operational definition, and the estimation methods that have been used (Zapf et al., 

2020). In Norway, where the studies in the present thesis were conducted, the 

prevalence of workplace bullying have been shown to range from 4 to 12% 

depending on the estimation method in the general working population (Nielsen et al., 

2009). Norway have a fairly low prevalence of workplace bullying compared to other 

countries and it has been suggested to be a potential low risk culture because of its 

strong egalitarian values (Van de Vliert et al., 2013).  

Although the prevalence of workplace bullying has been studied across several 

different countries and professions little is still known about the prevalence of 

workplace bullying among patients presenting with CMD who are on or at risk of 

sick leave and are seeking psychological treatment for their complaints.  

1.2 Workplace bullying, health, and work 

1.2.1 Mental health 

Decades of research into the consequences of workplace bullying have highlighted 

the detrimental effects it can have on the victims. One of the most established 

outcomes of workplace bullying has been common mental disorders (CMD; e.g., 

depression, anxiety), and several cross-sectional and longitudinal studies have 

identified a significant association between workplace bullying and self-repots of 
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such mental health problems (e.g., Loerbroks et al., 2015; Tatar & Yüksel, 2019; 

Verkuil et al., 2015). Findings have also indicated that workplace bullying is 

associated with symptoms of a post-traumatic stress disorder (PTSD; e.g., Mikkelsen 

& Einarsen, 2002; Tatar & Yüksel, 2019) and an increased risk of suicidal ideation 

among the victims (e.g., Nielsen, Einarsen, et al., 2016). 

In a recent systematic review, Boudrias et al. (2021) examined the research into the 

longitudinal consequences of workplace bullying, thereby extending the meta-

analysis of Nielsen and Einarsen (2012). The systematic review consisted of 

longitudinal studies, published between 2012 and 2019, with 54 articles meeting the 

inclusion criteria. The findings showed that depression and anxiety are among the 

most studied negative health outcomes that are investigated as an individual outcome 

of exposure to workplace bullying. Furthermore, several studies have found that this 

negative relationship persists over time. A study by Einarsen and Nielsen (2015), for 

example, investigated the long-term relationship between exposure to workplace 

bullying and subsequent mental health problems in terms of depression and anxiety. 

This study used a representative sample of the Norwegian work force, consisting of 

1613 employees, and data were collected at the baseline and at the five-year follow 

up. The results from the study showed that exposure to workplace bullying predicted 

higher levels of mental health problems years later. This is similar to the findings of 

Bonde et al. (2016), who also found that diagnosed depression and depressive 

symptoms persisted for several years after having been exposed to workplace 

bullying, regardless of whether or not the bullying had ceased. 

The fact that depressive symptoms can persist for years after the bullying has 

stopped, is a strong indication that these individuals have an increased likelihood of 

requiring psychological treatment in order to improve. It also raises an important 

question regarding those in general who are seeking mental health care services for 

such mental health problems; How many of these are being or have been exposed to 

workplace bullying? Very few studies have investigated the prevalence of workplace 

bullying among patients seeking health care treatment. One of the few studies that has 

examined this issue previously is that of Tatar and Yüksel (2019), who aimed to 
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investigate the development of mental health problems caused by traumatic 

experiences of individuals who had been subjected to workplace bullying and who 

had been admitted to psychiatric services. Of the 300 patients referred, 43.3% could 

be classified as having been exposed to workplace bullying. Among these, 78.5% 

were diagnosed with MDD and 71.5% were diagnosed with PTSD, a finding that also 

points to potentially high comorbidity for this group. Their results concur with 

previous studies, namely, that individuals exposed to workplace bullying are a 

vulnerable group that appear to exhibit severe mental health problems. Although the 

patients in the aforementioned study were referred from psychiatric clinics, one of the 

requirements of the study was that they had experienced traumatic experiences at 

work. Thus, it is still unclear how many victims of workplace bullying are among the 

general population of patients seeking mental health care services.  

Considering the detrimental consequences of workplace bullying the likelihood of 

victims of workplace bullying possible needing treatment is high. It could therefore 

be of value to investigate the prevalence of victims of bullying in a sample of patients 

seeking treatment for CMD. Additionally, it would be of value to examine if these 

patients with bullying experiences distinguishes themselves from the other patients 

when it comes to characteristics, health status, and coping, as well as investigating 

any effect of the treatment offered.   

1.2.2 Physical health 

The severe social stress that comes with being exposed to workplace bullying is not 

only associated with an increased risk of severe psychological health complaints, but 

also with various physical diseases. For example, it has been suggested that there is a 

risk of type 2 diabetes among victims of bullying (Xu et al., 2018). Several studies 

have also found an increased risk of cardiovascular diseases (Jacob & Kostev, 2017; 

Kivimäki et al., 2003; Starke et al., 2020; Xu et al., 2019) and sleep disorders 

(Nielsen, Harris, et al., 2020; Rodríguez-Muñoz et al., 2020) when exposed to 

workplace bullying. In a study by Xu et al. (2019) comprising nearly 80 000 

employees from Denmark and Sweden between the age of 18 and 65 with no prior 

cardiovascular disease, it was investigated whether workplace bullying could be a 
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risk factor for cardiovascular disease years later. Their findings suggested that there 

was a 59% higher risk of incident cardiovascular disease among individuals exposed 

to workplace bullying, and that the individuals that were frequently bullied were 

more at risk than the individuals that were occasionally exposed to bullying.  

In addition to these severe diseases, there are also several subjective psychosomatic 

health complaints that are associated with workplace bullying. Most individuals 

experience subjective health complaints at some stage of their life, but some report 

more complaints than others (Ihlebæk et al., 2002; Ursin & Eriksen, 2001). 

Subjective health complaints are ordinary health complaints which do not occur for 

any particular reason and in some cases, the complaints are of a more severe nature 

than one would expect based on the objective medical findings (Eriksen & Olsen, 

2021). The most common subjective health complaints are musculoskeletal 

complaints, gastrointestinal complaints, and pseudoneurological complaints. 

Individuals that experience several subjective health complaints often have a higher 

comorbidity of mental health complaints, such as CMD (Johnsen et al., 2017; Ursin, 

1997). Subjective health complaints are often associated with stress, and it has been 

suggested that sustained activation, combined with sensitisation, could be a possible 

explanation as to why common subjective health complaints in some instances 

develop into severe health complaints (Eriksen & Ursin, 2004; Wyller et al., 2009). If 

we consider how workplace bullying is a severe stressor that cause sustained 

activation, it is reasonable to assume that victims of workplace bullying could 

experience several, and potentially severe, subjective health complaints. This is 

reflected in the literature with studies finding that workplace bullying is associated 

with several subjective health complaints, such as gastrointestinal complaints (Lever 

et al., 2019; Topa et al., 2014), musculoskeletal complaints (Buhaug et al., 2021; 

Vignoli et al., 2015), pseudoneurological complaints (Topa et al., 2014), and sleep 

problems (Hansen et al., 2014).  

1.2.3 Sick leave and work 

Musculoskeletal complaints are the most common reason for sick leave in Norway 

and accounted for 32.8% of the total sickness absence in 2021 (Norwegian Labour 
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and Welfare Administration (NAV), 2021). This prevalence has been more or less 

stable for the last 20 years. However, since 2001, musculoskeletal complaints have 

slowly declined after accounting for 39.8% of sick leave at their peak in 2001 

(Norwegian Labour and Welfare Administration (NAV), 2010). By comparison, 

CMD has steadily increased from accounting for 12.1% of sick leave in 2001 to 

18.5% in 2021 (Norwegian Labour and Welfare Administration (NAV), 2010, 2021). 

CMD is the second most common reason for sick leave in Norway and accounts for 

approximately one third of the disability pensions among the Norwegian working 

population (Ellingsen, 2021). Together with musculoskeletal complaints, CMD 

accounts for over half of the sick leave in Norway.  

It is well established in the literature that workplace bullying lead to impairment of 

both mental and physical health. Thus, it is not surprising that workplace bullying has 

been associated with an increased risk of sick leave and on being on disability 

pensions (Berthelsen et al., 2011). However, although workplace bullying is 

associated with an increased risk of sick leave, it is still not a valid reason for sick 

leave in Norway in itself. Therefore, the victims are often granted sick leave, due to 

the consequences that follow exposure to workplace bullying, such as CMD. One 

could, therefore, postulate that there might be a significant number of individuals that 

are on sick leave, due to CMD, that have in fact been or are exposed to workplace 

bullying, considering the detrimental consequences that results from this exposure. In 

a systematic review and meta-analysis by Nielsen, Indregard, et al. (2016) the 

association between workplace bullying and sick leave was investigated. It included 

17 primary studies, while the meta-analysis was based on 10 studies. The results 

showed that there is evidence of a moderate association between workplace bullying 

and sick leave, and that workplace bullying can be considered a risk factor for sick 

leave. The results are also confirmed in a recent systematic review (Boudrias et al., 

2021).  

Yet, although several studies have established a clear relationship between sick leave 

and workplace bullying, a relationship between workplace bullying and presenteeism 

(i.e., attending work even when you are sick) has also been suggested (Conway et al., 
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2016; Neto et al., 2017), which may explain the moderate relationship between 

bullying and absenteeism. The fact that workplace bullying is associated, both with 

an increased risk of sick leave, and an increased risk of presenteeism could suggest 

that victims of bullying try to remain in work for as long as possible, even though 

they might be suffering mentally from their experiences at work. Based on this one 

could speculate whether victims of workplace bullying may end up having to go 

directly on full-time sick leave when they cannot longer be at work rather than 

combined work and sick leave.  

When considering the severe impairment of health that can result from being a victim 

of bullying, the probability of sick leave increases, while the probability of returning 

after such sick leave probably decreases (Glambek et al., 2015; Leymann, 1996). 

Studies have found self-efficacy to be a strong predictive factor regarding a return to 

work among individuals with CMD (Brouwer et al., 2010; Nigatu et al., 2017). Self-

efficacy can be defined as individuals’ belief in their own capability to perform and 

succeed in specific behaviours, and it can be a valuable concept with regard to 

integrating and upholding behaviours (Bandura, 1977). When considered in a return 

to work context, self-efficacy refers to the individual’s expectations regarding their 

own ability to be successful in working, and to be successful in either returning to or 

mastering their current work situation, referred to as RTW-SE (Lagerveld et al., 

2010). RTW-SE, has over the last few decades, developed into a very popular 

concept in the return to work literature, and several studies have indicated that low 

RTW-SE can be an obstacle in the return to work process for individuals with CMD 

(e.g., Huijs et al., 2012; Lagerveld et al., 2017; Volker et al., 2015). In a study 

investigating the predictable value of change in work-related self-efficacy in relation 

to return to work among employees with CMD, results have shown that having a high 

RTW-SE at the baseline, with subsequent increases in RTW-SE during the 

interventions, were both strong predictors of a return to work (Lagerveld et al., 2017). 

This is in accordance with the findings of other studies showing that RTW-SE can 

help facilitate return to work (e.g., Nieuwenhuijsen et al., 2013; Nigatu et al., 2017). 

Lagerveld et al. (2017) suggest that when creating job interventions, these should be 

in accordance with Bandura (1994) theory of increasing self-efficacy. According to 
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Bandura (1994), four potential ways of helping to increase self-efficacy are mastery 

experiences, vicarious learning, verbal persuasion, and emotional regulation.  

Considering the aftermath of workplace bullying and the strong link with sick leave 

and the risk of exclusion from working life following bullying experiences (Glambek 

et al., 2014), RTW-SE is a concept that should be given more attention in workplace 

bullying research as RTW-SE has been highlighted as being a very robust predictor 

of actual return to work in patients with CMD who are either currently on sick leave 

or are at risk of sick leave (Gjengedal et al., 2021; Lagerveld et al., 2017). It is highly 

plausible that victims of workplace bullying will have less belief in their ability to 

return to work, considering the severe stressor they are exposed to and the detrimental 

consequences that follow. Bullying often take the form of social exclusion at work or 

have it as its consequence. Furthermore, workplace bullying is not only associated 

with health-related outcomes, but are also found to be associated with negative, work-

related consequences like lower job satisfaction (Arenas et al., 2015; Devonish, 2013; 

Olsen et al., 2017), lower productivity (Bowling & Beehr, 2006), and reduced work 

ability as manifested in sick leave (Nielsen, Indregard, et al., 2016), and elevated 

intentions to leave (Glambek et al., 2014). Workplace bullying has also been 

associated with a greater risk of expulsion in the form of changing workplaces, work 

disability (sick leave or disability pension), and unemployment (Glambek et al., 

2015). When considering all the consequences of workplace bullying in terms of both 

health and work, in addition to the increased risk of expulsion, one could postulate 

that a return to work for victims of workplace bullying will often mean, at best, a 

return to a different workplace, as suggested by Schwickerath (2001). Anyhow it is 

worth looking at the relationship between exposure to bullying among patients and 

RTW-SE. 

1.3 Workplace bullying and individual differences 

Work factors and individual dispositional factors are the two dominant explanations 

for the occurrence of exposure to bullying (Zapf & Einarsen, 2011). According to the 
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individual-dispositions hypothesis (Zapf & Einarsen, 2011), individual characteristics 

such as personality traits are highlighted as potential precursors and risk factors of 

exposure to bullying. A meta-analysis from 2017 supported this hypothesis and 

showed that the personality trait extraversion was associated with a lower risk, and 

the personality trait neuroticism was associated with an increased risk of self-reported 

exposure to workplace harassment (Nielsen, Glasø, et al., 2017). Despite the 

considerable attention that has been devoted to both individual dispositional factors 

and the predictors of mental health problems and sick leave associated with 

workplace bullying, most studies have focused on the direct relationship between 

these factors (Nielsen, Hoel, et al., 2015). Consequently, less attention has been paid 

to personal dispositions in terms of when and for whom bullying has the most 

negative effects.  

An interesting facet of factors with regard to individual dispositions is the 

individual’s resilience. There is no universal definition of resilience, but it has 

become an overarching construct for positive factors and processes involved in 

assuring good mental health despite adversity (Aburn et al., 2016; Luthar et al., 

2000). In a review of the empirical literature from 2000 to 2015 on resilience, Aburn 

et al. (2016) found that although there is no universal definition for resilience, there 

were, nevertheless, several common themes that were repeated (e.g., rising above to 

overcome adversity, adaption and adjustment, the ability to bounce back). Hence, 

resilience may be considered a multidimensional concept consisting of several factors 

and processes that include both external and internal resources that can affect an 

individual when adapting to risk and stress, as well as when overcoming adversity 

(Friborg et al., 2006; White et al., 2008). It is not the absence of risk, but the presence 

of either individual or social protective factors or processes that can act as a buffer 

when facing adversity. Internal resources consist of various personal qualities and 

characteristics, such as the perception of self, a planned future, a structured style and 

social competence (Friborg et al., 2006). These can be found in resources like self-

efficacy, high self-esteem, the ability to deal with stressors in an organized manner or 

having positive social skills. External resources on the other hand consist of social 

sources of support that are available to individuals when facing stressors in their 
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lives, such as family cohesion and social resources (Friborg et al., 2006). This could 

entail the availability of family and friends in terms of helping an individual cope and 

make adjustments when facing stressors. Individuals with high levels of resilience are 

often better at dealing with adversity and the challenges that they encounter (Friborg 

et al., 2003; Rutter, 2000), as well as being associated with fewer psychological and 

physical health complaints (Mealer et al., 2012; Smith et al., 2010). Certain studies 

have also suggested that good mental health can function as a proxy for resilience 

(Aburn et al., 2016) and have suggested that it can function as a form of immunity, 

helping to protect individuals from disease (e.g., Burns & Anstey, 2010; Davydov et 

al., 2010; Rutter, 1987). However, other researchers have argued that the presence or 

absence of psychological disorders do not necessarily correlate with resilience (e.g., 

Bonanno et al., 2007; Deshields et al., 2006).  

Based on research into resilience and cognitive stress theory (Ursin & Eriksen, 2004), 

it is likely that the effect of bullying will depend upon individual dispositions, and 

one would expect that individuals who score highly in terms of protective factors, 

such as resilience, will cope better with stress and adversity, compared to individuals 

with fewer protective resources at their disposal. To this date, some studies have 

examined the potential role of other individual protective factors in relation to 

workplace bullying (e.g., Britton et al., 2012; Hamre et al., 2020; Nielsen, Gjerstad, et 

al., 2017; Reknes et al., 2016; Reknes et al., 2018). However, several recent studies 

have shown that protective resources, usually associated with good health and coping, 

have not shown the expected protective buffering effect when being faced with a 

stressor such as workplace bullying (e.g., Hamre et al., 2020; Hewett et al., 2018). On 

the contrary, studies have demonstrated that the association between workplace 

bullying and the reporting of different types of negative health complaints seems to 

be strongest for individuals with personal traits and coping abilities that should be the 

best equipped to cope, at least when facing this type of stressor (Nielsen, Gjerstad, et 

al., 2017; Reknes et al., 2016). On the other hand, studies show no relationships 

between exposure to bullying and mental health problems for individuals that have 

low scores regarding such protective resources. Yet, these individuals often report 

more health-related complaints, regardless of whether or not they are being bullied 
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(Einarsen, 2021; Nielsen & Einarsen, 2018). In cases of no or low exposure to 

aggression and bullying in the workplace, personal factors, such as hardiness (Reknes 

et al., 2018) have indicated a protective effect regarding the bullying - mental health 

relationship. In cases of high exposure, targets report equally high levels of mental 

distress irrespective of their individual predispositions, which may indicate that high 

intensity bullying is detrimental to all (Annor & Amponsah-Tawiah, 2020; Nielsen, 

Gjerstad, et al., 2017; Reknes et al., 2016). Thus, one should investigate this further 

among victims of workplace bullying who are currently on or at risk of sick leave due 

to CMD, and to investigate how resilience may affect the potential return to work for 

victims on sick leave. 

1.4 Rehabilitation of victims 

To handle and treat victims of bullying at risk of exclusion from working life due to 

mental health problems, we require in depth knowledge of effective treatment 

programmes. Few studies propose and evaluate procedures for treating and 

rehabilitating former targets of bullying. Thus, we do not know how to treat the 

mental health problems resulting from exposure to workplace bullying or how to 

prevent social exclusion and secure a safe return to work for these patients. For 

instance, findings indicate that bullying can change the targets’ basic assumptions 

about themselves and the world in terms of being worthy and meaningful (Adoric & 

Kvartuc, 2007; Mikkelsen & Einarsen, 2002; Rodríguez-Muñoz et al., 2010). Hence, 

a potential intervention should not only be directed at treating the relevant health 

symptoms but should also focus on re-adjusting and reversing destructive 

assumptions that may hinder a return to work. Following this line of argument, the 

return to work should be an explicit goal of the treatment, in order to secure a more 

permanent inclusion and prevent exclusion from working life. An important question 

in this regard is whether patients on sick leave or at risk of being sick listed related to 

CMD would benefit from the same treatment procedures irrespective of their prior 

exposure to workplace bullying or whether a victim group would require some kind 

of tailor-made intervention. 



 

 

33 

To date, there are a few treatment facilities that provide therapy tailored to victims of 

workplace bullying across Europe (Field & Ferris, 2021). Some of these facilities are 

“AHG-Klinik Berus” in Germany, “Jobbfast” in Norway, “Clinica del lavoro Luigi 

Devoto” in Italy, “Specular” in Denmark (Field & Ferris, 2021), and “Noreen Tehrani 

Associates Limited” in England (Norreen Tehrani Associates Limited, 2020; Tehrani, 

2003, 2012). “Clinica del lavoro Luigi Devoto”, “Specular”, and “Noreen Tehrani 

Associates Limited” do not offer treatment exclusively to victims of workplace 

bullying but are instead specialised in occupational medicine (“Clinica del lavoro 

Luigi Devoto” and “Specular”) and work-related trauma (“Noreen Tehrani Associates 

Limited”). “AHG-Klinik Berus” and “Jobbfast” on the other hand, are two of the few 

clinics that specialised in providing therapy, tailored to victims of workplace 

bullying. 

“Jobbfast” was established in 2011 as a treatment option tailored to patients 

experiencing impaired health caused by psychosocial conflicts at work, workplace 

bullying, sexual harassment, and whistleblowing (Buhaug et al., 2013; Hoprekstad & 

Magerøy, 2016). The clinic, however discontinued in late 2017, offered a three-day 

intervention and evaluation programme, with the aim of assessing, treating and 

rehabilitating the patient (Hoprekstad & Magerøy, 2016), the two latter however in 

collaboration with the patient’s family doctor. The clinic emphasised that the patients 

should be given time to share their personal stories during the intervention, meeting a 

team consisting of doctors specialising in occupational medicine, psychologists, 

physical therapists, and employment consultants with a professional background in 

return to work and the social security system of Norway. At the start of their stay, 

there is a thorough clinical assessment including an evaluation of the patients’ mental 

health status, blood samples to screen for possible differential disorders (e.g., 

metabolism disorders), a physical therapist evaluation, and an examination of the 

patients’ occupational medical history. Patients also met with an employment 

consultant to discuss their current work situation, the services offered by NAV (the 

Norwegian social and work security authorities) as well as their own personal 

finances and personal situation. The patients are also given information regarding the 

Working Environment Act and their legal rights at work, as well as information about 
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workplace bullying and its potential health consequences. Throughout their stay, 

patients are also encouraged to write down all their experiences of workplace 

bullying, hence there are elements of narratives in the treatment procedures. At the 

end of their stay the team have a meeting to evaluate and plan for the patients’ further 

recovery, which includes a four-week later follow up with the team and the patients’ 

general practitioner who then take over the further treatment of the patient. “Jobbfast” 

treated 30-42 patients annually while active, but unfortunately this clinic was closed 

in late 2017, due to funding issues according to the hospital. 

The only current treatment as far as we know, specifically tailored for victims of 

workplace bullying, to the authors knowledge, is “MEDIAN Klinik Berus” 

(previously known as AHG-Klinik Berus) in Germany. This clinic was established in 

1986 and offers an inpatient treatment programme lasting between six and eight 

weeks (Field & Ferris, 2021; Schwickerath & Zapf, 2020). One of the main aims of 

the treatment offered is to help the patients obtain or re-establish their work ability, 

thus ensuring that they will not lose their footing in the workplace. The therapy is 

based on CBT and workplace bullying research and is tailored to victims of 

workplace bullying. At the start of their stay at the clinic, all patients are diagnosed 

before beginning the treatment. The therapy is goal-oriented and is characterised by 

four main stages. The first stage aims to distance the patients from the bullying 

situation in the workplace, so they are able to focus on constructive ways of solving 

the problem at hand. By staying at the inpatient clinic, patients also physically 

distance themselves from the situation, which could be valuable, as empirical studies 

have suggested that victims of workplace bullying have more difficulty distancing 

themselves from problems they face at work, compared to non-bullied employees 

(Schwickerath & Zapf, 2020). The first stage focuses on acknowledging the issues 

concerning the patients and considers ways of addressing these. The second stage 

involves understanding of one’s own situation, A key aspects is to develop a model of 

the dysfunctional factors that are contributing to the patients’ problems. Recognising 

dysfunctional patterns is an important element of CBT. The third stage is related to 

decision-making, with the aim of mapping out the patients’ path going forward in 

relation to their workplace and their further role on relations to working life. Here it is 
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important to ascertain whether the patients can return to their current workplace or 

whether it would be more beneficial to relocate within the company or move on to a 

different workplace. The fourth stage involves taking action and empower patients 

with the abilities and skills needed to acquire a new perspective on their situation and 

a way forward. An example would be learning techniques to help with problem-

solving and establishing strategies to distance themselves from workplace bullying 

situations.  

Evaluation studies from the clinic have suggested the treatment to be effective and 

have shown a significant improvement in health-related symptoms such as depression 

(Cohen’s d = .76) and a higher employability rate (Schwickerath & Zapf, 2020). 

However, an inpatient treatment programme of this kind requires considerable 

resources both in terms of personnel and financial costs. It should, therefore, be 

explored whether victims of workplace bullying would benefit from psychological 

treatment at an outpatient clinic and perhaps even a more general programme of 

work-related psychological treatment for mental health problems. This could 

potentially be more cost effective.  

There is currently no specific treatment programme for victims of workplace bullying 

in Norway. Should these individuals require help with medical or psychological 

health complaints, they must contact their general practitioner, who may then refer 

them to the specialist health care services. Considering that anxiety and depression 

are two of the most common consequences of workplace bullying, it is likely that 

many will be referred to outpatient clinics specialising in mental health care services. 

Thus, it will be of value to examine the prevalence of victims of workplace bullying 

among the patients in such clinics and whether the victims of bullying possess the 

same characteristics as the other patients referred. Furthermore, it will be of 

importance to evaluate if the victims of workplace bullying benefit from existing 

treatment procedures made available through general mental health care services.  
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1.4.1 A general approach to the treatment of CMD 
Cognitive behavioural therapy (CBT) is one of the most common therapies used in 

mental health care services for treating CMD and is considered best practice when 

treating anxiety and depression (National Institute of Health and Care Excellence, 

2009, 2011). It was first pioneered by Beck (1970) and Ellis (1962) and has been 

found to have a very strong evidence base (Hofmann et al., 2012). The core premise 

for CBT is the interplay between emotions, thoughts, behaviour, and physical 

reactions that occur both when problems are developed and when trying to create 

change in the beliefs that have been developed. According to the model proposed by 

Beck (1970), individuals with disorders have a disordered thinking that contribute to 

emotional stress and problem behaviour they are experiencing. They often have 

general beliefs about themselves, the world, and their future, which results in specific 

thoughts arising automatically in certain situations. An example would be to think 

that in order to be happy, a person has to be loved by everyone. This would be 

considered an irrational thought, as being loved by everyone is almost impossible to 

achieve. He further describes cognitive distortions like overgeneralising and 

magnification of the importance of a particular event. Examples of these can be 

thoughts related to expecting catastrophes, like always expecting the worst to happen. 

An example of this could be that individuals recall a previous failure and because of 

this, expect that they will fail in the future, despite the fact that the situation might be 

different from their last experience. CBT’s role is to identify these types of negative 

automatic thoughts and cognitive distortions and test their validity and help the 

patient develop more realistic conceptualisations as well as modifying the behaviours 

that these thoughts and distortions may lead to (Hofmann et al., 2012).  

Another more recent form of therapy introduced to treat CMD, is metacognitive 

therapy (MCT). MCT has been shown to have great effects on patients with CMD 

and it has been suggested by certain comparative studies that MCT may even be 

superior to CBT (Normann & Morina, 2018). The therapy is based on the self-

regulatory executive function (S-REF) model (Wells & Matthews, 1994, 1996). This 

model suggests that CMD is linked to self-regulation strategies, and the type of 

thinking style used in these strategies is known as the cognitive attentional syndrome 
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(CAS). The CAS consists of threat monitoring, the perseverative thinking styles 

rumination and worrying, and maladaptive coping styles (e.g., thought suppression, 

avoidance, withdrawal, distraction). It maintains mental disorders in patients (Wells, 

2009). The CAS is driven by a set of metabeliefs that can be both positive and 

negative metacognitions. The positive metacognitive beliefs (e.g., “I need to 

remember everything and then I will know if I am to blame”) are related to the 

usefulness of strategies like worrying, threat monitoring, and rumination, while 

negative metacognitive beliefs (e.g., “I cannot control my worries, it must be an 

indication that I’m going crazy”) are related to individuals’ perception of lack of 

control over thinking processes or the potential danger of them. The basis of MCT is 

to identify and challenge these maladaptive metacognitive beliefs (Wells, 2009). This 

is often achieved using therapeutic techniques, such as detached mindfulness, 

postponement of worry and rumination, attention training and experiments, that are 

designed to target the metacognitions (Normann & Morina, 2018). MCT 

differentiates between an object mode and a metacognitive mode, where the latter 

refers to the different types of relationships individuals may have towards their 

thoughts. In object mode are treated as direct perceptions and facts, while in 

metacognitive mode thoughts are experienced as events or stimuli in the mind, and 

therefore thoughts in which the individual can step out of and look at (Wells & 

Matthews, 1994). Thus, MCT helps patients to become aware of the metacognitive 

mode and to interrupt perseverative processes and reduce maladaptive self-

monitoring by establishing more adaptive ways for patients to respond to their 

thoughts, thinking and feelings (Wells, 2009). There is initial evidence that 

metacognitions are linked to their work status (Nordahl & Wells, 2018, 2019, 2020), 

and that MCT alone increases the probability of return to work (Solem et al., 2019).  

Most research on treatment of CMD and work is related to CBT which has been 

proven to be effective when treating symptoms of CMD. There has not been 

consensus as to whether symptom reduction achieved in CBT, on its own, is 

sufficient to reduce the length of sick leave and ensure a return to work, as studies 

investigating this have indicated mixed results (e.g., Ejeby et al., 2014; Marco et al., 

2018). Several findings highlight that CBT integrated with work-focus in the therapy, 
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can provide better results in relation to a return to work than regular CBT alone, 

while still maintaining the same symptom reduction (Kröger et al., 2015; Lagerveld et 

al., 2012). This was also supported by a systematic review by Cullen et al. (2018). 

The findings from the systematic review have indicated that there is not enough 

evidence to support the assumption that cognitive therapies, such as CBT, are able to 

reduce sick leave independently; the review recommends that work-focused 

interventions be implemented with these general therapeutical approaches when 

treating patients with CMD to help facilitate their return to work. A study by 

Gjengedal et al. (2020), using a sample from the same patient population as those in 

the present thesis, investigated the effect of MCT or CBT with work-focus in a 

sample of patients with CMD on sick leave. The study examined the effect of the 

treatments by comparing a treatment group with a wait-list control group in a quasi-

experimental design. The results showed that significantly more patients in the 

treatment group recovered from depression and anxiety compared to the control 

group. A total of 41.4% of patients in the treatment group were able to return to work 

fully, compared to the control group where 26.3% returned to work fully. These 

findings supports the findings from studies from the Netherlands (Brenninkmeijer et 

al., 2019; Lagerveld et al., 2012) and Germany (Kröger et al., 2015). Nevertheless, 

there are also certain studies that do not report the effect of combining a work-

focused intervention with psychological therapy (e.g., CBT) (Lammerts et al., 2016; 

Salomonsson et al., 2017). That said, the way in which work-focused interventions 

are described in the research literature is inconsistent, making it difficult to compare 

the results from the different studies. It is likely that some therapeutic interventions or 

work interventions may work better than others. To date, most of the research 

investigating work-focused interventions has primarily been integrated with cognitive 

therapy, however, in theory, it is possible to integrate a work-focused interventions 

into any type of psychological therapy (Wright et al., 2021). 

Based on the aforementioned studies, the literature has established that there is a high 

risk of sick leave (Nielsen, Indregard, et al., 2016), disability pensions (Berthelsen et 

al., 2011), and exclusion from the workplace (Glambek et al., 2015) in relation to 

victims of workplace bullying, suffering from CMD. Thus, it may be beneficial for 
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the treatment to target both symptom reduction and work, to address work 

participation within this vulnerable group, thereby rendering MCT or CBT with 

work-focus, a potential option for this group. Furthermore, CBT and perhaps also 

MCT will anyway be what awaits many patients when seeking treatment for their 

CMD, including those with bullying experiences. Hence, the effect of these more 

general approaches needs to be investigated.  

1.5 Theoretical framework 

The main theoretical framework for the present thesis is based on the Cognitive 

Activation Theory of Stress (CATS; Ursin & Eriksen, 2004). This theory states that 

the way in which stressors are perceived depends on the situation at hand and the 

individual’s experience of coping with similar situations (Ursin & Eriksen, 2010). In 

other words, different individuals will react differently to the same situation, and this 

can lead to different consequences in the form of physiological behaviour and health 

responses. Workplace bullying has been established in the literature as a severe social 

stressor that can result in detrimental consequences for the recipient. The high 

comorbidity of health complaints following workplace bullying may potentially be 

explained by the CATS. According to the CATS, if a stressor, such as being exposed 

to bullying behaviours, is perceived as threatening, this may lead to a sustained 

cognitive activation (e.g., worrying about being bullied). This response may then lead 

to prolonged physiological activation and subsequently to impaired health, affecting 

an individual’s well-being (Ursin & Eriksen, 2004). This may explain why these 

individuals develop an increased sensitisation, due to repeated exposure to the 

stimulus (e.g., repeated exposure to bullying behaviours) (Ursin, 2014; Ursin & 

Eriksen, 2010). Individuals may, therefore, experience attentional bias, causing their 

thoughts and the information regarding the bullying to be prioritised, resulting in 

perseverative cognition. The latter will be manifested in rumination and worry and 

this can cause further sustained activation (Brosschot et al., 2006). Sustained 

activation will cause an enhanced activation via the immune, endocrine, 

cardiovascular, and the autonomic nervous system (Brosschot et al., 2006). This 
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imposes a strain on the individual’s organs (e.g., gastrointestinal tract), which again 

can cause somatic symptoms and diseases.  

Stress responses may occur when there is a discrepancy between what is expected by 

an individual and what actually occurs. Stimuli that signal a challenge to the 

individual (e.g., bullying behaviour) are then evaluated based on that individual’s 

experiences, leading to a stimulus expectancy and a response outcome expectancy 

(Ursin & Eriksen, 2010). What does the stimulus mean and what will be the outcome? 

Based on the CATS, three response outcome expectancies were defined: positive 

(coping), negative (hopelessness), and uncertain (helplessness). The CATS define 

coping as a positive outcome response expectancy, and in this case, it is expected that 

the response the individual provides in order to manage the situation will usually 

result in a positive outcome. For example, having higher levels of resilience could 

help the individual cope when exposed to stressors, such as exposure to bullying 

behaviours, thus could help protect the individual from having sustained activation. 

However, there are both active and passive coping strategies, and although certain 

individuals may actively try to resolve the problem, others might worry or avoid the 

situation. Even though all coping strategies may be defined as positive outcome 

expectancies in the framework of CATS, certain strategies may be viewed as more 

appropriate than others. Coping strategies, such as avoidance, can cause other 

negative consequences, even though they reduce the stress response in the moment if 

the individual expects that avoidance will result in a positive outcome. Avoidance 

will lead to more time to think about their situation for the individual, which may 

resulting in increased anxiety or depression (Eriksen & Olsen, 2021) or helplessness 

and hopelessness, as referred to in the CATS framework (Ursin & Eriksen, 2004). In 

certain situations, one may experience either a no or a negative outcome expectancy. 

A no outcome expectancy is associated with helplessness. After experiencing a 

situation that is out of their control or a negative, unpredictable experience, some 

individuals will learn that there is no relationship between their actions and the 

outcome of the given situation, and they will generalise this to fit any given situation 

(Ursin & Eriksen, 2010). Helplessness has been accepted as a possible model for 

depression and anxiety (Ursin & Eriksen, 2010). A negative outcome expectancy is 
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associated with hopelessness. In this outcome expectancy, the individual has learned 

to expect that most or everything he/she does will lead to a negative result. In this 

outcome expectancy, the individual feels that he/she has control over the situation. 

This is, in contrast to helplessness, in which case individuals do not believe that they 

have control over the situation, and as they expect a negative outcome, many may 

blame themselves, leading to feelings of guilt and shame. Based on this, Ursin and 

Eriksen (2010) have suggested that hopelessness may be a better model for 

depression than helplessness. However, as regards such a powerful stressor like 

workplace bullying, the picture may be more complex than that described in the 

CATS, with recent studies indicating that buffering effects expected from individual 

resources such as resilience and coping, may in fact show a reversed buffering effect 

when being exposed to bullying behaviours (e.g., Hewett et al., 2018; Reknes et al., 

2016). Thus, this indicates that even though these protective resources are usually 

associated with good health and coping this does not seem to be the case when the 

individual is exposed to a powerful social stressor like workplace bullying. This 

further suggests that bullying is such a severe stressor that it affects even individuals 

that have high levels of protective resources, which is in line with other newer 

resilience research that have indicated that severe stress does affect all, independent 

of their level of protection (Masten, 2021).   

To explain the reversed buffering effect, one might have to consider the very nature 

of workplace bullying as a stressor. The Generalised Unsafety Theory of Stress 

(GUTS; Brosschot et al., 2016) states that it is not the perception of a threat that 

causes sustained activation, such as that proposed by the CATS, instead it is the 

general and prolonged lack of safety that might be perceived by the individual in that 

situation. The theory suggests that even if the stressor (e.g., exposure to bullying) is 

not present, it is still possible for the individual to experience a prolonged and 

potentially chronic stress response. The GUTS suggests that this prolonged stress 

responses occurs because the individual feels an increased sense of uncertainty. This 

results in a stress response for the individual, even if the individual is not currently in 

the immediate presence of the bully or is being exposed to the bullying behaviours. 

This could potentially explain why certain studies have found that depression can 
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withstand years after the bullying has ceased (Bonde et al., 2016). The stress response 

might start out specifically linked to the workplace bullying exposure before 

gradually becoming generalised to other aspects related to work (e.g., office, work 

emails) before eventually becoming related to thoughts that are non-stressor related 

(Brosschot et al., 2017). This suggests that it is the feeling of insecurity that the 

individual is experiencing that could extend the stress response and, as a result, cause 

prolonged stress activation. Thus, one could postulate that this feeling could 

potentially override the protective resources the individual possesses and result in 

impaired health. In general, the latter could especially be the case for individuals that 

have a history of experiencing a high degree of insecurity when they encounter severe 

life stressors, hence becoming relatively less affected by just another social stressor. 

If so, this could explain the reversed buffer effect in which those high on these 

resources may become relatively more worried as their feeling of safety is relatively 

more damaged.          

1.6 Aims of the thesis 

The overall aim of the thesis was to generate more knowledge about victims of 

workplace bullying presenting with CMD, who are either currently on or at risk of 

sick leave and therefore seek general psychological treatment. And further, whether a 

therapeutical treatment procedure based on MCT or CBT, with work-focus, may help 

this group with symptom reduction and increased work participation.  

Aims of paper 1 

The first aim of paper 1, was to investigate the prevalence of exposure to workplace 

bullying among patients with CMD who are either currently on or at risk of sick leave 

and referred to an outpatient mental health clinic. The second aim was to examine the 

characteristics of patients exposed to workplace bullying compared to other patients 

with CMD currently on or at risk of sick leave. To address these aims three research 

questions (RQ) were examined:  
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RQ1: What is the prevalence of exposure to bullying in patients referred to an 

outpatient clinic due to CMD?  

RQ2: Will patients exposed to bullying present with more psychiatric 

disorders, or higher levels of depressive symptoms, anxiety symptoms, 

subjective health complaints, alcohol use and lower levels of resilience 

compared to the patients not exposed to bullying?  

RQ3: Will patients exposed to bullying report higher levels of sick leave, and 

lower levels of work ability, job satisfaction and job preference (wishing to 

stay at their current job, change jobs or not work at all) compared to the 

patients not exposed to bullying? 

Aims of paper 2 

The aim of paper 2, was to investigate the relationship between workplace bullying, 

resilience, and RTW-SE and to examine if individual dispositional factors, such as 

resilience, could have a reversed buffering effect when exposed to bullying 

behaviours. While theory would predict a buffering effect in the bullying -outcome 

relationship, a range of studies have shown a reversed buffering effect of related 

individual resources for victims of workplace bullying in relation to health outcomes 

(Nielsen & Einarsen, 2018). To address this aim, three hypotheses (H) were 

examined: 

H1: High exposure to bullying behaviours will have a negative direct 

relationship with RTW-SE.  

H2: There will be a positive main effect of resilience, where individuals with 

high resilience scores, will score higher on RTW-SE, irrespective of levels of 

bullying. 

H3: Resilience will show a reversed buffering effect for the bullying-RTW-SE 

relationship, where a particularly strong negative relationship exists between 

bullying and RTW-SE for those high on resilience. 
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Aims of paper 3 

The aim of paper 3 was to examine if victims of workplace bullying suffering from 

CMD benefit from MCT or CBT with work-focus offered at an outpatient clinic, be it 

in the form or symptom reduction and increased work participation. To address this 

aim, three research questions (RQ) were examined:  

RQ 1a) Will victims of bullying have a decrease in depressive symptoms, 

symptoms of anxiety, and subjective health complaints, after MCT or CBT 

with work-focus, compared with a wait-list control group consisting of patients 

who had been exposed to bullying but were awaiting treatment? 1b) Will the 

victims of bullying have a similar change in symptoms as the patients not 

exposed to bullying after treatment? 

RQ 2a) Will victims of bullying have an increase in RTW-SE, after MCT or 

CBT with work-focus, compared with a wait-list control group consisting of 

patients who had been exposed to bullying but were awaiting treatment? 2b) 

Will the victims of bullying have a similar change in RTW-SE as the patients 

not exposed to bullying after treatment? 

RQ 3) Will MCT or CBT with work-focus be as effective among victims of 

bullying in respect to actual return to work after sick leave compared with 

patients not exposed to bullying? 
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2. Methods 

2.1 Design, procedure, and sample 

The PhD project used quantitative data collected in collaboration with an outpatient 

clinic at Diakonhjemmet Hospital in Norway. The data was used to examine the 

extent of exposure to workplace bullying in this patient population, the symptoms 

exhibited by this group of patients, individual dispositional factors, and if the 

treatment offered at the clinic, is associated with symptom reduction and increased 

work participation. All patients at the clinic were asked to volunteer in the research 

and confirmed this by signing an informed consent.  

To be included in this study, the patients had to be above the age of 18, diagnosed 

with mild-to-moderate depressive disorder and/or an anxiety disorder, be currently 

employed, and either be currently on or at risk of sick leave. Patients with severe 

mental disorders (e.g., bipolar or psychosis), high risk of suicide or substance abuse, 

were excluded from the study, in accordance with standard intake procedure at the 

clinic. 

Papers 1, 2 and 3 used data obtained from 423 patients, who had agreed to participate 

in research from May 2017 through June 2020. Papers 1 and 2, will in addition to this 

use cross-sectional data collected from June 2017 through January 2019 from an 

ongoing clinical trial at the same clinic called “Work focused metacognitive therapy 

for patients on sick leave due to common mental disorders (CMD). A randomized 

controlled wait-list trial”. Papers 1 and 2 will therefore include 675 patients.  

All the patients completed the same questionnaires at three points in time. Pre-

treatment the patients completed the questionnaires at intake (T1), before first 

treatment session (T2), and then again post-treatment after the last treatment session 

(T3). Papers 1 and 2 used data from T1, while paper 3 used data from T1, T2, and T3. 

Papers 1 and 2 made comparisons between patients that were victims of workplace 

bullying (paper 1) or experiencing high exposure to bullying behaviours (paper 2), 
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and other patients not exposed to workplace bullying. In paper 3, patients were 

categorised into two groups prior to statical analyses: victims of bullying and patients 

not exposed to workplace bullying. Additionally, the victims of workplace bullying 

were also divided into two subgroups: a treatment group and a waitlist control group.  

2.2 Intervention 

The intervention used in this PhD project (paper 3) integrated evidence-based 

psychotherapy, MCT or CBT with work-focus, to enhance coping at work and 

promote an increase in workplace participation. Both MCT and CBT, deal with 

maladaptive cognitions (Fisher & Wells, 2009) and are frequently used when treating 

anxiety and depression. CBT focuses on challenging the function and validity of 

maladaptive cognitions to reduce the patient’s emotional distress, and to help modify 

the behaviour that is of a problematic nature (Hofmann et al., 2012). While MCT 

focuses on, identifying and challenging maladaptive metacognitive beliefs and 

preservative process (e.g., worrying, rumination, threat monitoring and maladaptive 

coping strategies) (Wells, 2009). MCT helps the patients to interrupt perseverative 

processes like worry, rumination or threat monitoring, as well as and maladaptive 

coping strategies which maintain their mental disorders (Wells, 2009). 

The patients at the clinic received either MCT (Wells, 2009) or CBT (Hofmann et al., 

2012), and a version of work-focus adapted to the Norwegian context (Berge et al., 

2019). The treatment manuals did not address bullying explicitly, and all the patients 

included in the study received the same treatment procedure regardless of being a 

victim of bullying or not. However, the work focus intervention was flexibly tailored 

to the individual needs of each patient. Identifying the patient’s situation starts with a 

workplace analysis of the patients’ workplace to assess both benefits and challenges 

with their workplace. This included for example questions about the patients’ 

working conditions, workload, psychosocial work environment, relationship with 

colleagues and managers. The patients were also asked how they thought their mental 

health symptoms affected their work ability. If work related risk factors such as 
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workplace bullying was identified during this process, an important treatment goal 

during treatment may be a permanent job change (Harvey et al., 2017). Furthermore, 

the patient examines together with their therapists, their own assumptions regarding 

their work situation, as well as the patient’s own assumptions regarding their work, 

mental health, and sick leave. Here the therapists also provided the patient with 

psychoeducation regarding both mental health and work.  

A return to work plan was drafted with the patient and communicated to their GP. 

This plan aimed at facilitating a gradual return to their workplace, or in some case a 

job change, if going back to their current workplace was not seen as an appropriate 

option over the course of the treatment. Possible barriers for returning to work were 

examined. It is important to examine adjustments that can be made at the workplace, 

to enhance their self-efficacy in order to help them cope with potential setbacks that 

could arise during the return to work process. It was encouraged throughout the 

treatment that the patient used their own workplace or work-related content like 

worrying about work functioning to design experiments to explore different coping 

strategies and learning points during the intervention. The patients were also 

encouraged to establish a dialogue with the workplace, and an information strategy 

was formed in collaboration with the therapist. The therapist did, however, not have 

regular contact with the employer as a part of the intervention.  

All the therapists, who took part in the study, were trained at addressing workplace 

issues and received weekly supervision in teams, in how to integrate the work-focus 

in parallel to MCT and CBT protocols The therapists developed individual treatment 

plans based on each patient’s disorder and work situation and integrated the work-

focused intervention accordingly.  

2.3 Instruments 

2.3.1 Background variables  

Age (Papers 1, 2, and 3) was measured as a continuous variable. 
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Gender (Papers 1, 2, and 3) was measured as a binary variable: 1 = males and 2 = 

females. 

Marital status (Papers 1 and 3) was measured at T1 and the patient’s response options 

were “single”, “married/cohabitating”, “separated/divorced”, and “widow/widower”. 

Education (Papers 1 and 3) was measured by asking the patients’ what their highest 

completed education was at T1. The response options included “primary school”, 

“upper secondary school”, “higher education 1-4 years”, and “higher education > 4 

years”. 

Occupation (Papers 1and 3) was measured at T1 with an open-ended question asking, 

“what is your occupation?”. The responses were categorised using the Norwegian 

standard classification system of occupations, called STYRK-08, which was 

developed by Statistics Norway (2011). 

2.3.2 Workplace bullying 

The Short version of the Negative Acts Questionnaire (S-NAQ; Notelaers et al., 

2019) was used to measure exposure to workplace bullying in papers 1, 2, and 3. The 

scale consists of nine items, describing different negative acts, both of a work and 

person related nature, that are typically experienced by victims of workplace 

bullying. Example of these items are: “having insulting or offensive remarks made 

about your person, attitudes or your private life”, “being ignored or excluded”, and 

“persisting criticism of your work and effort”. The patients were asked to score these 

negative acts on how frequently they had experienced them over the last six months 

they have been at work, on a five-point scale ranging from 1 (never) to 5 (daily). The 

Negative Acts Questionnaires-Revised (NAQ-R; Einarsen et al., 2009; Notelaers & 

Einarsen, 2013) predefined cut-off scores were used to determine the cut-off values 

for the S-NAQ by dividing the NAQ-R cut-off value (occasionally exposed to 

bullying = 33, severe exposure to bullying = 45) with the number of items in the 

NAQ-R (22 items), and multiplying this number with the number of items that were 

included in the S-NAQ (9 items). This gives us three groups; not bullied (S-NAQ 

score of ≤13), occasionally exposed to bullying (S-NAQ score of 14-18), and severe 
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exposure to bullying (S-NAQ score of ≥19). For the purposes of the present thesis, 

the three cut-off categories were used for the S-NAQ at T1 for descriptive purposes in 

paper 1. For measuring the prevalence of exposure to workplace bullying and to 

compare patients exposed to workplace bullying to the patients not exposed to 

bullying in paper 1, S-NAQ at T1 was dichotomised into patients not exposed to 

workplace bullying (S-NAQ score of ≤13) and patients exposed to workplace 

bullying (S-NAQ score of ≥14). S-NAQ at T1 was also dichotomised in paper 3, 

using the same cut-off scores, to compare patients exposed to workplace bullying 

with patients not exposed to bullying. In paper 2, S-NAQ at T1 was used as a 

continuous variable when examining if exposure to bullying behaviours predict 

RTW-SE (H1). When examining the moderating effect of resilience on the S-NAQ – 

RTW-SE relationship (H3), S-NAQ at T1 was categorised into three groups, using 

percentiles, low (16th percentile), moderate (50th percentile), and high (84th 

percentile). Cronbach’s α values for this scale were .88 in paper 1 and paper 2, and 

.87 in paper 3. 

Self-labelled victimisation of workplace bullying was measured using two single item 

questions after presenting the patients with a definition of workplace bullying at T1 

(paper 1). The definition presented was as follows: “Bullying (for example 

harassment, torment, exclusion or hurtful teasing and insults) is a problem in some 

workplaces and for some workers. To call something bullying, the behaviour must be 

repeated over a period of time, and the target must have difficulty defending themself. 

We are not defining behaviour as bullying if two individuals of equal strength are in 

a conflict or if it only concerns an isolated incident” (Einarsen et al., 1994; Einarsen 

& Skogstad, 1996). The first item “have you been exposed to workplace bullying at 

your current workplace?” was rated “no”, “yes, once or twice”, “yes, now and then”, 

“yes, about once a week”, or “yes, several times a week”. The second item “have you 

been exposed to workplace bullying at a previous workplace?” was rated “no”, “yes, 

in short periods of time”, or “yes, in long periods of time”. In paper 1, this measure 

was used for descriptive purposes, to sample information about the prevalence of 

workplace bullying in the patient sample.  
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The full version of the NAQ-R was used in paper 1, yet only completed by patients 

identified as self-labelled victims, in order to examine the exposure of workplace 

bullying when it was at its worst. This scale is the full version of the S-NAQ and 

comprise of 22 items describing different negative acts that can be direct, indirect, or 

directed at the individual’s work. Example of acts could be “being humiliated or 

ridiculed in connection with your work”, “having your opinions ignored”, or 

“excessive monitoring of your work”. The items were scored on a five-point Likert 

scale from 1 (never) to 5 (daily). Validated cut-off scores (Notelaers & Einarsen, 

2013) were used to divide the patients into not bullied (NAQ-R score of ≤32), 

occasionally exposed to bullying (NAQ-R score of 33-44) and severe exposure to 

bullying (NAQ-R score of ≥45). The NAQ-R at T1 was used in paper 1 for 

descriptive purposes, to collect information about the prevalence of workplace 

bullying in the patient sample. Cronbach’s α values for this scale were .91 in paper 1. 

2.3.3 Psychiatric disorders, health, and resilience 

Psychiatric disorders were identified in paper 1, using the Norwegian version of the 

Mini-International Neuropsychiatric interview (MINI; Sheehan et al., 1998) labelled 

the MINI 6.0.0 (Leiknes et al., 2009). The MINI is a structured diagnostic interview, 

comprising of 15 axis I disorders and one axis II disorder, based on criteria of DSM-

IV (American Psychiatric Association, 1994) and ICD-10 (World Health 

Organization, 1993). The following disorders are included: anxiety disorders 

(generalised anxiety disorder, social phobia, agoraphobia, panic disorder, obsessive 

compulsive disorder, and post-traumatic stress disorder), eating disorders (bulimia 

and anorexia), mood disorders (manic episodes and major depressive disorder), 

psychotic disorders, substance related disorders (substances and alcohol), and 

antisocial personality disorders. The patients responded to the interview questions, 

using the response categories “yes” and “no”. For the present thesis, the MINI was 

measured at T1 and used in paper 1 to investigate the prevalence of diagnosed 

psychiatric disorders among the patients exposed to workplace bullying and to 

examine whether there were any differences between the exposed patients and the 

patients not exposed to workplace bullying. 
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Beck’s Depression Inventory-II (BDI-II; Beck et al., 1996) was used to measure 

symptoms of depression in papers 1, 2, and 3. BDI-II comprises of 21 items, that 

aims to measure different cognitive (e.g., feelings of guilt) and affective (e.g., 

sadness) states over the last two weeks. Each item is rated on a four-point Likert 

scale, where the responses ranges from 0 (not at all) to 3 (severely, it bothers you a 

lot). For the present thesis, predefined cut-off scores at T1, were used for descriptive 

purposes in papers 1 and 2. The cut-off scores give four groups; patients with 

minimal depressive symptoms (BDI-II score of ≤13), mild depressive symptoms 

(BDI-II score of 14-19), moderate depressive symptoms (BDI-II score of 20-28) and 

severe depressive symptoms (BDI-II score of ≥29). In paper 1, BDI-II at T1 was also 

used to compare levels of depressive symptoms between the patients exposed to 

workplace bullying and the other patients. In paper 3, BDI-II at T1 and T3 were used 

to examine differences in depressive symptoms pre- and post-treatment, and 

comparisons were made between the patients exposed to bullying and the other 

patients. Comparisons were also made between the victims of bullying in the 

treatment group and the victims of bullying in the wait-list control group. For the 

wait-list control group comparisons were made between T1 and T2. Cronbach’s α 

values for this scale was .86 in paper 1, paper 2, and paper 3. 

To measure symptoms of anxiety, Beck’s Anxiety Inventory (BAI; Beck et al., 1988; 

Beck & Steer, 1990) was used in papers 1, 2, and 3. BAI comprise of 21 items 

measuring different anxiety symptoms, such as numbness and difficulties breathing. 

Each item is rated on a four-point Likert scale with response categories being as 

follow; 0 = not at all, 1 = mildly, but it did not bother me much, 2 = moderately, it 

was not pleasant at times, 3 = severely, it bothered me a lot. For the present thesis, the 

following cut-off scores at T1 were used for descriptive purposes in papers 1 and 2. 

The cut-off scores gives us three groups: low levels of anxiety symptoms (BAI score 

of ≤21), moderate levels of anxiety symptoms (BAI score of 22-35), and potential 

concerning levels of anxiety symptoms (BAI score of ≥36). For paper 1, BAI at T1 

was also used to compare levels of depressive symptoms between the patients 

exposed to workplace bullying and the other patients. In paper 3, BAI at T1 and T3 

were used to examine differences in depressive symptoms pre- and post-treatment 
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and comparisons were made between the patients exposed to bullying and the other 

patients. Comparisons were also made between the victims of bullying in the 

treatment group and the victims of bullying in the wait-list control group. For the 

wait-list control group comparisons were made between T1 and T2. Cronbach’s α 

values for this scale was .90 in paper 1, paper 2, and paper 3. 

Subjective somatic and psychological complaints were measured with the Subjective 

Health Complaints (SHC; Eriksen et al., 1999) scale in papers 1 and 3. The scale 

measure 29 common somatic and psychological health complaints experienced 

during the past 30 days. Severity of complaints were scored on a four-point Likert 

scale, with the response categories; 0 = no complaints, 1 = few complaints, 2 = some 

complaints, 3 = serious complaints. The SHC consists of five sub-categories: 

musculoskeletal complaints, gastrointestinal complaints, pseudoneurology, allergy, 

and flu. For the present thesis, both the SHC total scale and the sub-categories at T1 

were used in paper 1 to compare differences in somatic and psychological health 

complaints, for the patients exposed to bullying with the other patients. In paper 3, 

the SHC total scale, at T1 and T3, were used to examine differences in somatic and 

psychological health complaints pre- and post-treatment and comparisons were made 

between the patients exposed to bullying and the other patients. Comparisons were 

also made between the victims of bullying in the treatment group and the victims of 

bullying in the wait-list control group. For the wait-list control group comparisons 

were made between T1 and T2. Cronbach’s α values for the total scale were .84 in 

paper 1 and .83 in paper 3. 

To examine excessive drinking and alcohol use disorder, the Alcohol Use Disorder 

Identification Test (AUDIT; Saunders et al., 1993) was used in paper 1. It comprised 

of 10 items and includes items such as “how often during the last year have you 

found that you were not able to stop drinking once you had started?” and “have you 

or someone else been injured as a result of your drinking?”. Out of the 10 items, eight 

of the items are scored on a five-point Likert scale and two of the items are scored on 

a three-point Likert scale. The patients receive a total score, ranging between 0-40. A 

score of eight or higher have been suggested by Saunders et al. (1993) to indicate a 
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strong possibility of harmful levels of alcohol consumption. The AUDIT at T1 was 

used in paper 1 to examine alcohol consumption and alcohol use disorder among the 

patients exposed to workplace bullying and to compare the result with the other 

patients not exposed to bullying. Cronbach’s α values for the scale was .80 in paper 1. 

Resilience Scale for Adults (RSA; Friborg et al., 2005; Friborg et al., 2003; Hjemdal 

et al., 2001) was used to examine resilience in papers 1 and 2. The scale comprise of 

33 items, rated on a seven-point Likert scale. An example item from the scale is “my 

plans for the future are” and this item is then rated by the patient from 1 (difficult to 

accomplish) to 7 (possible to accomplish). The RSA scale consists of six factors that 

can be divided into two sub-dimensions: personal resilience (perception of self, 

perception of future, structured style, and social competence) and interpersonal 

resilience (family cohesion and social resources). In paper 1, the RSA scale was used 

to measure levels of resilience among the patients exposed to workplace bullying and 

to compare their resilience levels with non-bullied patients. For these analyses, RSA 

was used as a continuous variable, sum scores for the RSA total scale and the two 

sub-dimensions were used. For paper 2, the RSA scale at T1 was used to examine the 

relationship between resilience and return to work self-efficacy, and to investigate if 

resilience has a moderating effect on the relationship between exposure to bullying 

behaviours and return to work self-efficacy. Cronbach’s α values for the total scale 

was .86 in paper 1 and paper 2. 

2.3.4 Work measures  

Patients’ workplace participation was measured in paper 1 to examine how many that 

where on sick leave and how many that were fully working at T1. This was done with 

use of a single item question, where the patients choose the response option that 

described their workplace participation. The possible response categories were as 

follow; Work without benefits, combined work and sick leave, full-time sick leave, 

unemployed, student, work assessment allowance, disability pension, neither work 

nor pension, and other. In paper 1, the patient’s workplace participation was 

measured to examine how many where on sick leave and how many fully working 
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among the patients exposed to workplace bullying, and to compare this to patients not 

exposed to bullying.  

Work ability was measured using three items taken from the Work Ability Index 

(Ilmarinen, 2007; Tuomi et al., 1998) in paper 1. The first item examined if the 

patient had been on sick leave during the last 12 months and the following response 

categories were given; “0-2 months”, “3-6 months”, and “7-12 months”. The second 

item had the patients evaluate their current work ability compared to their lifetime 

best. This item was scored on a 10-point Likert scale from 1 (no ability to work) to 10 

(work ability at its best). The third item was regarding the patient’s work ability in 

term of job demands. This item was divided into two, with one asking how they 

evaluated their work ability concerning psychological job demands, and the other 

asking about physiological job demands. The scale was rated on a five-point Likert 

scale ranging from 1 (very poor) to 5 (very good). In paper 1, the three items from the 

Work Ability Index, measured at T1, was used to examine differences in work ability 

between the patients exposed to workplace bullying and the other patients not 

exposed to bullying.  

Return to work self-efficacy (RTW-SE; Lagerveld et al., 2010) was used to measure 

the patients’ expectation and perceived ability to function well at work (e.g., being 

able to set boundaries and performing work tasks) in papers 1, 2, and 3. The scale 

was originally developed for individuals with CMD to measure work related self-

efficacy and can be used both for individuals that are on sick leave, and for 

individuals that are currently working, as it aims to evaluate the patients current work 

function (Lagerveld et al., 2010). For the present thesis, the validated Norwegian 

version of the RTW-SE scale was used (Gjengedal et al., 2021). The scale comprises 

of 11 items and includes items such as “I will be able to cope with work pressure”. 

Each item is rated on a six-point Likert scale, with responses ranging from 1 (totally 

disagree) to 6 (totally agree). To calculate a sum score for the scale, the answers are 

added together and then divided on the total number of items in the scale (11), giving 

us a sum score ranging from 1 to 6. Higher levels of self-efficacy are indicated by a 

higher sum score. In a recent study by Gjengedal et al. (2021), cut-offs were 
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suggested for a low score (RTW-SE score of ≤3.6), a moderate score (RTW-SE score 

of 3.7-4.5), and a high score (RTW-SE score of 4.6-6.0). In paper 1, RTW-SE 

measured at T1, was used to examine differences between the patients exposed to 

workplace bullying and patients not exposed to bullying. In paper 2, RTW-SE was 

used as a continuous variable when examining the relationship between resilience and 

RTW-SE and when investigating whether resilience moderate the relationship 

between exposure to bullying behaviours and RTW-SE. In paper 3, RTW-SE 

measured at T1 and T3 were used to examine differences in pre- and post-treatment, 

and comparisons were made between the patients exposed to bullying and the other 

patients. Comparisons were also made between the victims of bullying in the 

treatment group and victims of bullying in the wait-list control group. For the wait-

list control group comparisons were made between T1 and T2. Cronbach’s α values 

for the total scale was .89 in paper 1, paper 2, and paper 3. 

To measure job satisfaction in paper 1, a single item was used asking “overall, how 

satisfied are you with your job?”. The item was scored on a five-point Likert scale, 

with the responses ranging from 1 (very satisfied) to 5 (very unsatisfied). In paper 1, 

this item was measured at T1 and used to examine differences in job satisfaction 

between the patients exposed to bullying and non-bullied patients. 

Job preference was measured in paper 1, using a single item asking; “if you could 

choose to have any job, what would you prefer?”. The response categories included 

“prefer the job I have today”, “prefer a different job”, and “prefer not working at all”. 

In paper 1, this item was measured at T1 to examine differences when it came to job 

preferences among the patients exposed to workplace bullying and the other patients. 

2.4 Statistical analyses 

All analyses in the present thesis were conducted using the software package IBM 

Statistical Package for Social Sciences (SPSS; IBM Corporation, 2017), version 25.0 

(papers 1, 2, and 3) and the PROCESS macro 3.0 SPSS supplement (Hayes, 2013) 

(paper 2). The significance level was set to 0.5, and the confidence interval to 95%. 
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Demographic and variable statistics were provided for the study variables in all three 

papers. 

2.4.1 Paper 1 

In paper 1, the prevalence of workplace bullying was calculated using the above-

mentioned cut-off for S-NAQ. For descriptive purposes, we also calculated the 

severity of exposure to workplace bullying among the victims of workplace bullying 

that self-labelled as bullied by using the validated cut-off for NAQ-R.  

Descriptive statistics on demographic, health, and work-related variables were 

calculated for the total sample, and for each patient group (patients exposed to 

workplace bullying and patients not exposed to workplace bullying). Differences 

between the groups were analysed using chi-square tests for categorical variables, 

while for continuous variable independent t-tests (normally distributed data) and 

Mann-Whitney U-tests (positively skewed data) were used. Mean differences and 

Cohen’s d were measured for continuous variables.  

2.4.2 Paper 2 

In paper 2, Pearson’s correlation analyses were used for the continuous variables and 

independent sample t-tests were used for the categorical variables, to investigate the 

relationship between the outcome variable (RTW-SE), the predictor (S-NAQ), and 

the moderator variables (RSA total scale, RSA personal, and RSA interpersonal) and 

demographics (gender and age).  

Four-step regression analysis were used to examine the relationship between bullying 

behaviour (S-NAQ) and RTW-SE, and the relationship between resilience (as a total 

scale and the two sub-dimensions: personal and interpersonal) and RTW-SE. In the 

first step of the regression analysis, the control variables age and gender were 

entered. In the second step, S-NAQ was entered, while the RSA total scale was 

entered in the third step. The interaction term, S-NAQ×RSA total scale, was entered 

in the fourth step.  
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In order to investigate the moderating role of resilience on the proposed relationship 

between exposure to bullying behaviours (S-NAQ) and RTW-SE interaction analyses 

were performed with multiple linear regression analyses, using Model 1 in the 

PROCESS macro SPSS supplement (Hayes, 2013).  

In line with Hayes (2013), unstandardised B-values were reported in the results of the 

moderation analyses rather than ß-values. Resilience was categorised based on 

percentiles into three groups: low (16 percentile), moderate (50th percentile), and high 

(84th percentile). A plot was derived from the moderation analyses using the 

abovementioned groups for resilience and exposure to bullying behaviours. In 

addition, all variables were centred prior to the moderation analyses.  

We also examine the two sub-dimensions of resilience (personal and interpersonal 

resilience) in separate analyses.  

2.4.3 Paper 3 

In paper 3, difference between the victims of workplace bullying in the treatment 

group (delay of 0 - 30 days before their first treatment session) and the wait-list 

control group (delay of ≥ 60 days before their first treatment session) were calculated 

using ANCOVA analyses, to compare the changes in symptoms of depression (BDI-

II), anxiety (BAI), subjective health complaints (SHC), and return to work self-

efficacy (RTW-SE), controlling for baseline measure on the respective scales, age, 

and gender. To compare pre- and post-scores within both groups, paired sample t-

tests were used. The same ANCOVA and paired sample t-test analyses were repeated 

to compare changes in scores between the victims of workplace bullying and the 

other patients not exposed to bullying.  

A Fisher’s exact test was used to investigate change in workplace participation 

among patients that were either on full sick leave or combined work and sick leave 

pre-treatment by comparing how many among them were fully working post-

treatment. Comparisons were made between the victims of workplace bullying and 

patients not exposed to bullying.  
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2.5 Ethics 

The data collection for the present thesis was conducted in accordance with the 

Helsinki Declaration. The data used in the present thesis qualified as health-service 

research and was approved by the Data Protection Office at Oslo University Hospital 

(ref. nr.: 2015/15606). All patients confirmed by signing a consent form and were 

informed that they could withdraw consent at any time, without providing an 

explanation.  
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3. Results 

3.1 Paper 1 

The aim of the first paper was to investigate the prevalence of exposure to workplace 

bullying in a group of patients currently on sick leave or at risk of being sick listed 

due to CMD, seeking treatment at an out-patient mental health clinic. A secondary 

aim was to examine the characteristics of patients currently or previously exposed to 

bullying at the workplace to determine the extent to which they differ from the non-

bullied patients also presenting with CMD. 

A total of 25.8% of the patients were classified as being subjected to systematic 

exposure to bullying. Among targets identified by self-labelling at a current or 

previous workplace (n = 193), 33.7% were classified as severely exposed. According 

to predefined cut-off values, 45.2% of the patients exposed to bulling reported severe 

levels of depressive symptoms, in comparison to 34.7% of the non-exposed patients. 

Further, 7.6% among the patients exposed to bullying presented with severe levels of 

anxiety symptoms, compared to 4.9% among the non-exposed patients. Additionally, 

patients exposed to bullying reported significantly more subjective health complaints, 

and lower resilience score, as compared to the non-exposed patients. The victims of 

workplace bullying also reported more frequent alcohol use than the non-exposed 

patients, yet both groups were within what is considered normal values. 

Almost twice as many patients exposed to bullying were on full sick leave 

compensation, compared to the non-exposed patients, while there was a larger 

percentage of the non-exposed patients who combined work and sick leave. No 

significant difference existed between the groups when examining their self-reported 

sick leave over the last 12 months. Overall, the patients exposed to bullying reported 

significantly poorer current work ability compared to lifetime best as compared to the 

non-exposed patients. Regarding work ability, targets of bullying reported a 

significantly poorer ability to handle both the psychological and physiological 

demands of their job, as compared to other patients. Further, patients exposed to 
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bullying reported significantly lower RTW-SE (M = 3.03, SD = .89) than the non-

exposed patients (M = 3.32, SD = .98).  

Targets of bullying reported significantly lower job satisfaction, and a majority 

among them reported that they would prefer another job over the one they currently 

had (73.9%), a significant higher proportion then among the rest of the patients 

(45.7%). However, very few among the victims of bullying reported not wanting to 

work at all (5.7%), while some preferred their current job (20.4%). This compared to 

the non-bullied patients where about half preferred the job they already had (51.7%), 

but also in this group very few reported that they did not want to work at all (2.6%).  

3.2 Paper 2 

The aim of the second paper was to investigate the relationship between exposure to 

bullying behaviours, resilience, and RTW-SE in our sample of patients currently on 

sick leave or at risk and in need of mental health treatment with return to work as an 

explicit aim. Furthermore, we examine the possible moderating effect of resilience on 

the proposed relationship between exposure to bullying behaviours and RTW-SE, to 

shed light on the role of personal and interpersonal resilience factors in this proposed 

relationship. 

The results of the regression analysis showed that after controlling for age and 

gender, exposure to bullying behaviours was associated with lower levels of RTW-

SE. It also showed resilience being associated with higher levels of RTW-SE 

irrespective of levels of bullying. This was also the case for the two resilience sub-

dimensions: personal resilience and interpersonal resilience.  

The moderation analysis showed that the relationship between exposure to bullying 

behaviours and RTW-SE was not moderated by the total resilience score, controlling 

for age and gender. However, when examining the two resilience sub-dimensions 

separately, the relationship between exposure to bullying behaviours and RTW-SE 

was moderated only by personal resilience, not interpersonal resilience. The personal 

resilience moderated the relationship in the form of a reversed buffering effect, thus 
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suggesting that patients with high personal resilience showed relatively lower RTW-

SE scores when being exposed to bullying behaviours by comparison with those 

individuals with high personal resilience that were not subjected to bullying.  

3.3 Paper 3 

The aim of paper 3 was to examine if victims of workplace bullying suffering from 

CMD benefit, in the form or symptom reduction and increased work participation, 

from clinical treatment for their mental help problems at an outpatient clinic treating 

patients using MCT or CBT with work-focus. Comparisons were made between a 

treatment group (delay of 0 - 30 days before their first treatment session) and a wait-

list control group (delay of ≥ 60 days before their first treatment session) among the 

victims of workplace bullying. Additionally, comparisons were also made between 

the victims of workplace bullying and the patients who had not been exposed to 

workplace bullying.  

The results showed that the treatment offered at the clinic was effective in reducing 

symptoms (BDI-II, BAI, and SHC) for the victims of workplace bullying receiving 

treatment, showing a significantly larger improvement over the course of treatment 

compared to the victims in the wait-list control group, controlling for baseline scores 

on the respective scales, age, and gender. The same result was found for RTW-SE, 

where the victims in the treatment group experienced an increase in RTW-SE scores 

post-treatment and showed a significantly larger improvement, compared to the wait-

list control group, controlling for baseline scores on the respective scale, age, and 

gender.  

The victims of workplace bullying showed a similar decrease in symptoms (BDI-II, 

BAI, and SHC) as for patients not exposed to workplace bullying, controlling for 

baseline scores on the respective scales, age, and gender. Thereby, suggesting that the 

treatment did not affect the groups differently, as both groups showed a significant 

reduction in symptoms post-treatment. There was no significant difference between 

the victims of bullying and the patients not exposed to bullying on change in RTW-
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SE scores, with the victims of workplace bullying showing a similar increase in 

RTW-SE scores as the other patients, controlling for baseline scores on the respective 

scale, age, and gender. Gender did not have a significant effect on the RTW-SE 

scores, but age was borderline (p = .05). A secondary analysis revealed a significant 

interaction between exposure to bullying behaviours (S-NAQ) and age on RTW-SE 

(F (1, 388) = 5.74, p < .05, ηp2 = .02). This suggests that victims of bullying that were 

older, reported a smaller change in RTW-SE scores from pre-treatment to post-

treatment, as compared to older patients not exposed to bullying. Meanwhile, younger 

patients had a similar change in RTW-SE scores regardless of they were victims of 

workplace bullying or not.  

The results further showed a significant lower workplace participation among the 

victims of workplace bullying compared to the other patients. Among the patients on 

sick leave pre-treatment, significantly fewer among the victims of bullying were fully 

working post-treatment, as compared to the other patients. 
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4. Discussion 

The overarching aim of the present thesis was to generate more knowledge about 

victims of workplace bullying with CMD who are either currently on or at risk of sick 

leave and seeking treatment for their mental health problems. The investigation was 

carried out at an outpatient clinic for patients either currently on or at risk of sick 

leave due to CMD. The results showed that among the patients at the clinic, more 

than one in four could be classified as a victim of workplace bullying. Furthermore, 

the victims reported more negative health and work outcomes than did patients not 

exposed to workplace bullying. In addition, we examined whether individual 

dispositional factors, in our case resilience, have a reversed buffering effect on the 

relationship between exposure to bullying and RTW-SE. Patients scoring high on 

personal resilience had relatively lower RTW-SE scores when exposed to bullying 

behaviours, compared to patients scoring high on personal resilience who had not 

been exposed to bullying behaviours. Hence, although scoring high on personal 

resilience generally was related to better scores on RTW-SE, this beneficial effect 

was relatively lower as scores on workplace bullying increased, showing a reversed 

buffering effect. Lastly, we investigated whether MCT or CBT with work-focus may 

help this group of patients with symptom reduction and promote an increase in 

workplace participation. The results showed that MCT or CBT with work-focus was 

effective in symptom reduction for victims of bullying in the treatment group, who 

showed a significant improvement compared to victims of bullying in the wait-list 

control group. The victims of workplace bullying also showed improvement to a 

similar degree as patients not exposed to bullying. However, among patients on sick 

leave prior to treatment, significantly fewer victims of workplace bullying were able 

to make a full return to work by the end of the treatment, as compared to patients not 

exposed to bullying.  

4.1 Prevalence of workplace bullying among patients 

In paper 1, the results showed that 25.8% of the included patients could be classified 

as victims of workplace bullying employing the behavioural experience method 
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(using S-NAQ), while 14.1% self-labelled themselves as victims of bullying, 

respectively. This is a relatively high prevalence compared to the general Norwegian 

population, where the prevalence has been calculated to be between 6.2 and 14.3%, 

depending on the cut-off used when using the behavioural experience method, while 

the prevalence using self-labelling is 4.6% (Nielsen et al., 2009). Among the patients 

in our study that self-labelled as being a victim of workplace bullying, either at a 

current or previous workplace, as many as 33.7% had been a victim of severe 

bullying, while among the Norwegian population, the same can only be said for 6.8% 

employees that self-label as victims of bullying (Nielsen et al., 2009). In addition, 

Norway has been found to have a relatively low prevalence of workplace bullying in 

the general working population (Van de Vliert et al., 2013). However, the prevalence 

found at the clinic is also high compared to countries outside of Norway, where 

prevalence rates measured with the NAQ or S-NAQ in the general population have 

been found to vary between 10.0 and 17.0% (Zapf et al., 2020). In a similar patient 

sample from the psycho-social trauma programme at the Istanbul Faculty of Medicine 

in Turkey, a prevalence of 43.3%. was found. The patients were considered victims 

of workplace bullying if they had been exposed to workplace bullying-related 

activities at least once a week over the previous six months. Although the prevalence 

in that study was higher than that of the present study, it is worth noting that the 

prevalence criteria in the study by Tatar and Yüksel (2019) could be considered less 

strict than the ones used in the present study. This could potentially mean that the 

prevalence is in fact more similar than it may appear at first glance. It is therefore 

important when discussing the prevalence of workplace bullying to keep in mind that 

the use of different instruments (e.g., the behavioural experience method and self-

labelling) as well as different cut-off scores affects the reported prevalence. One 

should therefore be careful when comparing across studies that have used different 

instruments or cut-off scores. Another study, with a similar sample as the present 

study, investigated the association between workplace bullying and subsequent 

benefit recipiency among workers with CMD who were either already on sick leave 

or at risk of this (Løvvik et al., 2021). In this study, 36.0% of respondents reported 

being exposed to workplace bullying, which is slightly higher than the prevalence 
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found in the present study. However, Løvvik et al. (2021) measured exposure to 

workplace bullying with a self-label question that did not provide a definition, which 

can possibly lead to an in increase in false positive responses (Nielsen et al., 2009).  

Nevertheless, the result of the present thesis supports findings that the prevalence of 

workplace bullying is high among patients with CMD at risk of losing their foothold 

in working life, particularly when comparing to the general Norwegian working 

population. This is in line with what one might expect based on the earlier empirical 

findings in literature. It has been established that being a victim of workplace 

bullying cause severe mental health complaints, as well as an increased risk of sick 

leave or even stopping work altogether (e.g., Bonde et al., 2016; Boudrias et al., 

2021; Glambek et al., 2015; Løvvik et al., 2021). The present study provides evidence 

indicating that the aftermath of workplace bullying is, in fact, so severe that many 

have to seek help for their mental health complaints. Furthermore, the results from 

the present thesis show that victims of workplace bullying account for more than 25% 

of patients seeking medical healthcare for CMD, which further underlines the extent 

of the issue at hand. It also highlights the need for effective intervention programmes 

and treatment protocols to help reduce symptoms and increase workplace 

participation in this group. These patients seem to be worse off as compared to the 

general patient population, which again underlines the severeness of their problem 

and their need for treatment.  

4.2 Outcomes of workplace bullying 

In paper 1, it was found that victims of workplace bullying reported significantly 

more health complaints than patients not exposed to bullying. Among the victims of 

bullying, 70.7% presented with MDD, when diagnosed with criteria presented in the 

DSM-IV, as compared to 60.0% among non-exposed patients. This is similar to the 

findings of Tatar and Yüksel (2019), who found that 78.5% of patients exposed to 

workplace bullying could be diagnosed with MDD in accordance with the DSM-IV-

TR. Furthermore, the results from paper 1 also revealed that victims of workplace 

bullying experienced significantly more severe symptoms of depression (measured 
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with the BDI-II), symptoms of anxiety (measured with the BAI), and 

pseudoneurological-related complaints (measured with the SHC) compared to other 

patients. This is in line with previous research which has established a strong 

association between workplace bullying and mental health complaints (e.g., Bonde et 

al., 2016; Boudrias et al., 2021; Verkuil et al., 2015).  

These findings may be explained in several different ways. One possible explanation 

for why victims of workplace bullying experience significantly more mental health 

complaints could be explained by the CATS. According to the theory, being exposed 

to a threatening stressor, such as workplace bullying, can lead to sustained cognitive 

activation, which again could lead to impaired health. Sustained cognitive activation 

because of bullying exposure can cause increased sensitisation. It may lead to 

attentional bias, which can influence their thoughts and information regarding the 

bullying, being prioritised, and ultimately causing preservative cognition. This 

preservative cognition may manifest itself in rumination and worrying, both common 

in patients suffering from depression or anxiety. This may then cause further 

sustained activation (Brosschot, 2002; Nolen-Hoeksema, 2000; Wells & Matthews, 

1994). Some coping strategies (e.g., avoidance) that are used when trying to master 

negative thoughts can further contribute to sustained activation, health problems, and 

lack of a successful coping experience. Although coping strategies such as avoidance 

initially might reduce stress responses, they might still have negative consequences. 

The avoidance will lead to victims spending more time worrying and ruminating, 

which could potentially result in feelings of anxiety or depression (Eriksen & Olsen, 

2021). Previous studies have indicated that victims of workplace bullying tend to use 

more passive and negative coping styles than non-victims (e.g., Høgh & Dofradottir, 

2001; Ólafsson & Jóhannsdóttir, 2004). According to the CATS, response outcome 

expectancies may be positive (coping), negative (hopelessness), or none 

(helplessness) (Ursin & Eriksen, 2004). Given that outcome expectancies will affect 

physiological activation, victims of workplace bullying who expect to have a positive 

result when attempting to manage the bullying situation, will experience short-term 

phasic activation, which will lead to no harm (Ursin & Eriksen, 2004). Victims, who 

do not expects their attempts to manage the bullying situation to have any effect or 
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who expect that such attempts will lead to a negative result, will experience sustained 

activation which could lead to health problems (Ursin & Eriksen, 2004). However, 

considering the severity of workplace bullying as a stressor, one could postulate that 

it is more likely that a positive outcome expectancy will occur during the initial 

stages of the bullying process. This if the bullying behaviours that the victim is 

exposed to are of a low frequency and intensity (Mikkelsen et al., 2020). However, if 

the victim is subjected to prolonged exposure to workplace bullying or if the bullying 

is of a high frequency and intensity, it is more likely that this will result in victims 

experiencing no or negative outcome expectancy (Mikkelsen et al., 2020). This could 

also help explain why the victims of bullying also experience more subjective health 

complaints, in particular gastrointestinal complaints, pseudoneurological complaints, 

and flu complaints, compared to patients not exposed to workplace bullying. The 

sustained activation experienced by the victims of workplace bullying can cause 

enhanced activation via the immune, endocrine, cardiovascular, and autonomic 

nervous system, which can create strain on the individual’s organs, and lead to further 

somatic symptoms and diseases (Brosschot et al., 2006). These theoretical 

assumptions are in accordance with our findings from paper 1, were victims of 

bullying scored higher on gastrointestinal complaints, which could be explained by 

sustained activation, leading to strain on the gastrointestinal tract. Higher scores for 

flu symptoms could also be explained by sustained activation causing strain on the 

victim’s immune system. Thus, high comorbidity of health complaints among victims 

of workplace bullying could be explained by the CATS. 

A reversed relationship or a vicious circle of events between workplace bullying and 

mental health complaints has in longitudinal studies also been suggested as an 

explanation for why victims of workplace bullying experience more mental health 

complaints (Kivimäki et al., 2003; Loerbroks et al., 2015; Nielsen et al., 2012; 

Rodríguez-Muñoz et al., 2015). A reversed relationship would suggest that mental 

health problems at baseline could be associated with an increased risk of being 

exposed to workplace bullying at a later stage. Considering that patients who have 

experienced more mental health complaints often have a stronger recall bias, 

compared to patients with fewer complaints, they may be more sensitive to exposure 
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to workplace bullying (Colombo et al., 2020). However, there are also several 

longitudinal studies that does not find this reversed relationship (Trépanier et al., 

2015, 2016). A five-year longitudinal study by Einarsen and Nielsen (2015) 

examined the proposed long-term relationship between exposure to workplace 

bullying and mental health complaints. They found that baseline levels of depression 

and anxiety did not predict subsequent exposure to workplace bullying among 

women at follow-up, but baseline anxiety levels predicted exposure to bullying for 

men at follow-up. The findings from the study suggested that there was a reciprocal 

relationship for men between workplace bullying and anxiety, but the strength of the 

association seemed to indicate that the long-term relationship went from exposure to 

workplace bullying to subsequent mental health complaints which is in line with 

theoretical frameworks related to outcomes of trauma (Einarsen & Nielsen, 2015). 

One possible reason for the inconsistent results when investigating if there is a 

reversed relationship between mental health complaints and exposure to bullying 

could be the use of different indicators to measure health or the time interval in the 

studies (Boudrias et al., 2021). The contradictory results, together with few studies 

investigating the relationship, indicated that more research on this topic is needed.  

Our findings from paper 1 are in line with previous findings that have established a 

strong association between exposure to workplace bullying and health complaints 

(e.g., Boudrias et al., 2021; Buhaug et al., 2020; Lever et al., 2019; Mikkelsen et al., 

2020; Nielsen, Harris, et al., 2020). The severity of complaints reported further 

underlines the detrimental consequences of workplace bullying, as already 

pinpointed. This is further reflected in the results from paper 1, showing that almost 

twice as many victims of workplace bullying were on full-time sick leave (39.4%), 

compared to patients not exposed to bullying (20.3%). Furthermore, more patients 

who had not been exposed to bullying were combining work with partial sick leave 

(30.1%), compared to those who were victims of bullying (20.6%). These results 

indicate that victims of bullying seem to either stay in their job for as long possible or 

go on full-time sick leave. There are several possible explanations for this. Firstly, 

victims of bullying may try to stay at work for as long as possible, even when they 

might be too sick to be at work. Thus, when they first have to go on sick leave, they 
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may need full-time sick leave instead of combining work with partial sick leave. 

Secondly, it may be that full time sick leave is used as a coping strategy for victims, 

as a way of protecting themselves and coping with the bullying by limiting contact 

with the bully and related work situations (Nielsen, Indregard, et al., 2016; Ursin & 

Eriksen, 2004). However, when we examined patients’ sick leave over the preceding 

12 months in paper 1, the results did not indicate a significant difference between 

victims of workplace bullying and patients not exposed to bullying. This potentially 

suggest that employees exposed to workplace bullying report higher sickness 

presenteeism (i.e., working while sick) than employees not exposed to bullying 

(Mikkelsen et al., 2020). In a study by Ariza-Montes et al. (2021) it was suggested 

that different types of workplace bullying are associated with presenteeism and sick 

leave. This was investigated among employees in the cruise industry, and the results 

suggested that individuals exposed to work-related bullying behaviours were 

positively associated with presenteeism, while person-related bullying behaviours 

were negatively related. This could suggest that different types of workplace bullying 

may affect whether victims stay in their job longer than they should despite being too 

sick to work. A possible reason for the difference could be that if individuals 

experience work-related bullying such as constant criticism of their work, and an 

unreasonable workload or deadlines, they might show up to work even when sick out 

of fear that there will be repercussions if they are absent (Neto et al., 2017). Failure to 

attend work can, for example, reinforce the bully’s opinion about their work ability, 

aggravating the situation still further (Ariza-Montes et al., 2021). Thus, the victim 

may assume that being absent from their work will present an increased risk of the 

bullying situation to escalate (Conway et al., 2016; Hoel et al., 2020). However, if 

victims are exposed to person-related bullying behaviours like being ignored or 

excluded, or having gossip and rumours spread about them, they might choose to 

protect themselves by distancing themselves from the situation. Thus, this may result 

in them being absent from work rather than remaining when they are too sick to work 

(Ariza-Montes et al., 2021).  

The victims of workplace bullying were also found to have significantly lower scores 

on RTW-SE than patients who had not been exposed to workplace bullying. It is 
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plausible that exposure to workplace bullying may reduce the motivation to return to 

work and lessen victim’s belief in their own ability to manage future work situations. 

Victims are likely to perceive the prospect of returning to a work situation with 

potential bullying as being impossible to face. This is further reflected in the result 

that 74% of victims of workplace bullying preferred another job rather than to return 

to their existing one, compared to 45.7% of those that had not been exposed to 

workplace bullying. However, very few victims reported that they did not want to 

work at all (5.7%). The victims of workplace bullying also reported lower perceived 

work ability and lower levels of job satisfaction compared to patients not exposed to 

workplace bullying. This is in accordance with several other studies that have found 

that victims of workplace bullying seem to evaluate their own work ability as being 

lower (e.g., Olsen et al., 2017). Their lower perceived level of work ability is also 

reflected in a strong association between bullying and sick leave in a range of studies 

(e.g., Nielsen, Indregard, et al., 2016). Several studies have also found an association 

between workplace bullying and reduced job satisfaction (Arenas et al., 2015; Steele 

et al., 2020). It might not be too surprising considering that job satisfaction has been 

found to have a strong association with health outcomes such as psychological health 

complaints like anxiety and depression, with stress, and also with subjective physical 

illness like headache, digestive problems, muscle pain, and cardiovascular disease 

(Faragher et al., 2005), all of which are also associated with being a victim of 

workplace bullying. 

These findings support previous evidence indicating that workplace bullying can be 

seen as a severe social stressor, which is associated with detrimental consequences, 

both in the form of psychological distress and reduced well-being at work. These 

findings further highlight that victims of workplace bullying with CMD represent a 

vulnerable group that is in danger of involuntarily being excluded from working life. 

As well as that many patients seeking treatment for their mental health problems may 

present with exposure to workplace bullying as an additional problem and with a 

situation where the cause of their mental health problems, at least partially, may be 

found in their work situation itself. 
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4.3 The buffering effect of resilience 

The results from paper 2 showed that exposure to bullying behaviours is associated 

with lower RTW-SE scores. The results also indicated that levels of resilience are 

associated with an increase in RTW-SE scores, thus suggesting that higher resilience 

is associated with higher levels of RTW-SE irrespective of exposure to workplace 

bullying. This is to be expected and is in line with existing resilience literature, 

reporting that individuals with access to resilience resources are generally better 

equipped when encountering stressful situations (White et al., 2008), in addition to 

reporting fewer health complaints (White et al., 2008). So, in the face of adversity 

like bullying those with higher levels of resilience are less affected than those with 

lower levels of resilience. The results from paper 2, also showed that the relationship 

between exposure to bullying behaviours and RTW-SE among the sample was not 

moderated by resilience as a total scale. It was, however, moderated by the sub-

dimension of personal resilience. The results showed that personal resilience has a 

reversed buffering effect on the negative relationship between exposure to bullying 

behaviours and RTW-SE, with a stronger negative relationship between exposure to 

bullying behaviours and RTW-SE for patients who score higher on personal 

resilience compared to those with lower scores on personal resilience. Although the 

findings indicated that those scoring higher on personal resilience were better off in 

general, when compared to individuals with a lower score on personal resilience, they 

still seemed to be relatively more negatively affected by high exposure to bullying 

behaviours. It is however important to note that those with higher resilience scores 

that experienced bullying still score significantly higher than those with lower 

resilience scores that experienced bullying.  

These results contradict common notions that are based on stress theories such as the 

CATS. The results are, however, in accordance with recent empirical studies that 

consistently have found reversed buffering effects of internal mental resources, when 

individuals are exposed to bullying behaviours (e.g., Annor & Amponsah-Tawiah, 

2020; Britton et al., 2012; Hewett et al., 2018; Reknes et al., 2016). In a recent study, 

Reknes et al. (2016) investigated whether coping styles moderated the prospective 
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relationship between exposure to bullying and anxiety in a sample of nurses. The 

results suggested that goal-oriented coping only seemed to be beneficial for nurses 

when the exposure to bullying behaviours was very low, whereas when the exposure 

level was high, the effect of any of the coping style used by the participants in the 

study seemed to decline. These findings (e.g., Annor & Amponsah-Tawiah, 2020; 

Hewett et al., 2018; Reknes et al., 2016), combined with findings from paper 2, 

corroborate the notion that relative buffering effects associated with internal 

resources, such as personal resilience, may depend on the intensity and the nature of 

the stressor in question, in our case exposure to workplace bullying.  

The findings of our study, along with other recent empirical findings, could suggest 

that when it comes to such a strong and severe stressor as workplace bullying, the 

picture may be more complex than stated in the CATS. The GUTS states that it is not 

the perception of a threat that causes sustained activation, as proposed by the CATS, 

but rather general and prolonged lack of safety that might be perceived by the 

individual in the situation. This theory could help explain why some studies have 

found that depression can occur years after the bullying has ceased (Bonde et al., 

2016). This theory suggests that it is the individual’s feeling of unsafety that 

maintains the stress response initially caused by exposure to bullying behaviours 

(Brosschot et al., 2017). The maintained stress response will lead to prolonged stress 

activation (Brosschot et al., 2017). Based on this, one could speculate that exposure 

to bullying behaviours experienced by individuals high on copying resources could 

possibly influence them even more by creating even higher levels of uncertainty, 

which could, in turn, lead to impaired health. This could potentially be the case 

particularly for individuals who have a history of feeling a high degree of safety and 

who feel equipped to master the life stressors they have previously faced. This is also 

in line with bullying research which have suggested victims of workplace bullying 

may as the bullying progresses find themselves experiencing an almost complete lack 

of resources (e.g., loss of control, loss of social support, loss of coping strategies) 

(Zapf & Einarsen, 2005).  
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Based on the theory of shattered assumptions (Janoff-Bulman, 1989, 1992), it has 

been suggested that workplace bullying is a traumatic event, where prolonged 

exposure could lead to individuals’ most basic assumptions and cognitive schemas 

about how they perceive the world, other people and themselves being shattered 

(Mikkelsen & Einarsen, 2002). Janoff-Bulman (1989) proposed a model of the basic 

assumptions held by most people and seen as fundamental for mental well-being and 

good health. The three main assumptions are the benevolence of the world, 

meaningfulness of the world, and self-worth. The benevolence of the world refers to 

the extent to which individuals view the world either positively or negatively, and the 

extent to what which they think good events, as opposed to bad events happen. This 

category can be further divided into two other assumptions: the benevolence of the 

world and that of people. The more an individual believes in the benevolence of the 

world, the more likely they are to believe that the world is, in fact, a good place and 

that most people do not experience misfortunes, while if they believe in the 

benevolence of people, they are more likely to believe that most people are generally 

kind, caring, and have good intentions. Thus, they tend to underestimate their own 

vulnerability to misfortunes, and this protects them from experiencing stress, worries, 

and anxiety related to this type of threat (Janoff-Bulman, 1989; Janoff-Bulman & 

Frieze, 1983). One example would be that most people do not expect that they will 

get bullied in their workplace. However, when they experience being a victim of 

bullying behaviours in the workplace, this might shatter their assumptions and could 

potentially lead to feelings of unsafety.   

Meaningfulness of the world refers to whether the individual perceives the world as 

comprehensible and meaningful (Janoff-Bulman, 1989). This includes the 

individual’s beliefs about how positive and negative outcomes are distributed (Janoff-

Bulman, 1989). Janoff-Bulman (1989) proposed that in the western world, the 

majority of people will generally regard the world as just, predictable and 

controllable. However, this assumption might be shattered if an individual is exposed 

to a situation such as bullying behaviours as this might be perceived by the victim as 

a situation that is unjust, unpredictable and uncontrollable (Rodríguez-Muñoz et al., 

2010).  
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Self-worth refers to individuals’ beliefs about themselves (Janoff-Bulman, 1989). 

This category can be divided into three assumptions: an individual’s belief in their 

own self-worth (e.g., perceiving themself as a moral and decent person); self-

controllability (e.g., perceiving themself as someone who engages in appropriate 

behaviours); and chance (e.g., perceiving themself as more lucky or less lucky). Most 

individuals generally believe that they are decent and worthy, and they have 

reasonably high self-esteem. However, if one is a victim of bullying behaviours, these 

assumptions about self-worth could be shattered.   

Exposure to bullying behaviours may threaten the assumptions proposed by Janoff-

Bulman, due to the limited opportunity one might have to protect oneself from the 

situation when facing workplace bullying, thus, leading to assumptions about the 

benevolence and meaningfulness of the world, as well as self-worth, being shattered. 

When individuals experience that their assumptions about the world, other people and 

themselves no longer match the current situation, this could lead to them 

experiencing this as being very threatening and could result in a psychological crisis 

for the individuals concerned (Janoff-Bulman, 1992; Janoff-Bulman & Frieze, 1983). 

This will lead to individuals experiencing an elevated stress response as the 

fundamental schemas they already possess needs to be revised and rebuilt based on 

more viable core assumptions that are built on their new experiences. However, some 

victims find this more difficult than others and this could lead to them remaining in a 

chronic state of worry, anxiety, and cognitive confusion (Mikkelsen & Einarsen, 

2002). This is often seen with post-traumatic stress disorder (PTSD), which has been 

associated with workplace bullying (Nielsen, Tangen, et al., 2015). If the victims of 

exposure to bullying behaviours stay in this chronic state, they may experience 

prolonged activation, which could further lead to them experiencing increased levels 

of worry, anxiety, and depression. Thus, it could suggest that it is the feeling of 

insecurity the victim is experiencing when exposed to workplace bullying that could 

extend the stress response and result in them feeling a prolonged stress activation that 

could potentially override the protective resources the individual is possessing, like 

proposed by GUTS (Brosschot et al., 2017). Individuals that have a history of 

experiencing a high degree of insecurity when they encounter severe life stressors 
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may become relatively less affected by just another social stressor as this will not 

shatter the assumptions they have established about the world. While individuals that 

are used to successfully coping with stressors may experience more worry and 

insecurity as their feeling of safety is relatively more damaged when facing such a 

severe and uncontrollable stressor as workplace bullying. This could potentially 

explain the reversed buffer effect in which those high on personal resources may 

become relatively more affected compared to those who possess less resources.   

In their study, Hamre et al. (2020) investigated the relationship between accumulated 

long-term exposure to workplace bullying and subsequent changes in psychological 

hardiness in nurses over five years. Accumulated exposure to bulling behaviours over 

several years had a negative effect on psychological hardiness. Nurses who had been 

subjected to long-term exposure to bullying behaviours were more likely to display a 

decline in hardiness over time. Additionally, Hamre and colleagues’ study also found 

that nurses who scored lower on hardiness reported some degree of higher subsequent 

exposure to bullying behaviours. However, this relationship was not as strong as the 

reversed effect, which could indicate that workplace bullying is a stronger predictor 

when it comes to changes in hardiness, as compared to the ability of hardiness to 

predict subsequent exposure to bullying behaviours. Considering this finding and the 

reversed buffering effect that has often been found when exposure to bullying 

behaviours is high (e.g., Reknes et al., 2016), one could postulate that part of the 

reason for the reversed buffering effect could be personal protective effects 

potentially declining slightly over time when someone is subjected to this type of 

severe stressor. This is in accordance with Zapf and Einarsen (2005) who suggests 

that workplace bullying is a situation beyond the victim’s control and can be 

characterised by the victim experiencing an almost complete lack of resources.  

Interpersonal resilience, on the other hand, was not found to moderate the relationship 

in paper 2. While personal resilience is associated with internal resources, 

interpersonal resilience is associated with external resources, such as family relations 

and social support. Some studies have found a buffering effect for the relationship 

between exposure to bullying behaviours and different health and work outcomes 
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(e.g., mental distress, burnout and intention to leave a job) from external resources 

such as work-related social support and perceived organisational support (Djurkovic 

et al., 2008; Nielsen, Christensen, et al., 2020; Quine, 2001; Rossiter & Sochos, 

2018). Based on this, one could postulate that work-related social support, such as 

social support from co-workers or perceived organisational support, may be better 

suited as a protective buffer when an individual is exposed to a strong work-related 

stressor like workplace bullying, rather than social support from family and friends.  

4.4 The benefit of metacognitive therapy or cognitive 
behavioural therapy with work-focus 

The results from paper 3, showed that MCT or CBT with work-focus can be an 

effective treatment for victims of workplace bullying in terms of symptom reduction 

and increasing workplace participation. The victims of workplace bullying presented 

with a large improvement in depressive symptoms, anxiety symptoms and subjective 

health complaints, compared to victims of bullying in the wait-list control group who 

still had high scores at the end of the waiting period. The symptom reduction found in 

the present study is similar to findings from the studies conducted at the MEDIAN 

Klinik Berus in Germany (Schwickerath & Zapf, 2020). They also found a significant 

reduction in psychosomatic complaints, health symptoms and depressive moods after 

patients completed the treatment programme. However, while the MEDIAN Klinik 

admitted their patients for inpatient care treatment lasting six to eight weeks, the 

present study used, on average, 10.8 sessions, conducted at an outpatient clinic, 

thereby achieving a similar reduction in symptoms reduction with far fewer 

resources. The victims of workplace bullying had a similar level of symptom 

reduction to the patients who had not been exposed to workplace bullying, indicating 

that they both benefitted from MCT or CBT with work-focus. However, it is worth 

noting that the victims of workplace bullying reported significantly higher levels of 

mental health complaints and subjective health complaints than the other patients’ 

pre-treatment. The fact that several studies have found mental health complaints such 

as depression persisting for several years, regardless of whether the bullying has 

subsided or not (e.g., Bonde et al., 2016; Verkuil et al., 2015) only further highlights 
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the importance of providing an effective treatment programme for this vulnerable 

patient group. Our findings from the present study indicated that the symptoms of 

victims in the wait-list control group did not subside over the waiting period. Thus, it 

does not seem like these patients will get significantly better with time without 

treatment. 

The treatment also showed a good effect for the victims of bullying when it came to 

their belief in their own ability to function well at work, with the victims of 

workplace bullying showing a significantly higher RTW-SE score after completing 

the treatment, compared to victims in the wait-list control group. Based on recent 

findings, it has been suggested that the RTW-SE scale can predict individuals’ return 

to work (Gjengedal et al., 2021). An RTW-SE score between 1.0 and 3.7 is associated 

with no return to work; a score between 3.7 and 4.6 is associated with a partial return 

to work; and a score between 4.6 and 6 is associated with a full return to work. This 

would suggest that the victims of workplace bullying in the treatment group went 

from having a score of 2.96, which is associated with no return to work, to a score of 

4.31 post-treatment, which is associated with partial return to work. The victims in 

the wait-list control group did not improve from a score associated with no return to 

work, moving only from a score of 2.95 to 3.11. This further highlight that this is a 

vulnerable group who if untreated have elevated risk of withdrawal from work and 

potentially even from working life altogether.  

There was no significant difference between the victims of workplace bullying and 

patients not exposed to bullying when it came to a change in RTW-SE scores. 

However, there was a significant interaction effect between workplace bullying and 

age, indicating that younger patients had greater belief in their own ability to return to 

work after completing the treatment, regardless of being a victim or not. Whereas 

older patients on the other hand were more negatively affected when bullied and 

showed a smaller improvement in RTW-SE scores when they were victims of 

workplace bullying. A possible reason for this finding is that for victims of workplace 

bullying, it is often not an option to return to their current workplace, and many 

choose to change jobs to escape the bullying (Glambek et al., 2015). Yet, finding a 
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new workplace may be more challenging for older workers, who often end up staying 

with their organisation due to the limited opportunities they have in the labour market 

and due to a high level of organisational commitment (Ajayi, 2017; Mykletun, 2016). 

Nonetheless, it should be noted that this finding is based on secondary analysis and 

further studies are needed to explore the relationship between workplace bullying, 

RTW-SE and age. 

Treatment was also shown to be beneficial for increased workplace participation 

among patients either on full sick leave or combined work and sick leave pre-

treatment. However, our results indicated that there were significantly fewer among 

the victims of workplace bullying (45.7%) who were fully working post-treatment, 

compared to patients who had not been exposed to workplace bullying (66.0%). 

Thus, although the victims of workplace bullying benefitted from treatment, they did 

not benefit as much as the patients not exposed to bullying. This was particularly 

evident when it came to an increase in work participation, indicating that treating the 

health complaints of victims of workplace bullying seems to be relatively easier to 

achieve than increasing their work participation. There may be several reasons for 

this. For those that have been exposed to bullying changing workplace may be one of 

the solutions. Changing workplace may take longer than going back to the same job. 

It is possible that those exposed to bullying have more severe symptoms that takes 

longer to change. Additionally, it is possible that the victims of bullying may need a 

greater focus on work integrated to their treatment plan than the other patients at the 

clinic in order to be able to increase their work participation. If so, it may be of value 

to potentially add a tailored component to their treatment plan, with a focus on 

addressing the actual bullying scenario to a greater extent.  

Tehrani (2003) has suggested that to treat victims of workplace bullying, one should 

start with a thorough psychological assessment, to provide a baseline, and give the 

therapist an indication of the nature and severity of the victim’s conditions. At the 

end of the assessment, she recommends psychoeducation with information about 

workplace bullying and common health consequences that may follow. Tehrani 

recommends starting off with psychological debriefing about the victim’s 
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experiences. The debriefing will help to identify symptoms described in the 

psychological assessment, and the debrief will also examine the victim’s life before 

the bullying, to help give the therapist an overview of what the victim’s situation was 

like before the bullying started. During the debriefing the victim will also give a 

detailed factual description of the workplace bullying experiences, preferably with a 

focus on sensory experiences that may be associated with the bullying behaviours. 

This is because smells, sounds or mental images have an inherent power to trigger 

symptoms, such as intrusive thoughts or emotions (Tehrani, 2003). When the victim 

is retelling the story the second time, they are asked to recall any thoughts that 

occurred to them when exposed to the bullying behaviours, while during the third 

retelling they are asked to focus on the emotional responses to the thoughts and facts 

that have been identified and examined during the previous renditions of the story. 

The therapist should, by the end of the debriefing, be able to identify possible sensory 

triggers that are likely to cause symptoms to be re-experienced by the victim and 

which may trigger irrational thinking, all of which may delay recovery for the victim 

(Tehrani, 2003). CBT can be an efficient and helpful way of dealing with irrational 

thinking. 

 Another intervention proposed by Tehrani (2003) is narrative therapy, which builds 

on psychological debriefing. Narrative therapy is a tool to help victims tell their life 

stories in such a way that their experiences are understood and validated. When the 

victim is able to understand the story that has been constructed about the bullying 

during the debriefing, they will become more aware of their own tendencies to 

construct self-destructive stories related to their experiences. The goal with the 

therapy is to enable victims to accept that their experiences with workplace bullying 

are part of their life story but without allowing these to dominate or overshadow their 

life. However, this type of deconstructing and rewriting of the victim’s own 

experiences can potentially be difficult for some, and assistance from a therapist 

during this process may be needed. 

Another option that could also potentially be of value is to focus even more on a 

change of workplace for victims of workplace bullying if returning to their current 
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workplace is not a viable option. For most victims, a change of workplace will be at 

the better option for them, mitigating the danger of losing their foothold in working 

life. This is supported by the few studies that have examined treatment of victims of 

bullying, which suggest that victims who change their workplace and are no longer 

confronted with the bullies seem to benefit more from treatment than victims who 

stay (Schwickerath & Zapf, 2020). Schwickerath (2001) suggests that it is important 

to identify whether there is the option for victims to successfully return to their 

current work situation or whether the workplace bullying has reached a stage where 

there is no possibility of starting over. In the case of the latter, the goal should be for 

the victim to move to a new workplace. Thus, even if treatment is beneficial in terms 

of symptom reduction, this alone might not be enough to increase work participation 

if victims return to the same work situation. To help identify a new appropriate work 

situation for victims who need this they may benefit from a treatment plan that is 

combined with individual job support. Nevertheless, changing workplaces is often a 

very long and time-consuming process, and some victims of bullying may still be on 

sick leave at the end of the treatment. There is therefore a need for future studies to 

investigate this further, using a longer follow-up time than the present study.  

4.5 Methodological considerations 

4.5.1 Design, sample, and generalisability 
The present study was implemented in a naturalistic health care setting at an 

outpatient clinic specialising in mental health care services. Although the naturalistic 

health care design gives the study a high ecological validity, the absence of a 

randomised control trial (RCT) design could still be seen as a limitation. RCTs are 

seen as the gold standard for intervention studies and are among the most rigorous 

designs when determining whether there are causal relationships between treatments 

and outcomes, as well as when directly comparing the effectiveness of treatments 

(Essock et al., 2003; Sibbald & Roland, 1998). However, one advantage of a 

naturalist study design is that this is a better ecological validity, and more of a 

reflection of real-world practise than an RCT design. So, even though RCT has many 
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methodological advantages, it does not capture this aspect as well as a naturalistic 

study design. Another potential limitation of paper 3 is that therapists’ adherence to 

the treatment protocol was not monitored during the study because of the naturalistic 

design. It was therefore not possible to assess the degree to which therapists were 

able to integrate different elements of work-focused interventions (e.g., gradual 

exposure to work) and MCT or CBT.  

It is also worth mentioning that a possible limitation of the design of paper 1 and 

paper 2 is the cross-sectional design of these studies, which did not account for causal 

relationships between the study variables. 

The data used in papers 1, 2 and 3 were collected as part of an intake procedure at an 

outpatient mental health care clinic, and we were therefore able to get a fairly large 

sample size, with a high response rate. The large sample size and the design of the 

study made it possible to compare the benefits of treatment for victims of workplace 

bullying with a similar group, consisting of patients with CMD currently on or at risk 

of sick leave, who had not been exposed to bullying. As well as to make a 

comparison with a wait-list control group comprising of patients who were victims of 

workplace bullying still awaiting treatment. Since the clinic is part of the specialist 

health service for mental health in Norway, and given the long recruitment period, the 

sample could be said to be representative when describing the prevalence of victims 

of workplace bullying seeking mental healthcare services. It is also likely that the 

characteristics these patients display are representative as they are in accordance with 

the literature, where the strong association between workplace bullying and severe 

health complaints has already been established (e.g., Boudrias et al., 2021; Lever et 

al., 2019; Verkuil et al., 2015), as well as for an increased risk of sick leave (e.g., 

Nielsen, Indregard, et al., 2016). Nevertheless, the present thesis was only based on 

data from one clinic, which may limit the generalisability of our findings to other 

outpatient clinics. 
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4.5.2 Self-reported measures 
The data in the present thesis were collected pre-treatment (on admission and before 

the first session) and post-treatment using only self-reported measures. To measure 

levels of symptoms we used a well-known clinical interview method (MINI) and 

frequently used self-report questionnaires to measure levels of symptoms (BDI-II, 

BAI, and SHC) and to examine exposure to bullying behaviours (S-NAQ and NAQ-

R). However, it is worth noting that subjective measures are generally not as reliable 

as objective measures, and there is an increased risk of self-reporting bias (Althubaiti, 

2016). This could, for example, include individuals responding to the questionnaire in 

a socially desirable way or issues concerning recalling past events. However, self-

report measures may be the best measurement available for outcomes where it is not 

necessarily possible to measure objectively without the information being interpreted 

by others. This is particularly relevant for both the health- and work-related outcomes 

in papers 1, 2, and 3.  

Exposure to workplace bullying is mainly measured in the literature using self-report 

measures such as self-labelling and behavioural experience method, and it has been 

argued that perception of exposure to workplace bullying is subjective in its very 

nature. In paper 1, we measured the prevalence of workplace bullying with both self-

labelling and the behavioural experience method (e.g., S-NAQ), which is in line with 

recommendations given in the literature (Nielsen, Notelaers, et al., 2020; Nielsen et 

al., 2009), while in paper 2 and paper 3 only the behavioural experience method was 

used. Although the self-labelling procedure has high face- and construct validity 

(Nielsen, Notelaers, et al., 2020), there is also potentially a higher risk of 

underreporting as many respondents will have a high threshold for labelling 

themselves as victims of workplace bullying (Nielsen et al., 2009). The behavioural 

experience method, on the other hand, measures the frequency with which individuals 

have been exposed to various negative acts related to workplace bullying during the 

preceding six months. One could therefore suggest that this method might yield a 

more objective estimate when it comes to the prevalence of workplace bullying. By 

not having to refer to the concept of workplace bullying, but rather responding to the 

frequency of exposure to different negative acts, individuals may try to respond as 
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objectively as possible. Thus, they could potentially be less likely to attempt to 

respond to the questionnaire in a socially desirable way. The behavioural experience 

method yields a higher prevalence than self-labelling (Nielsen, Notelaers, et al., 

2020). Yet, it has been argued that although both methods are likely to provide valid 

information about workplace bullying, they supplement one another as they each 

measure somewhat different aspects of bullying (Nielsen et al., 2009). 

In the present thesis, a distinction has been made between victims of workplace 

bullying (paper 1 and paper 3) and patients not exposed to bullying behaviours (paper 

2). This is because in paper 1 and paper 3, we used cut-offs that were calculated for 

the S-NAQ based on validated cut-offs from the NAQ-R, in order to divide the 

patients into victims of workplace bullying and patients not exposed to workplace 

bullying. This was done so that we could compare the groups in terms of a number of 

different characteristics and evaluate whether they had similar benefits from the 

treatment offered. In paper 2, on the other hand, examination was made on whether 

there was a main effect between exposure to bullying behaviours and RTW-SE, and 

whether resilience could moderate this relationship. To be able to examine this 

hypothesis, the S-NAQ was used as a continuous variable for the regression analyses. 

For the moderation analyses it was categorised into three categories based on 

percentiles: low (16th percentile), moderate (50th percentile) and high (84th percentile). 

Percentiles were used rather than +/- 1 standard deviation (which is often used in 

moderation analyses), because this would have resulted in a score below the lowest 

possible score on the S-NAQ for the low exposure group. It was therefore decided 

that percentiles would be used instead.  

4.5.3 Multiple testing 
In paper 1 and paper 3, multiple comparisons were made of many outcome variables, 

where we compared victims of workplace bullying and patients not exposed to 

workplace bullying (paper 1 and paper 3), as well as victims of bullying receiving 

treatment, compared to a wait-list control group consisting of victims still awaiting 

treatment (paper 3). Thus, these results should be interpreted with some caution. 

However, most of the differences in our results had a significant level of p < .01, 
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except when comparing the benefits of treatment (paper 3) for victims of bullying and 

patients not exposed to bullying. Here, there were no significant differences between 

the groups after controlling for the baseline for respective scales, age and gender. To 

supplement the p-value in paper 1, the mean difference and confidence interval of the 

differences were added to the table containing the t-tests. In addition, it is worth 

noting that the findings were in line with previous findings from the literature, and 

thus it is possible to postulate that it might be less likely that these findings are a 

result of type I error due to multiple testing. 

4.6 Implications and directions for future research 

The findings from the present thesis have both theoretical and practical implications. 

The results of paper 2 showed a reversed buffering effect of personal resilience on the 

relationship between exposure to bullying behaviours and RTW-SE. Based on stress 

theories, such as the CATS, an individual with resilient qualities should be protected 

when exposed to a stressor such as workplace bullying. There have been several 

studies showing that resilience functions as a protective effect when individuals are 

exposed to other critical incidents and traumas (Friborg et al., 2006; Lee et al., 2014; 

Sinclair et al., 2016; Wingo et al., 2010). Based on our findings in paper 2 it seems as 

if also those with high personal resilience levels report low scores on RTW-SE when 

bullied. Their scores are, however, still significantly higher than for those with low 

resilience. The finding does indicate that bullying is a severe stressor which affects 

individuals that also have high levels of protective resources, which is in line with 

other resilience research. Severe stress or life events does affect all independent of 

their level of protection (Masten, 2021).   

Janoff-Bulman’s theory of shattered assumptions may be of interest in this relation 

particularly in relation to how victims of workplace bullying have been linked to 

post-traumatic stress (Mikkelsen & Einarsen, 2002; Rodríguez-Muñoz et al., 2010; 

Tehrani, 2004). One could here speculate whether workplace bullying should be 

considered as a trauma rather than merely a stressor? Nevertheless, the findings from 
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the present study indicates that those who have high levels of resilience, normally 

related to good health and well-being (White et al., 2008), seem to be relatively more 

negatively affected when exposed to high levels of bullying than those with low 

resilience. This finding is in accordance with resilience findings where severe stress 

affects all. But further research can help pinpoint specific reasons for the relationship 

between exposure to bullying behaviours, resilience, and RTW-SE, and thus promote 

a better understanding of these findings and also better understand how the effects of 

bullying may be explained. These findings should also be considered by therapists 

and those designing standardised treatment programmes so that one understands the 

severity of bullying exposure and its trauma-like experiences.   

The results from the present thesis also highlights that victims of workplace bullying 

are overrepresented among patients seeking treatment for CMD and who are either 

currently on or at risk of sick leave, with more than one in four presenting with an on-

going history of victimisation. The victims of workplace bullying present with higher 

levels of health complaints, and we found that almost twice as many were on full-

time sick leave, compared to patients not exposed to bullying. It is, however, 

important to note that most victims are motivated to stay in working life, but they do 

not wish to be at their current job. These findings have important implications for 

working with mental health patients and who provide treatment for these patients. 

Many of their patients may present with bullying experiences. 

The results from paper 3 provide novel findings by indicating that MCT or CBT with 

work-focus can be beneficial for victims of workplace bullying even if not being 

tailor-made for this group of patients. The results showed that victims had a similar 

level of symptom reduction as patients who had not been exposed to workplace 

bullying. The results also indicated that treatment was beneficial for increasing 

workplace participation among patients on sick leave, but it was not as beneficial for 

victims of bullying as for the other patients. These findings highlight that it could be 

of value for clinicians to identify patients who are victims of workplace bullying 

during assessment in order to address this during treatment. One important issue is to 

address if the workplace bullying has reached a point where it is not possible or 



 

 

86 

advisable to return to one’s original workplace. If so, the aim should be to help the 

sufferer move to a new workplace. The results of the present thesis indicate that 

victims of workplace bullying in the wait-list control group did not improve during 

the waiting period Although the time period is limited the finding supports that if left 

untreated, such vulnerable individuals may suffer detrimental health consequences 

and have a greater risk of involuntarily being excluded from working life. 

Another practical implication worth noting is that the victims of workplace bullying 

seem to benefit from approximately 10 therapy sessions which do not even need to be 

tailor-made for this vulnerable group. Such treatment requires less time and fewer 

resources, as compared to an inpatient clinic procedure where the patients are 

admitted for six to eight weeks (e.g., Schwickerath & Zapf, 2020). The current 

approach is a significant cost-saving option, especially if we take into account the 

societal cost of victims of bullying not receiving treatment and being at a high risk of 

sick leave and potentially involuntarily losing their foothold in working life. 

Future research in this field should examine the effects of MCT or CBT with work-

focus, using an RCT design, which is the gold standard when investigating effects. It 

is also of importance to examine whether the effects of treatment can withstand the 

passage of time in terms of symptom relief and increased work participation. It is 

plausible that some victims of workplace bullying may want to return to work but in a 

new workplace, and changing jobs is a time-consuming process. Thus, future research 

should examine the long-term effects of treatment with a longitudinal design. Future 

research in this field should also consider focus-group interviews to gain an insight 

into how treatment works by exploring patients’ experiences in the aftermath of 

treatment. 

4.7 Conclusion 

The findings of the present thesis show the detrimental consequences of exposure to 

workplace bullying and provides an important insight into a vulnerable group of 

employees who are at risk of losing their foothold in working life. More than one in 
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four patients with CMD currently on or at risk of sick leave who seek mental 

healthcare have an on-going history of being a victim of workplace bullying. Being a 

victim of workplace bullying has been shown to result in poor health, as well as 

severe negative consequences for the victim’s job satisfaction and work ability. It is 

also worth noting that even though resilience may strengthen RTW-SE for victims of 

workplace bullying, bullying is a detrimental stressor which seems to particularly 

affect individuals who present with relatively high levels of resilience when the 

outcome is RTW-SE. The results from the present thesis also support the benefits of 

MCT or CBT with work-focus when treating victims of workplace bullying. Thereby, 

indicating that this could be an effective treatment protocol for reducing symptoms 

and increasing workplace participation among victims of workplace bullying. It is 

worth noting, however, that significantly fewer victims of workplace bullying on sick 

leave were found to be able to fully return to work by the end of their treatment, 

compared to patients not exposed to workplace bullying. The present thesis also 

shows that the victims of workplace bullying did not improve over time without 

treatment, which underlines the importance of providing them with an efficacious 

treatment option to reduce their symptoms and help increase their workplace 

participation. If not treated, they are in great danger of losing their foothold in 

working life.   

Thus, the present thesis adds to the existing literature by providing evidence that 

victims of workplace bullying seem to be overrepresented among patients seeking 

mental health care treatment who are currently on or at risk of sick leave compared to 

the general population. As well as indicating that exposure to bullying behaviours 

seems to also negatively affect individuals presenting with relatively high levels of 

protective factors. The thesis also contributes to existing literature by being one of the 

few studies to investigate treatments of CMD for patients that have experienced the 

detrimental consequences of workplace bullying.  

However, there is a need for future research to investigate the effectiveness of the 

current treatment in an RCT and to evaluate the long-term effects of the treatment. It 

may also be of value for future studies to specifically implement a treatment element 
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targeting patients’ return to work for victims of workplace bullying. In addition, 

future studies should consider using focus groups to gain greater insight into patients’ 

experience of such treatment.   
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Background: Targets of workplace bullying tend to develop severe mental health
complaints, having increased risk of sick leave and expulsion from the workplace.
Hence, these individuals are likely to be overrepresented among patients seeking
treatment for common mental disorders (CMD). This study investigated the prevalence
of exposure to workplace bullying in a patient group seeking treatment for CMD.
Further we explored if exposed and non-exposed patients differed on clinical and work-
related characteristics.

Methods: The sample comprised of 675 patients from an outpatient clinic in Norway
and consisted of 70% women and had a mean age of 39 (SD = 10.5) years. The study
had a cross-sectional design and differences between the patient groups were analysed
using chi-square, Mann–Whitney U-tests and independent sample t-tests.

Results: The prevalence of exposure to bullying was 25.8%. The patients exposed
to bullying reported significantly more major depressive disorders (MDDs) measured
with the MINI psychiatric interview, higher levels of depressive symptoms, anxiety
symptoms, subjective health complaints, alcohol use, and lower resilience as measured
with questionnaires. Twice as many were on full-time sick leave, reported lower work
ability, lower return to work self-efficacy, and lower job satisfaction. A majority preferred
another job than the one they have today over returning to their current employment.

Conclusion: Victims of workplace bullying are a vulnerable group at risk of expulsion
from working life, being overrepresented among patients seeking mental health
treatment for CMD. One in four patients represented with such experience have higher
levels of psychological symptoms and are more often diagnosed with depression as
compared to other patients. Thus, this is a problem that should be addressed in
clinical settings. If not addressed there is an increased risk of sick leave and permanent
exclusion from working life.

Keywords: workplace bullying, common mental disorders, sick leave, health complaints, work
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INTRODUCTION

Common mental disorders (CMD) represents one of the leading
causes of long-term sick leave (Organization for Economic Co-
operation and Development (OECD), 2015), accounting for
roughly 20% of those on sick leave and one third of disability
pensions in the Norwegian working population (Organization
for Economic Co-operation and Development (OECD), 2015;
Brage and Nossen, 2017). While such sick leave is caused by a
range of factors onmultiple levels, several studies have established
a strong link between exposure to workplace bullying, mental
health and absenteeism fromwork (Lahelma et al., 2012; Einarsen
and Nielsen, 2014; Verkuil et al., 2015; Magee et al., 2017).
Among possible psychosocial work-related factors, exposure to
workplace bullying has been established as a major risk factor
for sick leave (Slany et al., 2014; Nielsen et al., 2016), as well as
of expulsion from the workplace, and potentially from working
life itself (Berthelsen et al., 2011; Glambek et al., 2015). Based
on previous research, individuals exposed to workplace bullying
represent a group with seemingly high levels of mental health
complaints. Moreover, if considering the increased risk of sick
leave and expulsion from the workplace, one could postulate that
these individuals would be highly represented among patients
seeking treatment for CMD. Hence, it is important to study the
prevalence of workplace bullying in this population of patients
and to explore how these individuals may or may not di�er
from other patients with CMD. To the best of our knowledge,
only one study Tatar and Yüksel (2019) has yet investigated
prevalence rates of workplace bullying in a clinical sample
consisting of patients with CMD. However, Tatar and Yüksel
(2019) included patients who had experienced bullying or other
forms of psychological trauma at the workplace, thus we still
lack knowledge of the prevalence of workplace bullying in the
population of patients on sick leave or at risk due to CMD.

Exposure to bullying is a prevalent problem in contemporary
working life that can be found across all professions and
industries with prevalence rates in the area of 5 to 20%, depending
on country, operational definitions and estimation methods (e.g.,
Nielsen et al., 2010; Zapf et al., 2020). Workplace bullying
can be described as a long-term process where the target is
subjected to systematic and unwanted negative behaviours at
work, be it from superiors or peers (Einarsen et al., 2011). The
exposure to these negative and unwanted behaviours can vary in
both intensity and duration as bullying typically escalates over
time (Einarsen, 2005). The said behaviours may be direct or
indirect, verbal or non-verbal and typically of an either work-
related or person-related nature, often involving some degree of
social exclusion. In addition, there is often a power imbalance
in the bully-victim relationship leading targets to experience
di�culties defending themselves (Einarsen and Skogstad, 1996;
Harvey et al., 2009).

Exposure to workplace bullying has been established as a
major source of distress and subsequently been identified as
an important contributory factor to severe health problems
in the working population (e.g., Kostev et al., 2014; Verkuil
et al., 2015). A growing body of evidence has established
that being exposed to such bullying tend to have a range of

detrimental e�ects on victims, hence also being a major work-
related predictor of mental, psychosomatic and to some extent
physical health problems (Vartia, 2001; Nielsen et al., 2012; Lever
et al., 2019). Symptoms include negative health conditions such
as, cardiovascular disease (Jacob and Kostev, 2017; Xu et al.,
2018), musculoskeletal pain (Høgh et al., 2011; Kääriä et al.,
2012; Buhaug et al., 2020), gastrointestinal symptoms (Lever
et al., 2019), sleep di�culties (Hansen et al., 2014; Verkuil
et al., 2015; Lever et al., 2019; Rodríguez-Muñoz et al., 2020),
symptoms of post-traumatic stress (Mikkelsen and Einarsen,
2002; Tatar and Yüksel, 2019), and general stress (Vartia, 2001),
in addition to being associated with an increase in CMD
(Verkuil et al., 2015; Finstad et al., 2019; Lo Presti et al., 2019;
Rodríguez-Muñoz et al., 2020).

Several longitudinal studies have shown that CMD, and other
negative health outcomes, persist over time even long after ones
exposure to workplace bullying (Lahelma et al., 2012; Nielsen
and Einarsen, 2012). For instance, a study by Bonde et al.
(2016) found that depressive disorders and sick leave resulting
from exposure to bullying persisted over several years, regardless
of whether the bullying had ceased or not. Considering these
facts, it is very likely that individuals who have experienced
bullying will need, seek, and receive treatment for their health
problems. It is therefore of value to investigate what characterises
these individuals and also to examine if their symptoms are of
greater or lesser severity or di�er from those patients without
bullying experience. Such information should be of great value
when assessing these patients’ treatments needs, when designing
treatment procedures and in helping them in order to be
able to return to work and avoiding expulsion from work
and working life.

The purpose of the present study was therefore to investigate
the prevalence of exposure to workplace bullying in a group
of patients on sick leave or at risk of being sick listed due to
CMD receiving treatment at an out-patient mental health clinic.
A secondary aim was to examine the characteristics of patients
currently or previously exposed to bullying at the workplace to
determine the extent to which they di�er from other patients
presenting with CMD. The following research questions (RQs)
will be examined: RQ1: What is the prevalence of exposure
to bullying in patients referred to an outpatient clinic due to
CMD? RQ2: Will patients exposed to bullying present with more
psychiatric disorders, or higher levels of depressive symptoms,
anxiety symptoms, subjective health complaints, alcohol use and
lower levels of resilience compared to the patients not exposed
to bullying? RQ3: Will patients exposed to bullying report
higher levels of sick leave, and lower levels of work ability, job
satisfaction and job preference (wishing to stay at their current
job, change jobs or not work at all) compared to the patients not
exposed to bullying?

MATERIALS AND METHODS

Participants and Procedure
A total of 675 patients were included in the study. Data
were collected in a naturalistic observational study in
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the project “The Norwegian studies of psychological
treatments and work (NOR-WORK)” in an outpatient
clinic at Diakonhjemmet Hospital in Oslo, Norway. The
clinic o�ers cognitive or metacognitive therapy with a
work focus and is a treatment option specialised for
individuals with anxiety and depression who are on
sick leave or at risk of exclusion from working life (for
description of the treatment programme see, Gjengedal et al.,
2020).

All patients included in the study were referred to the clinic by
GPs due tomild-to-moderate anxiety and/or depressive disorders
and were above the age of 18. The patients also had to be on
sick leave or at risk of sick leave to be included in the study and
the said treatment programme. Exclusion criteria were having
severe mental disorders (e.g., bipolar), a high risk of suicide or
substance abuse (including alcohol abuse). Data was obtained
from June 2017 through January 2019. A total of 998 potential
patients were assessed for inclusion in the study. Of these,
675 fulfilled the study inclusion criteria and consented to be a
part of the study.

Instruments
All participants completed a comprehensive paper-and-
pencil questionnaire at intake including background
variables in addition to a range of standardised instruments.
Background variables included age, gender, education,
and occupation.

Workplace Bullying

To measure exposure to bullying at the workplace we used
the Short version of the Negative Acts Questionnaire (S-NAQ;
Notelaers et al., 2019), which is a self-report measure consisting of
nine items describing the most typical negative acts experienced
by victim of bullying. Items are of a personal and social
nature (e.g., ‘spreading gossip and rumours about you’), or
a work-related nature (e.g., ‘persistent criticism of your work
and e�ort’). The scale was scored on a scale from 1 (never)
to 5 (daily) based on the last 6 months. The scale showed
satisfactory reliability in the form of internal stability (Cronbach’s
↵ = 0.88).

In addition to the S-NAQ, two single questions measuring
self-labelled victimisation fromworkplace bullying at the patients
current and previous workplaces was used. Response categories
are coded: “No,” “Yes, once or twice,” “Yes, now and then,” “Yes,
about once a week,” and “Yes, many times a week” (see also
Nielsen et al., 2020).

Identified victims were then asked to complete the full
version of the Negative Acts Questionnaire-Revised (NAQ-
R; Einarsen et al., 2009) focussing on when their exposure
was at its worst. This scale is the full version of the S-NAQ
questionnaire. The NAQ-R consists of 22 items, where the
items described negative acts directed at the individual (e.g.,
‘being humiliated or ridiculed in connection with your work’)
or at their work (e.g., ‘being withheld vital information’). The
behaviour can be both direct (e.g., ‘openly attacking the victim
verbally or physically’) and indirect (e.g., ‘social isolation’). Again,
responses are given from 1 (never) to 5 (daily). The scale showed

satisfactory reliability in the form of internal stability (Cronbach’s
↵ = 0.91).

Psychiatric Disorders, Health, and Resilience

The Mini-International Neuropsychiatric interview (MINI;
Sheehan et al., 1998) was used to identify psychiatric disorders
in this population. MINI is a structured diagnostic interview
assessing psychiatric disorders based on criteria of DSM-IV
(American Psychiatric Association, 1994) and ICD-10 (World
Health Organization, 1993). The interview is based on “yes” and
“no” answers and covers 15 axis I disorders and 1 axis II disorder.
This includes mood disorders (MDD and manic episodes),
anxiety disorders (panic disorder, agoraphobia, social phobia,
obsessive compulsive disorder, post-traumatic stress disorder,
and generalised anxiety disorder), eating disorders (anorexia and
bulimia), substance related disorders (alcohol and substances),
psychotic disorders, and antisocial personality disorder. For the
present study we used the Norwegian version of the MINI 6.0.0
(Leiknes et al., 2009).

The Beck Depression Inventory – II (BDI-II; Beck et al., 1996)
was used as a self-reported measure of depressive symptoms.
The scale consisted of 21 items measuring di�erent a�ective
and cognitive states, such as sadness and guilt, scored on a
four-point Likert scale from 0 (not at all) to 3 (severely – it
bothered me a lot), based on the patient’s state over the last
2 weeks. Based on sum scores, validated cut-o� scores of 13
for minimal depressive symptoms, � 14 for mild depressive
symptoms, � 20 for moderate depressive symptoms, and �29 for
severe depressive symptoms were used for descriptive purposes.
The scale showed satisfactory reliability in the form of internal
stability (Cronbach’s ↵ = 0.86).

The Beck Anxiety Inventory (BAI; Beck and Steer, 1990) was
used as a self-reported measure of anxiety. The scale consisted
of 21 items measuring anxiety symptoms scored on a four-
point Likert scale from 0 (not at all) to 3 (severely – it bothered
me a lot), based on the patient’s state over the last week.
Based on sum scores, validated cut-o� scores of 21 for low
levels of anxiety symptoms, � 22 for moderate levels of anxiety
symptoms and �36 for potential concerning levels of anxiety
symptoms were used for descriptive purposes. The scale showed
satisfactory reliability in the form of internal stability (Cronbach’s
↵ = 0.90).

The Subjective Health Complaints scale measured subjective
somatic and psychological complaints over the last 30 days (SHC;
Eriksen et al., 1999). The scale consisted of 29 items describing
di�erent common health complaints (e.g., musculoskeletal pain)
scored on a four-point scale ranging from 0 (no complaints) to
3 (serious complaints). The scale provided five sub-categories all
with satisfactory internal stability as measured with Cronbach’s
alpha; gastrointestinal complaints (7 items, Cronbach’s ↵ = 0.71),
musculoskeletal complaints (8 items, Cronbach’s ↵ = 0.77),
pseudoneurology (7 items, Cronbach’s ↵ = 0.68), allergy (5 items,
Cronbach’s ↵ = 0.52), and flu (2 items, Cronbach’s ↵ = 0.64), in
addition to a sum score for the total scale (29 items, Cronbach’s
↵ = 0.84).

The Alcohol Use Disorders Identification Test AUDIT was
used to screen for excessive drinking and alcohol use disorder
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(Saunders et al., 1993). This scale consisted of 10 items (e.g.,
“How often during the last year have you had a feeling of guilt
or remorse after drinking”). Eight items were scored on a five-
point scale and two items on a three-point scale. A score of
eight or above indicated a strong possibility of harmful levels of
alcohol consumption (Saunders et al., 1993). The scale showed
satisfactory reliability in the form of internal stability (Cronbach’s
↵ = 0.80).

To measure resilience the 33-item Resilience Scale for Adults
(RSA; Hjemdal et al., 2001; Friborg et al., 2003, 2005) was used.
Items (e.g., “My judgements and decisions”) were scored on a
seven-point scale ranging from 1 (e.g., “I often doubt”) to 7 (e.g.,
“I trust completely”). The scale consists of six factors that in
the current study was divided into two sub-dimensions: personal
resilience (20 items, Cronbach’s ↵ = 0.82) and interpersonal
resilience (13 items, Cronbach’s ↵ = 0.86), in addition to a sum
score for the total scale (33 items, Cronbach’s ↵ = 0.86).

Work

Employment status was measured using a single item with the
options “work with no benefits,” “combined work and sick leave,”
“full-time sick leave,” “unemployed,” “student,” “work assessment
allowance,” “disability pension,” “neither work nor pension,” and
“other.”

To measure work ability we used three items from the Work
Ability Index (WAI; Tuomi et al., 1998). The first item was
regarding sick leave the last 12 months with the options “no,”
“0–2 months,” “3–6 months,” and “7–12 months.” Current work
ability compared to life time best was scored on a scale from 1 (no
ability to work) to 10 (work ability at its best), while work ability
in relation to demands of the job, divided into physical demands
and psychological demands, were scored on a scale from 1 (very
poor) to 5 (very good).

Return to Work Self-E�cacy (RTW-SE; Lagerveld et al.,
2010; Gjengedal et al., in press) was used as a self-reported
measure of expectations concerning one’s own ability to return
to and function well when working fully (e.g., being able to set
boundaries, perform one’s work tasks, and being able to focus
while at work). The scale consisted of 11 items (e.g., “I will
be able to cope with setbacks”) scored on a six-point Likert
scale from 1 (totally disagree) to 6 (totally agree). A higher
score indicated a higher level of self-e�cacy. The scale showed
satisfactory reliability in the form of internal stability (Cronbach’s
↵ = 0.89).

Job satisfaction was measured with one single question
“Overall, how satisfied are you with your job?” scored on a
five-point scale from 1 (very satisfied) to 5 (very unsatisfied).

Job preferences was measured with one single question “If you
could choose to have any job, what would you prefer?” with three
response categories “prefer not working at all,” “prefer a di�erent
job,” and “prefer the job I have today.”

Statistical Analysis
For descriptive purposes we calculated the severity of exposure
to bullying among the self-labelled victims based on when the
exposure had been at its worstmeasured using theNAQ-R (scores
ranging from 22 to 110). This was calculated by using validated

cut-o� scores of 33 for occasionally exposed to bullying and 45 for
severely exposed to bullying (see Notelaers and Einarsen, 2013).
Further, we calculated the prevalence of exposure to bullying
by using the cut-o� values for the S-NAQ (scores ranging from
9 to 45). These were calculated based on the cut-o� values for
the NAQ-R divided by number of items included in the NAQ-R
before multiplying with number of items included in the S-NAQ.
For our analysis we divided the patients into not exposed to
bullying (S-NAQ score 13 or lower) and exposed to bullying.
Patients exposed to bullying were defined as patients scoring
above the cut-o� score for occasionally exposed to bullying (S-
NAQ score 14 or higher).

Responses to the open-ended item regarding occupation
were categorised using the Norwegian standard classification of
occupations (STYRK-08; Statistics Norway, 2011), which is based
on the International Standard Classification of Occupations 2008
(ISCO-08; International Labour O�ce, 2008). We did not test
for significant di�erences between the occupations for the two
patient groups due to too few cases in some occupational groups.

Preliminary analyses showed that all the variables were
normally distributed except for SHC and AUDIT who were
positively skewed. Thus, to explore the characteristics of the
patients exposed to bullying and to investigate if they di�er from
other patients with CMD we employed Mann–Whitney U-tests
and independent sample t-test for the continuous variables, and
Chi-square tests were used for categorical variables. Additionally,
we tested mean di�erence and Cohen’s d for the continuous
variables. Statistical analyses were conducted with SPSS version
25.0 (IBMCorp, 2017). The significance level was set to ↵ < 0.05.

Ethical Considerations
The present study was conducted in accordance with the Helsinki
Declaration and was approved by the Data Protection O�ce
at Oslo University Hospital (ref. nr.: 2015/15606). All patients
provided written informed consent.

RESULTS

Background
The sample consisted of 70.5% women (n = 476) and had a mean
age of 38.7 years (SD = 10.5; age ranged from 20 to 66 years).
There was no significant di�erence between the patients exposed
to bullying and the non-exposed patients for age or gender, nor
for education or marital status (Table 1). Further, we found the
largest di�erence in exposure to bullying among managers when
investigating occupations with almost twice as many managers
among those exposed to bullying.

Workplace Bullying
Many patients reported exposure to bullying, and one fourth
of the sample (25.8%) could be classified as being subjected
to systematic exposure to bullying – defined as scoring above
the cut-o� score for occasionally exposed to bullying using
S-NAQ scores (Table 2). The prevalence using self-labelling
for both current and previous workplace were lower than for
the S-NAQ, which is to be expected. However, among targets
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TABLE 1 | Background variables. Comparison between individuals exposed to bullying and non-targets tested with $2 tests for gender, marital status, and education,
and descriptive statistics for occupation (N = 634).

Exposed to
bullying
(n = 174)

Not bullied
(n = 460)

$ 2 Effect size p-value

% (n) % (n)

Gender 1.32 0.05 0.250

Female 66.7 (116) 71.7 (330)

Marital status 3.66 0.08 0.160

Single 32.0 (54) 31.7 (143)

Married/cohabitating 58.6 (99) 63.0 (284)

Separated/divorced 9.5 (16) 5.3 (24)

Education 3.48 0.08 0.324

Primary school 1.8 (3) 2.0 (9)

Upper secondary school 21.2 (36) 14.9 (68)

Higher education 1–4 years 35.9 (61) 39.1 (178)

Higher education > 4 years 41.2 (70) 44.0 (200)

Occupation

Managers 20.1 (35) 11.5 (53)

Professionals 44.3 (77) 58.3 (267)

Technicians and associate professionals 10.3 (18) 14.6 (61)

Clerical support workers 7.5 (13) 2.6 (12)

Service and sales workers 11.5 (20) 10.7 (48)

Skilled agricultural, forestry and fishery workers 0.6 (1) 0.4 (2)

Craft and related trade workers 3.4 (6) 1.1 (5)

Plant and machine operators, and assemblers 0.6 (1) 0.2 (1)

Elementary occupations 0.0 (0) 0.0 (0)

Armed forces and unspecified 1.1 (2) 2.4 (11)

For 2 ⇥ 2 tables phi coefficient is reported, while Cramer’s V is reported for tables larger than 2 ⇥ 2. Professionals include occupations such as engineering, health, and
teaching professions.

identified by self-labelling at a current or previous workplace
(n = 193), 33.7% could be classified as being severely exposed to
workplace bullying.

Psychiatric Disorders, Health, and
Resilience
Major depressive disorder and generalised anxiety disorder were
the most common diagnosis among the targets of bullying. The
prevalence of on-going MDD was significantly larger among
patients exposed to bullying compared to the non-exposed
patients (Table 3), while no significant di�erences between
the patient’s groups were seen for other psychiatric disorders
evaluated with the MINI. These results from the MINI were
also reflected in the scores for depressive and anxiety symptoms
(measured with BDI-II and BAI). The patients exposed to
bullying reported significantly more depressive and anxiety
symptoms compared to the non-exposed patients (Table 4).
According to predefined cut-o� values for depressive symptoms
as measured with BDI-II, 45.2% of the patients exposed to
bullying reported severe levels of depressive symptoms (BDI-
II score 29 or higher) in comparison to 34.7% of the non-
exposed patients [X2(3) = 9.75, p = 0.021, Cramer’s V = 0.13].
Further, 7.6% among the patients exposed to bullying could
be classified as having severe levels of anxiety symptoms
measured with BAI (BAI score 36 or higher) compared to 4.9%

among the non-exposed patients [X2(2) = 11.51, p = 0.003,
Cramer’s V = 0.14]. Additionally, patients exposed to bullying
reported significantly lower resilience scores (Table 4), as well as
reportingmore subjective health complaints, and a higher alcohol
consumption compared to the non-exposed patients (Table 5).

Work
There was a statistically significant di�erence in employment
status between the non-bullied and bullied. Almost twice as
many patients exposed to bullying were on full-time sick leave
compensation compared to the non-exposed patients, while
there was a larger percentage of the non-exposed patients who
combined work and sick leave, that is being partially on sick
leave (Table 6). No significant di�erence existed between the
groups when examining their self-reported sick leave over the last
12 months. Over all, the patients exposed to bullying reported
significantly poorer self-reported current work ability compared
to life time best (scale from 1 to 10, M = 3.99, SD = 2.67) as
compared to the non-exposed patients [M = 5.15, SD = 2.46;
t(621) = �5.07, p < 0.001]. The magnitude of the di�erences
in the means (mean di�erence = �1.15, 95% CI: �1.60 to
�0.71) was in the medium e�ect size range (Cohens d = �0.46).
Regarding work ability, targets of bullying reported a significantly
poorer ability to handle both the psychological and physiological
demands of their job as compared to other patients.
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TABLE 2 | Prevalence of exposure to bullying at the workplace measured with
Short-Negative Acts Questionnaire (S-NAQ) and self-labelling. Severity of
exposure to bullying measured with Negative Acts Questionnaire-Revised (NAQ-R)
(N = 661).

% (n) M (SD)

S-NAQ (last 6 months) 12.8 (5.2)

Not bullied 68.1 (460)

Occasionally exposed to bullying 14.5 (98)

Severe exposure to bullying 11.3 (76)

Self-labelling (current workplace)

No 83.4 (563)

Yes, once in a while 7.3 (49)

Yes, sometimes 4.6 (31)

Yes, once a week 0.9 (6)

Yes, several times a week 1.3 (9)

Self-labelling (previous workplace)

No 83.4 (563)

Yes, over a short time period 10.5 (71)

Yes, over a long time period 4.0 (27)

NAQ-R (exposure to bullying at its worst) 45.7 (14.7)

Not bullied 12.7 (21)

Occasionally exposed to bullying 27.7 (46)

Severe exposure to bullying 33.7 (56)

Further, patients exposed to bullying reported significantly
lower return to work self-e�cacy (RTW-SE) (scale from 1 to 6,
M = 3.03, SD = 0.89) than the non-exposed patients [M = 3.32,
SD = 0.98; t(629) = �3.42, p = 0.001]. The magnitude of the
di�erences in the means (mean di�erence = �0.29, 95% CI:
�0.46 to�0.12) was within the medium e�ect size range (Cohens
d = 0.30).

Targets of bullying reported significantly lower job
satisfaction, and a majority among them reported that they
would prefer another job than the one they have today, a
significant higher proportion than among the rest of the patients.
However, very few reported not wanting to work at all.

DISCUSSION

The results from the present study indicate a high prevalence
of exposure to bullying in patient populations with CMD
seeking treatment. As many as one in four had been subjected
to systematic exposure to bullying at work in the present
sample. Although patients exposed to workplace bullying
come from all kinds of professions and industries, descriptive
analysis indicated that there were almost twice as many
managers among the exposed patients as compared to non-
exposed patients. Previous findings indicate that bullying is
not more prevalent among managers (Skogstad et al., 2008).
The present findings may thus indicate that when managers
seek treatment for mental disorders, they are more likely
to do so because of exposure to bullying. We should take
note of the fact that patients seeking such treatment may be
managers with a history of bullying. Further, the prevalence
of major depressive disorders diagnosed with the psychiatric
interview (MINI) were higher in the patients exposed to bullying
than for the patients not exposed to bullying. Consistent
with this, they also reported higher levels of depressive and
anxiety symptoms, more subjective health complaints, and
higher levels of alcohol consumption than patients not exposed
to bullying. In addition to reporting lower job satisfaction
and lower work ability, as many as 74% reported that they
would prefer another job than the one they have today.
Hence, for these patients, return to work after sick leave is
more about returning to working life than about recovering
into ones existing job, which probably means facing their
predicament again.

The prevalence of systematic exposure to bullying in this
patient sample is quite high compared to the general population,
both when examining exposure to bullying and perceived
victimisation from bullying (self-labelling). The prevalence in
the Norwegian general population ranges from 4.6% (self-
labelling) to 14.3% (exposure to at least one negative act a
week) (Nielsen et al., 2009) compared to 14.1 and 25.8%,
respectively in the present study. As prevalence of bullying is

TABLE 3 | Psychiatric disorders as measured with the Mini-International Neuropsychiatric Interview (MINI). Comparison between individuals exposed to bullying and
non-targets tested with $2 tests (N = 634).

Exposed to
bullying (n = 174)

Not bullied
(n = 460)

$ 2 p-value Effect
size

% (n) % (n)

Diagnosis assessment (MINI)

Major depressive disorder (on going) 70.7 (123) 60.0 (276) 5.73 0.017 0.10

Major depressive disorder (previous) 23.0 (40) 26.1 (120) 0.49 0.485 �0.03

Major depressive disorder (reoccurring) 14.4 (25) 15.2 (70) 0.02 0.789 �0.01

Agoraphobia 17.2 (30) 12.8 (59) 1.69 0.194 0.06

Generalised anxiety disorder 46.0 (80) 46.3 (213) 0.00 1.000 0.00

Panic disorder 23.0 (40) 23.9 (110) 0.02 0.889 �0.01

Post-traumatic stress disorder 2.3 (4) 2.8 (13) 0.01 0.927a �0.02

Social phobia 17.8 (31) 14.8 (68) 0.67 0.414 0.04

For 2 ⇥ 2 tables phi coefficient is reported as effect size. a One cell had an expected cell count less than 5. Exact p value (Fischer’s exact test significance) was used.
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TABLE 4 | Depression, anxiety, and resilience. Comparison between individuals exposed to bullying and non-targets tested with independent-t-tests (N = 634).

Exposed to
bullying (n = 174)

Not bullied
(n = 460)

t-Value p-value Mean
difference

95% Confidence
interval of the
difference

Cohen’s d

Mean (SD) Mean (SD) Lower Upper

Depressive symptoms (BDI-II), 0–63 28.84 (9.45) 25.17 (8.52) 4.59 < 0.001 3.67 2.10 5.24 0.42

Anxiety symptoms (BAI), 0–63 20.79 (10.17) 18.21 (9.67) 2.73 0.007 2.58 0.72 4.44 0.26

Resilience, 33–231 140.06 (23.76) 145.33 (24.00) �2.29 0.023 �5.27 �9.79 �0.75 �0.22

Personal, 20–140 73.79 (15.93) 76.13 (16.84) �1.54 0.124 �2.35 �5.34 0.65 �0.14

Interpersonal, 13–91 66.66 (13.03) 69.06 (12.66) �2.02 0.044 �2.41 �4.74 �0.07 �0.19

TABLE 5 | Health and alcohol use. Comparison between individuals exposed to bullying and non-targets tested with Mann–Whitney U-tests (N = 634).

Exposed to
bullying
(n = 174)

Not bullied
(n = 460)

U-value z-value p-value Effect size

Median (SD) Median (SD)

Subjective health complaints, 0–87 25 (11.56) 21 (9.74) 22449.50 � 3.83 < 0.001 �0.17

Musculoskeletal, 0–24 7 (5.12) 6 (4.31) 31801.00 � 1.10 0.273 �0.05

Pseudoneurology, 0–21 10 (3.77) 10 (3.61) 32769.50 � 2.16 0.031 �0.09

Gastrointestinal, 0–21 4 (3.65) 3 (3.32) 27512.00 � 4.19 < 0.001 �0.17

Allergy, 0–15 2 (2.36) 1 (2.01) 33472.00 � 1.84 0.066 �0.07

Flu, 0–6 1 (1.40) 0 (1.26) 33215.00 � 2.55 0.011 �0.10

Alcohol use (AUDIT), 0–42 5 (5.00) 4 (3.91) 31952.50 � 2.04 0.042 �0.08

For Mann–Whitney U-tests r was reported as effect size.

generally low in Norway (see also Van de Vliert et al., 2013),
even higher proportions may be found in other countries.
This prevalence is also quite high compared to healthcare
workers in Europe, a sector known for having high prevalence
of bullying, where a systematic review by Lever et al. (2019)
found a mean prevalence of 18.4%. In a sample of patients
receiving psychiatric care for workplace traumas in out-patient
clinics in Turkey, as many as 43.3% reported exposure to
workplace bulling (Tatar and Yüksel, 2019). Prevalence rates
estimated from measure of exposure to negative acts such
as the NAQ-R or S-NAQ often varies between 10.0 and
17.0% in other countries (Zapf et al., 2020). It is also worth
pointing out that 33.7% self-labelled as being or having been
a victim of severe bullying in the present study’s patients
sample, while the same can only be said for about 6.8% in
the Norwegian general population (Nielsen et al., 2009). Thus,
these findings provide support to our presumptions that patients
on risk for or on sick leave seeking treatment for CMD
would have a high prevalence of exposure to bullying, both
currently when seeking treatment as well as a part of their
occupational history.

Patients exposed to bullying, reporting significantly more
health complaints than other patients. As many as 70.7%
presented with on-going MDD in accordance with criteria from
DSM-IV. The prevalence was significantly higher compared
to the non-exposed patients (60.0%). These results are similar
to findings from a study performed on out-patient clinics in
Turkey, where 78.5% of patients exposed to bullying could be

diagnosed with MDD in accordance with criteria from DSM-IV-
TR (Tatar and Yüksel, 2019).

Furthermore, severity of symptoms of depression (measured
with BDI-II) and anxiety (measured with BAI), as well as
pseudoneurology related complaints (measured with SHC), were
also significantly higher compared to the other non-exposed
patients and to the general Norwegian population (Statistics
Norway, 2012; Indregard et al., 2013; Kjærgaard et al., 2014).
Considering the detrimental e�ects caused by being exposed
to bullying found in previous studies (e.g., Lahelma et al.,
2012; Kostev et al., 2014; Lo Presti et al., 2019), the high
levels of depressive and anxiety symptoms among these patients
are not surprising. These findings are in accordance with
previous research where exposure to workplace bullying have
been associated with an increase in both depressive and anxiety
symptoms (e.g., Verkuil et al., 2015; Lo Presti et al., 2019).
When it came to subjective health complaints the exposed
group particularly reported higher levels of gastrointestinal
complaints. The high comorbidity of health complaints may
be explained in the framework of stress theories like The
Cognitive Activation Theory of Stress (CATS; Ursin and Eriksen,
2004). It suggests that individuals who has been exposed to
threatening behaviour with the experienced lack of coping, will
develop an increased sensitisation due to repeated exposure
to the stimulus (e.g., systematic exposure to bullying) (Ursin
and Eriksen, 2010; Ursin, 2014). Due to attentional bias the
individual’s thoughts and information regarding the bullying
will be prioritised, thereby causing a perseverative cognition,
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TABLE 6 | Sick leave, work ability and job satisfaction. Comparison between individuals exposed to bullying and non-targets tested with $2 tests (N = 634).

Exposed to
bullying
(n = 174)

Not bullied
(n = 460)

$ 2 Effect size p-value

% (n) % (n)

Employment status 24.06 0.20 <0.001

Work with no benefits 40.0 (68) 49.6 (222)

Combined work and sick leave 20.6 (35) 30.1 (135)

Full-time sick leave 39.4 (67) 20.3 (91)

Sick leave (last 12 months) 4.03 0.08 0.258

No 29.8 (48) 30.8 (131)

0–2 months 46.6 (75) 46.6 (198)

3–6 months 21.1 (34) 16.7 (71)

7–12 months 2.5 (4) 5.9 (25)

Job satisfaction 80.47 0.36 <0.001

Very satisfied 2.4 (4) 16.4 (73)

Satisfied 20.7 (34) 41.4 (184)

Neutral 30.5 (50) 24.5 (109)

Unsatisfied 26.2 (43) 13.1 (58)

Very unsatisfied 20.1 (33) 4.5 (20)

Job preference 46.11 0.28 <0.001

Prefer not working at all 5.7 (9) 2.6 (11)

Prefer a different job 73.9 (116) 45.7 (192)

Prefer the job I have today 20.4 (32) 51.7 (217)

Work ability in relation to job demands

Psychological demands 40.10 0.25 < 0.001

Very good 4.7 (8) 4.9 (22)

Good 5.8 (10) 19.0 (86)

Moderate 29.2 (50) 40.8 (185)

Poor 44.4 (76) 29.1 (132)

Very poor 15.8 (27) 6.2 (28)

Physiological demands 18.85 0.17 0.001

Very good 28.7 (49) 39.1 (176)

Good 34.5 (59) 38.0 (171)

Moderate 21.6 (37) 17.1 (77)

Poor 12.9 (22) 4.7 (21)

Very poor 2.3 (4) 1.1 (5)

For 2 ⇥ 2 tables phi coefficient is reported, while Cramer’s V is reported for tables larger than 2 ⇥ 2.

manifested in rumination and worrying, which may further lead
to a prolonged activation (Brosschot et al., 2006). This may again
lead to somatic complaints and diseases by causing increased
activation via the immune, endocrine, cardiovascular, and the
autonomic nervous system (Brosschot et al., 2006). This line
of argument is consistent with these patients scoring higher on
gastrointestinal complaints, which could be explained by the
enhanced activation of the autonomic nervous system causing
strain on their internal organs, such as the gastrointestinal
tract. While the increased flu symptoms could potentially be
explained by the sustained activation having a negative e�ect on
the immune system.

Based on CATS, having higher levels of resilience would help
the individual cope when exposed to stressors (e.g., exposure
to bullying) and protect against sustained activation. Yet, Zapf

and Einarsen (2005) argues strongly that exposure to ongoing
bullying will eventually lead to loss of coping resources, as also
shown empirically in a five year longitudinal study among nurses
where those targetted over many years showed a significant
reduction in the personality trait hardiness, a trait similar to
the concept of resilience (Hamre et al., 2020). In the present
data this may be reflected in our finding indicating that patients
exposed to bullying have lower levels of resilience, which also is
an explanation why the bullied display more health complaints
than the other non-exposed patients.

Earlier studies has found that workplace bullying is associated
with problematic levels of alcohol consumption (Nielsen et al.,
2018), which may be caused by elevated negative work
rumination, a mechanism found to relate to high consumption
of alcohol (Frone, 2015). Our findings indicated that the
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participants in this study did not have alcohol related problems
although the exposed patients did score significantly higher than
the non-exposed patients. It is thus not a level of concern in the
current dataset, but it is still a di�erence that may be clinically
useful to have in mind.

In accordance with previous studies the high prevalence
of depression, anxiety, and subjective health complaints
found for the patients exposed to bullying were considerable
compared to the non-exposed patients, thus supporting
our presumptions.

The exposed group evaluated their relation to work more
negatively which also is in line with established consequences
of workplace bullying (Nielsen and Einarsen, 2012), and may
even be expected in a group exposed to such a severe stressor at
their workplace. These patients, consistent with previous studies
(Olsen et al., 2017), evaluate their own work ability as being
low. The fact that these patients evaluate their own work ability
and their ability to handle the psychological demands of their
work poorer than other patients, could be part of the reason
why there was almost twice as many on full-time sick leave
among the patients exposed to bullying compared to the non-
exposed patients. This is consistent with previous findings in
both Norway (Nielsen et al., 2016) and other European countries
(Niedhammer et al., 2012) where workplace bullying has been
established as a major risk factor for sick leave. There were
almost twice as many among the bullied patients on full-time
sick leave compared to the other patients in the present study.
The high proportion of bullied patients currently on full-time
sick leave may indicate that sick leave is a way of coping
with the adversity of the bullying limiting the contact with
the bully and related adverse situations. However, the lack of
di�erence between the patient groups when examining their
sick leave over the last 12 months in the present study, may
relate to other findings showing that employees exposed to
bullying have higher sickness presenteeism than non-bullied
employees (e.g., Høgh et al., 2011). This could be a plausible
explanation for why there is not a di�erence in sick leave over
time. They stay at work as long as possible and when they
do not cope anymore, full-time sick leave is the only option.
The high amount of these patients on full-time sick leave can
also be reflected in their low RTW-SE scores, which measures
the individuals perceived ability and confidence regarding their
ability to handle expected demands when returning to work
(Lagerveld et al., 2010).

Workplace bullying has consistently been associated with
lowered job satisfaction (Arenas et al., 2015; Olsen et al., 2017),
which is also in line with our findings. Thus, our findings support
the notion that workplace bullying could be seen as a severe
work stressor associated with high levels of psychological distress
and reduced well-being at work. This is further exemplified
by the fact that as many as 74% of the patients exposed to
bullying said they preferred another job than the one they
had. It is however important to note that only 5.7% of these
patients preferred to not work at all. In comparison about half
of the non-exposed patients preferred another job and the other
half preferred to stay in their current job. All in all, this may
indicate that the problems of these patients are actually rooted

in their job situation more than what is typical for other patients
presenting with CMD.

Implications
The results from the present study highlights the role of
workplace bullying in patients seeking treatment for mental
disorders and who are at risk of exclusion from working life.
First of all, many patients seeking mental health treatment will
present with an on-going or a history of victimisation from
workplace bullying. It is important to note, however, that these
are generally motivated to stay in working life, but do not wish
to stay at their current job. They also have higher levels of mental
health complaints than non-exposed patients. Thus, it could be of
value to identify patients exposed to bullying in outpatient clinics
addressing these di�erences in the treatment. If not addressed
there is a risk of sick leave for these patients and subsequently
a risk of expulsion from the workplace and potentially working
life itself. It seems to be central to both identify those that
have been exposed to bullying among those that seek treatment
for CMD, and also develop good procedures for altering their
employment. Furthermore, when considering that as many as
one out of four individuals on sick leave or at risk due to
CMD seeking treatment are exposed to bullying, and that these
individuals seem to have more severe symptoms and almost twice
as many are on full-time sick leave when compared to the other
patients, suggests that bullying can become a substantial cost for
employers, and the society at large. It should therefore be a focus
on implementing intervention programmes in organisations as a
preventive measure for workplace bullying.

Strengths and Limitations
Some important strengths and limitations of the study must
be addressed. In this respect it is worth mentioning that the
study is compiled of a large number of well-established and
psychometrically sound instruments. Furthermore, to measure
mental health related complaints in this study we used a
well-known clinical interview and frequently used self-report
questionnaire to assess levels of symptoms (MINI, BDI-II, BAI,
and SHC). Additionally, to measure the prevalence of exposure
to workplace bullying we used both self-labelling as a victim of
workplace bullying and self-report of exposure to bullying, in line
with recent recommendations (Nielsen et al., 2020). However,
it should be mentioned that self-reported measures are not
considered to be as reliable as objective measures. Nevertheless,
most studies investigating workplace bullying examines perceived
exposure to bullying as one might argue that workplace bullying
is a concept that is subjective in its very nature.

Due to multiple comparisons on a large number of outcome
variables the results from the analyses comparing patients
exposed to bullying and non-exposed patients should be
interpreted with some caution. However, most of the di�erences
in our results had a significance level of p< 0.01. Another possible
limitation is the studies cross-sectional design, which does not
account for causal relationships between the study variables.
In addition, only one clinic was included in the study, which
may limit the generalisability of the study results to outpatient
clinics at large.
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CONCLUSION

The results from the present study provide an important insight
into a vulnerable group of patients who are at risk of losing
their foothold in working life. While being exposed to bullying
at the workplace may result in poor health, being exposed to
this type of negative behaviours can also have severe negative
consequences for the individuals work ability and job satisfaction.
This study contributes to the literature by providing evidence
that patients exposed to bullying seem to be overrepresented
among patients with CMD and they seem to have more severe
health complaints compared to other patients with CMD. This
in addition to experiencing more negative work outcomes and
almost twice as many being on full-time sick leave. Thus, this
sheds a light on a problem that should be addressed in clinical
settings to improve the treatment of these patients so to avoid
potential detrimental outcomes for the individual when this
issue is not addressed. Future studies should build on this by
examining causal relationships and investigating if and to what
extent psychological treatment have a similar curative e�ect on
those that are exposed to bullying as compared to other patients.
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Abstract: The study investigated relationships between exposure to bullying behaviours, re-
turn to work self-efficacy (RTW-SE) and resilience, and if resilience moderates the bullying-
RTW-SE relationship among patients on sick leave or at risk of sick leave due to common mental 
disorders (CMD). A sample of 675 patients treated in an outpatient clinic was analysed using 
regressions and moderation analyses by employing SPSS and the Process macro SPSS supple-
ment. The results showed a negative relationship between exposure to bullying behaviours and 
RTW-SE. There was also a positive main effect for resilience, as patients with high resilience 
score significantly higher on RTW-SE than patients with low resilience irrespective of levels of 
bullying. Further, the resilience sub-dimension personal resilience moderated the bullying-
RTW-SE relationship, while the sub-dimension interpersonal resilience did not. Patients high 
on personal resilience showed relatively lower RTW-SE scores when exposed to bullying behav-
iours, compared to those that were not bullied with high personal resilience levels. Hence, one 
should take note of the fact that even if resilience may strengthen RTW-SE, bullying is an ad-
verse event which particularly affects individuals who present with relatively high levels of re-
silience resources, at least when it comes to RTW-SE. 
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Introduction 

Workplace bullying has been established as a major pre-
dictor of health problems and impaired well-being among 
exposed employees1, 2). It is associated with a greater risk 
for sick leave3) and even for expulsion from the workplace 
and potentially from working life itself4–6). Some targets 
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may leave by changing jobs and seeking new employment, 
while some develop health problems to such degree that it 
prevents them from returning to work after periods of sick 
leave. Hence, it is important to study factors that may de-
crease or increase the chance that individuals exposed to 
bullying return to work or avoid long-term sick leave all 
together. Two such important psychological factors in this 
respect are return to work self-efficacy (RTW-SE) and re-
silience. To our knowledge, there are no studies investigat-
ing the relationship between exposure to bullying behav-
iours at the workplace and RTW-SE, as well as the role of 
resilience in this respect. Thus, the present study investi-
gates the relationship between exposure to bullying behav-
iours, resilience and RTW-SE in a highly relevant sample; 
patients on sick leave or at risk and in need of mental health 
treatment with return to work as an explicit aim. Further-
more, we examine the possible moderating effect of resili-
ence on the proposed relationship between exposure to bul-
lying behaviours and RTW-SE to shed light on the role of 
personal and interpersonal resilience factors in this pro-
posed relationship.  
Exposure to workplace bullying is about being subjected 

to systematic negative and unwanted behaviours at work 
over a prolonged period of time7). The negative behaviours 
involved tend first and foremost to be of a psychological 
nature and can include behaviours such as verbal hostility, 
obstruction of one’s work, and social exclusion. It typically 
escalates over time. Hence, exposure to bullying behav-
iours can vary in both intensity and frequency8). Further, 
there is often a power imbalance between the target and the 
perpetrator, which makes it difficult for the individual to 
defend themselves in the actual situations8–10). 
Exposure to bullying behaviours is a severe psychosocial 

stressor for most targeted and is considered one of the most 
harmful psychosocial stressors one can endure in the con-
temporary workplace11). Studies have established a strong 
association between such exposure to bullying behaviours 
and impaired health and well-being among employees1, 12–
14). It has been associated with health outcomes like physi-
ological symptoms, insomnia, and general stress2, 13, 15), and 
particularly with an increase in common mental disorders 
(CMD), such as anxiety and depression12, 16). Further, the 
psychological strain suffered by those exposed have been 
reported to include risk of post-traumatic stress disorder 
and risk of suicide even among men and women with no 
previous psychiatric disorders13, 17). A five-year follow-up 
study by Einarsen and Nielsen18), found that exposure to 
workplace bullying was a significant predictor of mental 
health problems, even after controlling for mental health 

problems at baseline. In a study among nurses, even low 
intensity workplace bullying predicted an increase in anxi-
ety one year after exposure19).  
Targets of workplace bullying typically become sick 

listed due to CMD, which may be related to the psycholog-
ical consequences of bullying or become part of a vicious 
circle of events3, 5, 14). CMD has become one of the leading 
causes of long-term sick leave and affects one out of six in 
the working population20). In the Norwegian working pop-
ulation, CMD accounts for roughly 20% of the sick leave 
and one third of the disability pensions21). The chance of 
succeeding in return to work (RTW) decreases with long-
term sick leave due to CMD, and only half of the individu-
als with a sick leave exceeding six months due to CMD are 
able to return to work22). 
One factor that have been found to be an important pre-

dictor for RTW for individuals with CMD is self-efficacy23–
25). Self-efficacy has been described as an individual’s be-
lief in their own ability to be successful in performing spe-
cific behaviours, such as being able to handle the demands 
of their job26). It has developed into a valuable concept in 
RTW research, where individuals on sick leave due to 
CMD with high levels of self-efficacy have been shown to 
return to work faster than those with low levels of self-ef-
ficacy23, 24, 27). In a systematic review by Nigatu et al.25) 
RTW-SE was an important prognostic factor for return to 
work in patients with CMD. Individuals with high levels of 
RTW-SE are more confident regarding their ability to han-
dle expected demands at work compared to individuals low 
on RTW-SE28).  
Against this background, we assumed that a considerable 

amount among patients presenting with CMD have experi-
enced workplace bullying, which then again may be a part 
of their problems in holding on to their job. Furthermore, 
experiencing bullying at work may in itself reduce RTW-
SE due to one’s real and perceived difficulties at work. 
However, to our knowledge, there have been no studies ex-
amining the relationship between exposure to bullying and 
RTW-SE, which is particularly relevant among patients 
with CMD on sick leave or at risk of such sick leave. 
Another highly interesting facet of factors in this respect 

is the said individual’s resilience. This concept is multidi-
mensional and consists of several factors and processes 
representing both internal and external resources that may 
influence outcomes when facing adversity29, 30). The inter-
nal resources comprise an array of different personal qual-
ities30); including e.g. perception of self, planned future, 
structured style, and social competence31). These internal 
resilience factors possess resources such as positive social 
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 skills, feelings of self-efficacy, a high self-esteem, and a ca-
pacity for organizing their own life. Both social compe-
tence and planned future have been indicated to be signifi-
cant predictors for lowered levels of psychological symp-
toms when exposed to stressful life events32). In addition, 
having a structured personal style has been associated with 
better coping when dealing with trauma33). For interper-
sonal resources, family cohesion and social resources focus 
on external resources, and are thought of as social sources 
of support that the individual has available when facing 
stressors. These types of interpersonal resources have also 
been found to be associated with better coping during 
stress31, 34). High levels of resilience seem to make individ-
uals better at dealing with general challenges and adversi-
ties in life31, 35). It has also been associated with less health 
complaints, both physiological and psychological, and with 
less perceived stress in general30, 36, 37). Few studies have 
examined the relationship between resilience and RTW, but 
some studies have suggested that resilience resources, such 
as social support, are associated with higher RTW38, 39). 
RTW-SE can be seen as a proxy for RTW and considering 
previous resilience research one may postulate that highly 
resilient individuals would be better at handling challenges 
and adversity related to work, and as such would be more 
likely to have higher RTW-SE as compared to less resilient 
individuals. To the best of our knowledge, no studies have 
investigated the relationship between resilience and RTW-
SE. Resilience research has identified both main and buff-
ering effects32, 40). The latter is often illustrated with the fact 
that having higher levels of personal or interpersonal resil-
ience, seem to protect the individual from adverse effects 
of exposure to a range of stressors32).  
Based on these findings one would expect that targets of 

bullying yet high on resilience should be more likely to 
keep up their RTW-SE even under higher levels of expo-
sure, as compared to targets low on resilience. In this case 
resilience should act as a moderator in the proposed bully-
ing-RTW-SE relationship. However, empirical studies ex-
amining the effect of personal dispositions, such as coping 
styles, and positive external resources, such as social sup-
port, have shown interesting, mixed and to some extent sur-
prising results as moderating factors of the bullying-health 
relationship. Reknes and colleagues41) investigated whether 
hardiness acted as a buffer for symptoms of anxiety and de-
pression when exposed to bullying behaviours. Their find-
ings indicated that when exposed to bullying behaviours 
non-hardy individuals reported an increase in anxiety, 
while hardy individuals reported lower levels of anxiety, 
regardless of degree of exposure. There was, however, no 

buffering effect of hardiness in relation to depression. In 
addition, social support has also been found by some stud-
ies to have a buffering effect in relation to stressors like 
workplace bullying42, 43). Several newer studies contradict 
this. For instance, a study by Nielsen, Gjerstad, Jacobsen, 
and Einarsen44) examined the relationship between one’s 
perceived ability to defend oneself when exposed to bully-
ing and anxiety symptoms. The results suggested that the 
ability to defend oneself seemed to have a protective effect 
when there was no or low exposure of bullying behaviours. 
However, under high exposure to bullying behaviours, the 
protective buffering effect disappeared. In fact, individuals 
with a high ability to defend themselves had a larger in-
crease in anxiety when moving from low to high exposure 
to bullying behaviours compared to individuals who felt 
unable to defend themselves. This result is supported by 
several other studies investigating other likely and related 
buffer factors such as coping styles45, 46) and optimism47), 
which all have found that these protective factors in fact did 
not protect the individuals who were exposed to high levels 
of bullying behaviours. Some of these studies did however 
show a protective main effect between the buffer factor and 
mental health complaints44, 45, 47). These findings, together 
with Nielsen and colleagues44) findings, suggest that being 
exposed to a severe social stressor, such as bullying, will 
have negative effects also for those that generally have the 
resources to cope well with stress. In fact, according to 
these studies, individuals who have more protective re-
sources seem to be relatively more negatively affected than 
individuals with less protective resources when under high 
exposure. A possible explanation is that some types of 
stressors, in particular interpersonal mistreatment such as 
workplace bullying, have a general negative affect on all 
those exposed, yet individuals with high abilities to deal 
with stressors may be relatively more overwhelmed and 
surprised when being exposed to bullying and hence rela-
tively more affected.  
Against this backdrop, one may postulate that patients 

exposed to high levels of bullying behaviours will experi-
ence a lack of protective buffering effect from resilience. 
We therefore hypothesised that high exposure to bullying 
behaviours will have a negative direct relationship with 
RTW-SE (H1). Further, there will be a positive main effect 
of resilience (H2), where individuals with high resilience 
scores will score higher on RTW-SE irrespective of levels 
of bullying. Finally, we hypothesised that resilience will 
show a reversed buffering effect for the bullying-RTW-SE 
relationship (H3), where a particularly strong negative re-
lationship exists between bullying and RTW-SE for those 
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high on resilience11, 44). See Fig. 1 for theoretical model.  

Material and Methods 

Participants and Procedure 
A total of 998 potential patients were originally referred 

to the clinic during the inclusion period. In accordance with 
current clinics standard intake procedure patients with se-
vere mental disorders (e.g., bipolar or psychosis), high risk 
of suicide or substance abuse were not assessed and re-
ferred to appropriate treatment in other clinics. Those of-
fered treatment were then asked consent to take part in the 
research. To be included in this study the patient had to be 
employed, be above the age of 18, referred to the clinic due 
to mild-to-moderate depressive disorder and/or an anxiety 
disorder, and be on sick leave or at risk of sick leave. This 
resulted in a sample of 675 patients that were included in 
the present study. The data was collected from June 2017 
through January 2019. The patients completed the ques-
tionnaires at intake.  
The clinic offers treatment for depression and anxiety 

disorders for individuals who are on or at risk of sick leave, 
as determined by their general practitioner (GP). The pa-
tients were diagnosed by the clinical psychologists and psy-
chiatrist responsible for treatment diagnoses in accordance 
with the national guidelines for assessment in secondary 
care and the International Classification of Diseases-1048). 
As previously reported in Aarestad et al.49), the two most 
common psychiatric diagnosis among the patients where 
major depressive disorder and generalised anxiety disorder. 

In the sample 48.3% of the patients were fully working, 
24.1% were on full sick leave, and 27.6% were combining 
work and partial sick leave. The patients had a number of 
different occupations, but a majority belonged to occupa-
tions classified by the Norwegian standard classification of 
occupations as professionals (e.g., engineering, health or 
teaching professions) followed by the category managers. 
For more information about the sample please see Aarestad 
et al.49) 
The clinic mainly uses cognitive behavioural therapy 

(CBT) and metacognitive therapy (MCT) with an added 
work-focus, which is in line with the clinics focal point; 
return to work. Both these treatments deal with maladaptive 
cognitions, while CBT focuses on challenging maladaptive 
thoughts and behaviours (e.g., reducing emotional distress, 
modifying problematic behaviour)50), MCT focuses on 
challenging metacognitions and psychological processes 
(e.g., rumination, worrying)51). Medication was prescribed 
by the patients GP in accordance with national clinical 
guidelines. 
Instruments 
At intake, all participants completed a comprehensive 

questionnaire including demographic variables in addition 
to a range of standardised instruments. All the instruments 
have shown satisfactory reliability and validity (see Table 
1 for further information on mean values and standard de-
viations in these scales. See also Aarestad et al.49) for more 
information on the sample). 
Resilience Scale for Adults (RSA) 
The RSA31, 33, 34) is a self-report global measure of 

Fig. 1. Theoretical model showing the proposed relationships between exposure to bullying behaviours 
(S-NAQ) and return to work self-efficacy (RTW-SE), and resilience and RTW-SE. As well as, the proposed 
reversed buffering effect of resilience on the bullying-RTW-SE relationship. 
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resilience, consisting of 33 items (e.g., “My personal prob-
lems”) scored on a scale from 1 (e.g., “are unsolvable”) to 
7 (e.g., “I know how to solve”). The scale was divided into 
two sub-dimensions: personal resilience (20 items, 
Cronbach’s α=0.82) and interpersonal resilience (13 items, 
Cronbach’s α=0.86), in addition to a sum score for the total 
scale (33 items, Cronbach’s α=0.86).  
Return to Work Self-Efficacy (RTW-SE) 
The RTW-SE scale28, 52) is a self-report measure of ex-

pectations concerning one’s own ability to function well at 
work, such as being able to set boundaries, perform one’s 
work tasks, and being able to focus while at work. This 
scale has been specifically developed to measure work re-
lated self-efficacy in the return to work process for individ-
uals suffering from a CMD28). Thus, for patients working 
fully the questionnaire is likely to reflect an evaluation of 
their current work function28). The scale consists of 11 
items (e.g., “I will be able to cope with setbacks”) scored 
on a Likert scale from 1 (totally disagree) to 6 (totally 
agree). A higher score indicated a higher level of self-effi-
cacy in relation to one’s work situation. RTW-SE scores be-
tween 4.6–6.0 can be categorized as high, scores between 
3.7–4.6, as moderate and scores of 1–3.7 as low52). Since 
patients were working or on sick leave when they answered 
the scale, we did not refer to the scale as RTW-SE when in 
contact with the patients. The scale showed satisfactory re-
liability in the form of internal stability (Cronbach’s 
α=0.89).  
Short version of the Negative Acts Questionnaire (S-

NAQ) 
The S-NAQ53) is a self-report measure of exposure to 

bullying behaviours in the workplace. The scale consists of 
nine items, describing typical bullying acts directed at the 
individual personally and socially (e.g., ‘being ignored or 
excluded’) or at their work situation and work efforts (e.g., 
‘being withheld vital information’). Based on their experi-
ences over the last six months the scale was scored on a 
scale from 1 (never) to 5 (daily). Patients who had been on 
sick leave or away from work during this time were asked 
to answer based on the last six months before their sick 
leave. The scale showed satisfactory reliability in the form 
of internal stability (Cronbach’s α=0.88).  
The Beck Depression Inventory-II (BDI-II) 
BDI-II54) is a self-reported measure of depressive symp-

toms and consists of 21 items measuring different affective 
and cognitive states, such as self-criticalness and sadness. 
Each item is rated on a four-point Likert scale ranging from 
0 (not at all) to 3 (severely – it bothered me a lot) based on 
the patient’s state over the last two weeks. For descriptive 

purposes we used validated cut-off scores of ≤13 for mini-
mal depressive symptoms, ≥14 for mild depressive symp-
toms, ≥20 for moderate depressive symptoms, and ≥29 for 
severe depressive symptoms. The scale showed satisfac-
tory reliability in the form of internal stability (Cronbach’s 
α=0.86). 
The Beck Anxiety Inventory (BAI) 
BAI55) is a self-reported measure of anxiety and consists 

of 21 items measuring anxiety symptoms. Each item is 
rated on a four-point Likert scale from 0 (not at all) to 3 
(severely – it bothered me a lot) based on the patient’s state 
over the last week. For descriptive purposes we used vali-
dated cut-off scores of ≤21 for low levels of anxiety symp-
toms, ≥22 for moderate levels of anxiety symptoms and 
≥36 for potential concerning levels of anxiety symptoms 
were used for descriptive purposes. The scale showed sat-
isfactory reliability in the form of internal stability 
(Cronbach’s α=0.90). 
Statistical Analysis 
Statistical analyses were conducted with SPSS version 

25.056) and the PROCESS macro 3.0 SPSS supplement57). 
Pearson’s correlation analyses (continuous variables) and 
independent-samples t-tests (categorical variables) were 
employed to examine the relationship between the depend-
ent variable (RTW-SE), the predictor variable (S-NAQ), 
the moderator variables RSA total scale and RSA personal 
and interpersonal dimensions, and demographics (age and 
gender). To examine if exposure to bullying behaviours 
predict RTW-SE (H1) and if resilience (as a total scale and 
the two sub-dimensions: personal and interpersonal) pre-
dict RTW-SE (H2) we used a four-step regression analyses. 
In the first step we entered the control variables, age and 
gender, while S-NAQ was entered in the second step. In the 
third step we added the RSA total scale, and in the fourth 
step we added the interaction term (S-NAQ×RSA total 
scale). Model 1 in the PROCESS macro supplement was 
used to test the moderating effect of resilience (H3) on the 
proposed S-NAQ-RTW-SE relationship, as well as to in-
vestigate the nature of the moderation employing a simple 
slope test. In addition, we chose to investigate the two sub-
dimensions personal and interpersonal resilience in sepa-
rate analyses. To categorise resilience, we divided the pa-
tients into three groups using percentiles: low (16th percen-
tile), moderate (50th percentile), and high (84th percentile) 
resilience. The plot was derived from the moderation anal-
ysis, and scores were plotted using the above-mentioned 
percentile groups for resilience and exposure to bullying 
behaviours. The variables were centred prior to the anal-
yses.  
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Ethical considerations 
The study was conducted in accordance with the Hel-

sinki Declaration and was approved by the Data Protection 
Office at Oslo University Hospital (ref. nr.: 2015/15606). 
All patients provided written informed consent.  

Results 

Descriptive Statistics and Correlations  
The patient sample comprised 70.5% women (n=476) 

and 29.5% men (n=199), with a mean age of 38.7 years 
(SD=10.5; age ranged from 20 to 66 years). According to 
the predefined cut-off values for depressive symptoms as 
measured with BDI-II , 5.3%, could be classified as having 
minimal depressive symptoms, 16.1% mild depressive 
symptoms, 36.1% moderate depressive symptoms, and 
35.7% severe depressive symptoms. Following the prede-
fined cut-off values for anxiety symptoms as measured 
with BAI, 54.8% could be classified as having low anxiety 
symptoms, 25.6% having moderate anxiety symptoms, and 
5.3% presenting with severe anxiety symptoms. The Pear-
son’s correlations, means, and standard deviations (SD), 
between the variables included in the moderation model 
and the internal consistency are presented in Table 1. As 
expected, there was a significant negative correlation be-
tween the S-NAQ and RTW-SE. There was also a signifi-
cant positive correlation between RTW-SE and the RSA to-
tal scale, as well as with both RSA sub-dimensions, with 
interpersonal resilience showing a weaker correlation than 
personal resilience. However, there was no significant cor-
relation between the S-NAQ and the RSA total scale, nor 
with the two RSA sub-dimensions. 
The Bullying Behaviours - RTW-SE Relationship 
The results of the regression analysis showed that there 

was a significant main effect of S-NAQ on RTW-SE (F (3, 
641) = 6.05, p<0.001), controlling for age (Table 2). Expo-
sure to bullying behaviours explained 2.3% of the variance 
in RTW-SE after controlling for age. 
The Resilience – RTW-SE Relationship 
The results of the regression analysis showed a signifi-

cant main effect of the RSA total scale (F (4, 640) = 19.94, 
p<0.001), as well as for personal resilience (F (4, 640) = 
29.10, p<0.001), and interpersonal resilience on RTW-SE 
(F (4, 637) = 5.84, p<0.001) respectively, controlling for 
age and S-NAQ (Table 2). Resilience as a total scale ex-
plained 10.5% of the variance in RTW-SE after controlling 
for age and S-NAQ. Personal resilience explained 14.9%, 
and interpersonal resilience explained 2.9% of the variance 
when analysed separately. To sum up, higher levels of 

resilience predicted higher levels of RTW-SE, even when 
controlling for age and levels of bullying. 
Resilience as a Moderator 
The relationship between S-NAQ and RTW-SE was not 

moderated by the RSA total scale, controlling for age. 
However, when examining the two sub-dimensions sepa-
rately, the S-NAQ–RTW-SE relationship was moderated 
by personal resilience, controlling for age (Fig. 2). The 
model explained 16.0% of the variance for RTW-SE, where 
of 0.6% was explained by the interaction. The slope was 
significant for those with a high (B=-0.32, SE=0.07, t=-
4.46, p<0.001) and moderate personal resilience score (B=-
0.20, SE=0.06, t=-3.31, p<0.01), but it was not significant 
for those with a low personal resilience score (B=-0.10, 
SE=0.08, t=-1.22, p>0.05). Interpersonal resilience did not 
moderate the relationship. See Table 2 for interaction ef-
fects. 

Discussion 

The present study investigated relationships between ex-
posure to bullying behaviours, resilience and return to work 
self-efficacy (RTW-SE), and the possible moderating effect 
of resilience on the proposed relationship between expo-
sure to bullying behaviours and RTW-SE. In accordance 
with the hypotheses, the results showed a negative relation-
ship between exposure to bullying behaviours and RTW-
SE scores (H1). There was also support for a positive main 
effect of resilience (H2), indicating that patients with 
higher scores of resilience had higher scores on RTW-SE 
irrespective of levels of bullying compared to those with 
low resilience scores. Further, there was partial support for 
H3, the results showed that personal resilience, but not in-
terpersonal resilience, moderated the negative relationship 
between exposure to bullying behaviours and RTW-SE, yet 
in the form of a reversed buffering effect where personal 
resilience moderated the relationship among those with a 
high score on personal resilience.  
Hence, a negative relationship existed between exposure 

to bullying behaviours and RTW-SE. The patients in the 
present study had a mean RTW-SE score that is under the 
suggested cut-off of 3.7 for a low score52). Based on the 
negative correlation between exposure to bullying and 
RTW-SE it could be suggested that patients exposed to se-
vere bullying have a particularly low confidence in their 
ability to return to work, indicating a high risk of not actu-
ally returning. When interpreting the results, it should nev-
ertheless be mentioned that the R-square value was quite 
low. However, this is quite common and to be expected in 
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Table 2. Four-step regression analysis of age, exposure to bullying (S-NAQ), and resilience with return to work 
self-efficacy (RTW-SE) as dependent variable. We ran three separate analyses for resilience to examine both 
the RSA total scale and the two RSA dimensions – personal and interpersonal. 

Fig. 2. Personal resilience as a moderator in the bullying-return to work self-efficacy relationship 
(N=645). The variables were mean centred prior to analysis. 

RSA total scale (N=645) RSA Personal (N=645) RSA Interpersonal (N=642)

β SE t R2 ΔR2 β SE t R2 ΔR2 β SE t R2 ΔR2

Step 1 0.00 0.00 0.00

Age -0.06 0.00 -1.42 -0.06 0.00 -1.42 -0.05 0.00 -1.33

Gender 0.03 0.08 0.87 0.03 0.08 0.87 0.04 0.08 0.93

Step 2 0.03 0.02 0.03 0.02 0.03 0.02

Age -0.05 0.00 -1.15 -0.05 0.00 -1.15 -0.04 0.00 -1.05

Gender 0.04 0.08 0.98 0.04 0.08 0.98 0.04 0.08 1.04

S-NAQ -0.15 0.04 -3.92 *** -0.15 0.04 -3.92 *** -0.15 0.04 -3.94 ***

Step 3 0.11 0.11 0.15 0.15 0.04 0.03

Age -0.07 0.00 -1.96 -0.11 0.00 -2.84 ** -0.04 0.00 -1.00

Gender 0.04 0.08 1.11 0.04 0.08 1.05 0.04 0.08 1.09

S-NAQ -0 .14 0.04 -3.70 *** -0.14 0.04 -3.89 *** -0.15 0.04 -3.82 ***

RSA 0.29 0.04 7.74 *** 0.36 0.04 9.78 *** 0.09 0.04 2.25 *

Step 4 0.11 0.11 0.16 0.15 0.04 0.03

Age -0.07 0.00 -0.95 -0.11 0.00 -2.84 ** -0.04 0.00 -1.01

Gender 0.04 0.08 1.05 0.04 0.08 1.02 0.04 0.08 1.11

S-NAQ -0.13 0.04 -3.42 ** -0.13 0.04 -3.51 *** -0.15 0.04 -3.83 ***

RSA 0.30 0.04 7.86 *** 0.36 0.04 9.90 *** 0.09 0.04 2.23 *

S-NAQ x RSA -0.06 0.03 -1.60 -0.08 0.03 -2.20 * 0.01 0.04 0.36
Notes. RSA = Resilience Scale for Adults. S-NAQ = Short-Negative Acts Questionnaire (exposure to bullying behaviours).
RSA (total scale, personal and interpersonal) and S-NAQ were centred prior to analyses.
* p<0.05; ** p<0.01; *** p<0.001
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fields, such as psychology, that attempts to predict complex 
human behaviour and experiences. Hence, even though 
there is a low R-square value the findings can still be of 
considerable value considering exposure to bullying behav-
iours at the workplace being a low frequent phenomenon in 
the first place. The findings from the present study are in 
accordance with studies examining the relationship be-
tween workplace bullying and sick leave3, 58). Some studies 
have found not only an increased risk for sick leave, but 
also showing an increased risk for future work disability 
among individuals exposed to bullying behaviours59, 60). 
For instance, Ortega and colleagues59) found that the risk of 
long-term sick leave was significantly higher for victims of 
workplace bullying than for non-victims, even after adjust-
ing for exposure to other psychosocial work characteristics 
(e.g., role-conflicts). High scores on RTW-SE are however 
associated with higher probability of returning to work22, 
52). The negative association between the two was therefore 
expected. This increased risk associated with bullying may 
be related to the severe health complaints associated with 
bullying. At the same time, exposure to workplace bully-
ing, may also reduce motivation to return to work as well 
as one’s belief in the ability to manage future work situa-
tions. The prospect of returning to a work situation with 
potential bullying, is likely difficult for most victims and 
may even be perceived as impossible. However, one should 
also consider that patients who might experience more 
mental health complaints may have stronger recall bias 
compared to those who might have milder complaints, 
which could lead these patients to feel the exposure to bul-
lying more sensitively61). 
Also as expected the results indicated a positive relation-

ship existed between resilience and RTW-SE, both for the 
total scale and for both resilience sub-dimensions: personal 
resilience and interpersonal resilience. These findings are 
in accordance with expectation based on previous resili-
ence research, where access to resilience resources have 
generally been associated with less health complaints and 
being better equipped to cope with stressful situations30). 
This finding suggests that resilience is associated with 
higher levels of RTW-SE irrespective of exposure to bully-
ing, supporting a main effect of resilience, and as such re-
silience acts as an important predictor of RTW-SE.  
We found partial support for our hypothesis with a re-

versed buffer effect of personal resilience on the bullying- 
RTW-SE relationship, as the negative relationship between 
bullying and RTW-SE was stronger for patients scoring 
high on personal resilience. The results from the moderator 
analysis counters to a common notion in stress theories, 

such as the Cognitive Activation Theory of Stress 
(CATS)62), and the general notion related to the protective 
effect of factors in resilience. Even if those scoring high on 
internal protective resources, such as personal resilience, 
are better off in general compared to those with low levels 
of resources, they still seem to be relatively more nega-
tively affected when being increasingly subjected to bully-
ing. Yet, this finding is in line with some recent empirical 
findings showing that buffer effects of presumed personal 
protective factors seem to not have the expected effect 
when highly exposed to bullying behaviours and when 
looking at various health outcomes44, 45, 47). Similarly, 
Hewett and colleagues46) found that although problem-fo-
cused coping was effective when exposed to low levels of 
bullying behaviours, problem-focused coping strategies 
were associated with elevated levels of psychological strain 
when exposed to high levels of bullying. These studies44–
47), together with the present study, support the notion that 
buffer effects associated with personal protective resources 
seem to depend on the nature and intensity of the stressor 
involved. Thereby indicating that high intensity exposure 
to bullying behaviours seems to be detrimental for all.  
Theoretical explanations for the present moderation 

findings may however be related to the very nature of bul-
lying as a stressor. The Generalised Unsafety Theory of 
Stress (GUTS)63) proposes that it is not the perception of 
threat that causes a prolonged activation when exposed to 
a stressor, but rather the general and prolonged lack of 
safety perceived in the actual situation. According to 
GUTS, even when the stressors are no longer present, a 
prolonged and even chronic stress response can still occur 
within the individual. GUTS proposes that this happens be-
cause the individual continuously perceives a lack of safety, 
combined with an increased feeling of uncertainty, result-
ing in a stress response even when neither the bully nor the 
bullying behaviours are immediately present. This may 
maintain the stress response thus leading to a prolonged 
stress activation, which can override protective resources 
and result in potential impaired health for the individual, 
perhaps particularly so for individuals with a personal his-
tory of generally feeling highly safe when experiencing 
stressors in life. 
The reversed buffer effect of personal resilience may 

also be explained by the situational congruence model64). 
This model proposes that an individual with a high amount 
of individual resources, yet who are exposed to bullying 
behaviours, experience a situation incongruence and thus 
experience cognitive dissonance. This happens because ex-
posure to bullying behaviours represents a situation that 
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does not correspond with the individual’s perceived self-
concept nor how they perceive the world. When there is 
congruence between the situation and the individual’s per-
sonality, there will be more positive and less negative af-
fect65). However, if there is an incompatibility between the 
situation and the individual’s personality characteristics, it 
will lead to a heightened negative affect64, 66).  
The present study found a main effect, but no buffering 

effect for interpersonal resilience. This may be related to 
the fact that in the present study, interpersonal resilience 
focused on family relations and social support from family 
and friends. Studies have shown that external resources 
such as perceived organisational support may act as a 
buffer in the case of workplace bullying43, 67). We may spec-
ulate that since workplace bullying is a work-related 
stressor, external resources focusing on private sources of 
support (e.g., family support) might be less relevant as a 
buffer against this type of exposure. Future studies may in-
stead explore external resources related to work, such as 
perceived organisational support or support from co-work-
ers, and their potential buffering effects.  
Strengths and limitations 
Some important strengths and limitations of the study 

must be addressed. In this respect it is worth noticing that 
the study has a large sample size, which is due to this study 
being a part of the intake procedure at an outpatient clinic. 
Hence, the study is based on patients actually seeking help 
in order to secure a successful return to work. Furthermore, 
resilience, RTW-SE and exposure to bullying behaviours 
were assessed with well-established and psychometrically 
sound instruments. 
However, the present study is based on self-report 

measures only. Subjective measures are usually not as reli-
able as objective measures. Yet, most studies investigate 
perceived exposure to bullying. One may even argue that 
perceptions of exposure to bullying, and in particular return 
to work self-efficacy as well as resilience, are subjective 
concepts in their very nature. Also, due to the cross-sec-
tional design further studies are needed to explore more 
causal relationships between resilience, RTW-SE and bul-
lying behaviours. Furthermore, there is a discussion in the 
field of protective factors whether they have a general pro-
tective effect or a buffering effect. Findings in relation to 
protective factors and resilience have indicated that it may 
be both main and buffering effects dependent on the design 
of the study. Some findings based on correlational designs 
indicate main effects while other findings based on longi-
tudinal designs indicate buffering effects32, 68). Future stud-
ies in relation to buffering effects of protective factors and 

bullying should look more into longitudinal designs. 
Conclusion and implications 
The present study documents that many patients seeking 

psychological treatment for CMD have been exposed to 
bullying at workplace, which again may hamper their prob-
ability to return to work, e.g. by reducing their RTW-SE. 
Treatment procedures addressing patients with CMD, 
should take such knowledge into account, as should all pro-
fessionals involved in the counselling and treatment of such 
patients. Furthermore, one should take note of the fact that 
even if resilience may strengthen RTW-SE, bullying is an 
adverse event which particularly affects individuals who 
present with relatively high levels of resilience resources, 
at least when it comes to RTW-SE. This also indicates that 
rather than building resources and resistance towards bul-
lying, preventing bullying, its severity and duration, should 
be a focus as preventive measures in organisations. Future 
studies should explore how patients exposed to bullying 
benefit from regular treatment procedures or if other treat-
ment procedures and help is needed in order to effectively 
return to work. Furthermore, it is worth noting that the in-
terpersonal resilience dimension in the present study 
mainly focused on family relations and social support from 
family and friends, which might not be as beneficial when 
exposed to a work-related stressor as for example social 
support at work. 
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Abstract 

Background: Victims of workplace bullying represent a group characterised by severe 

negative health complaints at risk of losing their foothold in working life. To date, very few 

studies have investigated the effect of psychological treatment of the health-related problems 

often facing victims of bullying. 

Objective: The aim was to investigate if victims of workplace bullying suffering from 

common mental disorders (CMD) benefit from clinical treatment for their mental help 

problems at an outpatient clinic treating patients using Metacognitive or Cognitive 

Behavioural Therapy with work-focus. Criteria were symptom reduction and change in 

workplace participation. Comparisons were made between the victims of workplace bullying 

with CMD, a wait-list control group consisting of patients who had also been exposed to 

bullying yet now awaiting treatment, and other patients not exposed to bullying.  

Methods: The sample comprised of 405 patients from an outpatient clinic in Norway. The 

study used a naturalistic observational design and data was collected pre-treatment and post-

treatment.  

Results: The results showed the treatment to be effective in symptom reduction for victims of 

bullying to a similar degree as patients otherwise not exposed to bullying. Even more, victims 

receiving treatment had a larger improvement compared to the wait-list control group (p 

<.001). Yet, among patients on sick leave pre-treatment, fewer victims of bullying were fully 

working by the end of treatment compared to the patients not exposed to workplace bullying.  

Conclusion: The findings provide ground for optimism for this treatment as an efficient way 

of dealing with the aftermath of workplace bullying. 

 

Keywords: Workplace bullying, work-focused therapy, common mental disorders, sick leave, 

return to work self-efficacy  
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1. Introduction 

Over the last three decades, workplace bullying is firmly documented as a severe and even 

traumatic social stressor facing employees in all professions and industries all around the 

globe [1], and with devasting effects on the mental health and well-being of those targeted 

[2]. It comes in many forms and may be of a personal or a work-related nature. It may be 

verbal or non-verbal, direct or indirect. Yet, it is often of a subtle and indirect nature and often 

with elements of social exclusion. Workplace bullying is however mainly characterised by the 

systematic exposure to unwanted negative behaviour, often taking place over a prolonged 

period of time [3]. Bullying is generally a gradually escalating process, and the duration and 

intensity of these negative behaviours may therefore vary. Central in the concept is the 

imbalance of power involved, with the victim being in or gradually being moved into an 

inferior position, and consequently having difficulty in defending themself in the actual 

situations [4, 5].  

Hence, victims of ongoing and long-term workplace bullying represent a group 

characterised with severe negative health complaints, such as musculoskeletal complaints [6], 

common mental disorders (CMD) in the form of anxiety and depression [2, 7], and even 

symptoms of post-traumatic stress [8, 9]. The negative health effects may become long-

lasting, and some longitudinal studies have confirmed that these negative outcomes may 

persist over several years [10, 11], and long after the bullying may have ceased [12].  

In a recent study, we identified that almost 26% of patients seeking treatment for CMD 

reported to be victims of workplace bullying [13]. In Norway, where the study was 

conducted, studies have typically shown the prevalence of bullying in working life to be in 

the area of 4 to 12% depending on estimation method [14]. By comparison, patients who 

reported to be victims of bullying were twice as likely to be on full-time sick leave and 

reported significantly more severe health complaints than patients not exposed to bullying 
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[13]. Thus, these individuals represent a vulnerable group, in need of treatment and in danger 

of losing their foothold in working life [15]. Hence, the development and evaluation of 

possible clinical treatment procedures for the aftermath of exposure to bullying is of utmost 

importance [see also 16, 17]. In this regard, it is important to investigate whether they benefit 

from psychological therapy to the same extent as other patients with CMD. Alternatively, 

more specialised treatment procedures need to be developed to address this patient group [see 

17, 18]. To date, very few studies have investigated the effect of psychological treatment on 

the health-related problems often facing victims of workplace bullying, as is the focus of the 

present study. 

However, in Germany an inpatient clinic, dedicated to the treatment of victims of 

workplace bullying, was established over 20 years ago [16]. The treatment requires the 

patients to be admitted to the clinic for six to eight weeks and aims to reduce symptoms and 

help patients either secure or re-establish their work ability and their employee role [16]. The 

therapy offered is based on Cognitive Behavioural Therapy (CBT) and the treatment 

programme has been formulated in accordance with well-established, clinical concepts, and 

linked to findings from workplace bullying research. Thereby, creating a tailor-made therapy 

for this patient group. The therapy has been shown to have a good effect on this patient group 

in terms of helping reduce symptoms and increasing their rate of employability [16]. Thus, 

CBT appears to be effective for this patient group. Nevertheless, this treatment is very time 

consuming, expensive, and demanding, requiring a significant number of financial and 

clinical resources [16]. Knowledge of effective treatment programmes to be offered in 

outpatient clinics is therefore warranted for this patient group. 

One of the most established therapies to treat CMD is CBT and is often considered best 

practise, when treating depression and anxiety [19, 20]. Metacognitive Therapy (MCT) is a 

more recent therapy, that has greatly benefited patients with CMD [21]. CBT focuses mainly 
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on challenging the validity and content of negative thoughts and attempts to change negative 

thoughts, and behavioural interventions [22, 23]. In contrast, MCT focuses on aspects of 

information processing based on the Self-Regulatory Executive Function (S-REF) model [24, 

25]. This model postulates that for patients’ metacognitions form the basis of a cognitive 

attentional syndrome (CAS) which involve thought processes like rumination, worry, threat 

monitoring as well as maladaptive coping strategies. Challenging the metacognitions and the 

CAS is the basis for change in MCT [21]. Both CBT and MCT have been proven to be 

effective when treating CMD, however, some comparative studies have indicated that MCT 

might be superior to CBT [26].  

Although CBT has shown effects on symptom reduction, there have been mixed results 

when examining whether reduction of symptoms alone, can in turn, reduce the duration of 

sick leave [e.g., 27, 28]. When combining standard CBT and a work-focused component, 

several studies have found that this treatment appears to reduce sick leave for patients with 

CMD more efficiently than CBT alone [29, 30]. These findings have been supported by 

several meta-analyses, indicating that CBT with a work-focus can help reduce symptoms and 

the duration of patients’ sick leave [e.g., 31]. Similar results have also been found in a study 

by Gjengedal et al. [32], with a similar patient population as the present study, when 

combining a work-focused component with MCT and CBT. The results indicated that the 

treatment was effective in terms of both symptom reduction and return to work among 

patients with CMD [32]. However, it is still unknown whether this treatment will be as 

effective for patients with CMD and a history of workplace bullying, as the mental health 

problems they are experiencing may be both an outcome of their work and a hinderance in 

holding onto an employee role. Thus, based on the promising results from combining MCT or 

CBT with a work-focus, there is a need for effectiveness studies of this approach for 

individuals struggling with the aftermath of workplace bullying. A vast amount of research 
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has documented exclusion from working life following sick leave to be a major risk for 

victims of bullying suffering mental health problems [e.g., 33]. Hence, treatment should also 

focus on this aspect. By focusing on the return to work process in combination with therapy 

for CMD, it is possible to enhance not only symptom recovery, but also functional recovery 

by increasing the patients self-efficacy [34]. Return to work self-efficacy (RTW-SE) has 

become a valuable concept in the return to work research and refers to the individuals’ 

confidence in their own ability to function well at work, despite suffering from CMD [35]. 

The concept has been found to be a robust predictor of the capability to return to work among 

individuals with CMD [29, 36], with results suggesting that it can predict a full return to work 

at follow up three, six, and 12-months post-treatment [37]. In a recent study on a similar 

patient population to the present study, we found that patients exposed to workplace bullying 

pre-treatment had significantly lower RTW-SE scores, compared to patients who were not 

bullied [13]. 

Considering this and the detrimental effects resulting from the aftermath of workplace 

bullying, it is likely that victims of bullying will require treatment to help reduce the severe 

health problems they are experiencing including building a stronger RTW-SE to secure a firm 

foothold in working life. It is also worth noting that there is little known about age and gender 

differences in who seeks mental health care services among victims of workplace bullying. It 

is however well documented in the research literature that women are more likely than men to 

seek mental health care services in the general population [38-40], but it is less clear when it 

comes to age differences [39-41].  

In the present study we investigate the effects of a MCT or CBT with a work-focus in 

terms of symptoms reduction and the patients’ belief in their ability to return to work. In this 

regard a comparison was made between the victims of workplace bullying with CMD with 

the majority of patients who had not been exposed to bullying. Furthermore, we used a wait-
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list control group consisting of patients who had also been exposed to bullying awaiting 

treatment. The following Research Questions (RQ) will be examined:  

RQ 1a) Will victims of bullying have a decrease in depressive symptoms, symptoms of 

anxiety, and subjective health complaints, after MCT or CBT with work-focus, compared 

with a wait-list control group consisting of patients who had been exposed to bullying but 

were awaiting treatment? 1b) Will the victims of bullying have a similar change in symptoms 

as the patients not exposed to bullying after treatment? 

  RQ 2a) Will victims of bullying have an increase in RTW-SE, after MCT or CBT with 

work-focus, compared with a wait-list control group consisting of patients who had been 

exposed to bullying but were awaiting treatment? 2b) Will the victims of bullying have a 

similar change in RTW-SE as the patients not exposed to bullying after treatment? 

In addition, we will investigate the effect of the treatment among the patients that were on 

sick leave during the intake process pre-treatment to see if there is a difference between the 

victims of bullying and patients not exposed to bullying regarding actual return to work. The 

following RQ will be examined:  

RQ 3) Will MCT or CBT with work-focus be as effective among victims of bullying in 

respect to actual return to work after sick leave compared with patients not exposed to 

bullying?  

2. Material and Methods 

2.1 Participants 

The sample consisted of 423 patients with all data obtained between May 2017 and June 

2020 from a mental health outpatient clinic at Diakonhjemmet Hospital in Oslo, Norway. Out 

of the 423 patients 405 patients had completed the Short Negative Acts Questionnaire which 

was a requirement for being included in the analyses. The data used originated from a 

naturalistic observational study in the project “The Norwegian studies of psychological 
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treatments and work (NOR-WORK)” at the aforementioned clinic. The patients included, had 

been referred to the clinic by their general practitioner (GP) due to depression and/or anxiety 

disorders, and were all either on sick leave or at risk of sick leave, as determined by their GP. 

All patients were over the age of 18. Patients presenting with severe mental disorders (e.g., 

schizophrenia or bipolar), substance abuse or a high risk of suicide were not included and 

were instead referred to more appropriate treatment better suited to their needs. 

2.2 Intervention  

Participants received either MCT or CBT, both integrated with work-focused 

interventions. In doing so it was essential that work-related issues were addressed in the 

assessment and that the patient’s workplace was used actively through the course of 

treatment. This was accomplished by integrating work-related aspects and issues into the 

standard treatment content for MCT or CBT, thereby assuring that work-focused 

interventions were implemented in every treatment session. The treatment manuals were not 

designed to address bullying explicitly. Patients victimised by bullying received the same 

treatment procedure as all the included patients, however the work-interventions were flexibly 

tailored to each person. In this model it is central that treatment starts with a workplace 

analysis including an assessment of both benefits and problems of the patient’s workplace. If 

work related risk factors such as bullying were identified a permanent job change may be an 

important goal during treatment [42].  

The patient’s work situation and their assumptions regarding sick leave, their own health, 

and work were examined in collaboration with the therapist, and the patients were provided 

with psychoeducation about mental health and work. A return to work plan was drafted and 

communicated to the patient’s GP, facilitating a gradual return or a job change over the course 

of the treatment. Further, barriers for return to work and the need for adjustments at work 

were explored. As many patients might fear that going back to work might worsen their 
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health condition this was meant to help enhance self-efficacy for the patient and to help them 

cope with setbacks that may arise during the return to work process. The patients were also 

encouraged to use their own workplace, or to roleplay work-related scenarios, to implement 

what they had learned during the intervention. Together with the therapist they reflected on 

what could be appropriate job-related context that have high feasibility and were relevant to 

the goals set during therapy. Examples may be related to worrying about work related 

situations. Some patients may worry about asking a question in a meeting, eating lunch with 

their colleagues or other kinds of situations. In MCT it is the worry process that maintains the 

disorder, not the situation in itself. The task would then be to postpone worries related to such 

a situation until after the work-related situation has taken place. Not engaging with the 

anticipatory worry process will change how the patient relates to their thinking process and 

thus break the mental strategy that maintains the disorder.  The therapist encouraged patients 

to establish dialogue with the workplace by generating an information strategy. The therapist 

did not as part of the work-interventions have regular communication with the employer. 

The therapists in the study were trained at addressing workplace issues. They received 

regular supervision in applying work interventions in parallel with MCT and CBT protocols. 

The supervision was conducted weekly in teams where psychologists specialised in work and 

rehabilitation secured a work-related focus. The treatment integrity was however not recorded 

as this study was a naturalistic observational study. Therapists were free to integrate the work 

interventions according to the patient’s work situation and needs. For a more detailed 

explanation of the intervention please see Gjengedal et al. [32].  

2.3 Procedure  

The patients in the study completed the same set of questionnaires pre-treatment (during 

intake and before first session) and post-treatment. Prior to the statistical analyses, the patients 

were categorised into two groups: patients who reported being victims of bullying and 
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patients not exposed to workplace bullying. Patients categorised as victims of bullying, 

attended a mean of 10.8 sessions, while the patients not exposed to bullying attended a mean 

of 10.0 sessions. The victims of bullying were further divided into two groups, a treatment 

group and a wait-list control group. This to compare the changes during the treatment period 

in the treatment group to the changes during the waiting period in the wait-list control group. 

The treatment group had a delay 0-30 days after the intake assessment before their first 

treatment session, while the wait-list control group had waited for ≥ 60 days before receiving 

treatment. The reasoning behind using 60 days as a cut-off, was due to 10 sessions of therapy 

could be delivered within 60 days. The waiting time in the treatment group was, on average, 

20 days from assessment to start of treatment, while the waiting time for the wait-list control 

group was 80 days on average. As this study constituted a naturalistic study design, a waiting 

time of 30 or less days from the intake assessment session to the start of treatment could be 

considered minimal or no delay.  

2.4 Instruments  

Background variables (age, gender, marital status, education, workplace participation, and 

psychiatric disorders), in addition to a range of standardised instruments were completed pre-

treatment (during intake and before first session) and post-treatment.  

2.4.1 Workplace Bullying  

Exposure to workplace bullying was measured with the Short version of the Negative 

Acts Questionnaire (S-NAQ) [43]. This scale comprises nine items including typical negative 

acts experienced by victims of workplace bullying. These negative acts include acts of a 

work-related (e.g., “repeated reminders of errors or mistakes”) or a personal-related nature 

(e.g., “being ignored or excluded”) and were scored from 1 (never) to 5 (daily) based on the 

last six months that the individual had been at work. The cut-off values for the S-NAQ (sum 

scores ranging from 9-45) were calculated based on the validated cut-off values for the 
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Negative-Acts Questionnaire-Revised (NAQ-R) [44, 45]. The number of items in the NAQ-R 

were divided with itself and then multiplied by the number of items included in the S-NAQ. 

The patients were then categorised into two groups; victims of workplace bullying (S-NAQ 

score of  ≥14) and patients not exposed to workplace bullying (S-NAQ score of  ≤13). The 

scale showed satisfactory reliability in the form of internal stability (Cronbach’s α = .87).  

2.4.2 Health  

Depressive symptoms were self-reported using the Beck Depression Inventory – II (BDI-

II) [46]. This is a scale comprising of 21 self-report items to measure various affective and 

cognitive symptoms (e.g., sadness, tiredness or fatigue) experienced by the patients over the 

last 14 days and scored on a scale from 0 to 3. The scale showed satisfactory reliability in the 

form of internal stability (Cronbach’s α = .86). 

Symptoms of anxiety were measured with the Beck Anxiety Inventory (BAI) [47]. This 

scale comprises 21 items, using self-report to measure various symptoms of anxiety (e.g., 

nervousness, heart racing), experienced by the patients over the last seven days and was 

scored on a scale from 0 to 3. The scale showed satisfactory reliability in the form of internal 

stability (Cronbach’s α = .90). 

Subjective somatic and psychological complaints, experienced over the last 30 days, were 

measured using the Subjective Health Complaints inventory (SHC) [48]. The inventory is a 

self-report measure comprising 29 items, with each item describing various common health 

complaints (e.g., headache) for the patients to score from 0 (no complaints) to 3 (serious 

complaints). The scale showed satisfactory reliability in the form of internal stability 

(Cronbach’s α = .83). 

The Mini-International Neuropsychiatric interview (MINI) [49] is a structured diagnostic 

interview based on “yes/no” answers. It was used to assess psychiatric disorders based on 

criteria from DSM-IV [50] and ICD-10 [51] for all the patients in the present study. The 
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MINI covers 15 axis I disorders (e.g., mood disorders, anxiety disorders, eating disorders, 

substance related disorders, and psychotic disorders) and 1 axis II disorder (antisocial 

personality disorders). For the present study the Norwegian version of MINI 6.0.0 was used 

[52]. 

2.4.3 Workplace Participation and Return to Work  

The validate Norwegian version [37] of the Return to Work Self-Efficacy scale (RTW-

SE) [35] was used to measure expectations and perceived ability to function well at work. 

This scale was developed to measure work-related self-efficacy among individuals suffering 

from CMD, either as a return to work process, or to enable the patient to evaluate their current 

work function if they are currently working [35]. As this scale can be used for both patients 

on sick leave and for patients in a working role, we did not refer to the scale as RTW-SE, so 

as to not cause any confusion among the patients. The scale comprises 11 items (e.g., “I will 

be able to set my personal boundaries at work”) scored from 1 (totally disagree) to 6 (totally 

agree). A higher score would indicate the patient having a higher level of self-efficacy. The 

scale showed satisfactory reliability in the form of internal stability (Cronbach’s α = .89).  

Workplace participation was measured using a single self-report item, dividing the 

patients into “work with no benefits”, “combined work and sick leave”, and “full-time sick 

leave”.  

2.5 Statistical Analysis  

Statistical analyses were conducted using SPSS version 25.0 [53]. ANCOVAs were used 

to compare the change in symptoms with regard to depressive symptoms (BDI-II), symptoms 

of anxiety (BAI), subjective health complaints (SHC), and return to work self-efficacy (RTW-

SE) between the victims in the treatment group (delay of 0-30 days before their first treatment 

session) and the wait-list control group (delay of ≥ 60 days), controlling for baseline scores on 

the respective scales, age, and gender. Paired sample t-tests were used to compare pre- and 
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post-scores within both groups. The same analyses were repeated to compare changes 

between victims of bullying and the patients not exposed to bullying. 

A Fisher’s exact test, using categorical variables, were used to measure change in 

workplace participation among the patients that were either on full sick leave or combined 

work and sick leave pre-treatment by comparing how many were fully working post-treatment 

among the victims of bullying and the patients not exposed to bullying.  

To correct for missing values, total scores were calculated for S-NAQ, BDI-II, BAI, SHC, 

and RTW-SE where we allowed for up to 30% missing. The number of patients in each group 

might vary slightly in the different analyses, due to missing on single items needed to 

calculate the sum score on the different instruments. 

2.6 Ethical considerations  

The present study was conducted in accordance with the Helsinki Declaration and was 

approved by the Data Protection Office at Oslo University Hospital (ref. nr.: 2015/15606). 

Patients provided written informed consent.  

3. Results 

3.1 Background  

The sample consisted of 71.9% women (n = 304) and a mean age of 37.6 years (SD = 

10.6; age ranging from 18 to 65 years). As many as 27.9% of the patients was classified as 

victims of bullying based on the scores on the S-NAQ. The most common diagnosis among 

the victims of bullying were major depressive disorder and generalised anxiety disorder (see 

Table 1 for patient characteristics).  

 

[Insert Table 1 about here] 

 

3.2 Treatment group compared to a wait-list control group among the victims  
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Paired-sample t-tests showed significant improvements in the treatment group for BDI-II, 

BAI, and SHC, and significant improvements in the wait-list control group for BDI-II and 

BAI. However, the observed improvement from intake to the first treatment session for the 

victims in the wait-list control group were minimal and of no clinical relevance. Results from 

ANCOVA analyses showed a significant difference between baseline and follow-up scores 

between the victims in the treatment group and the wait-list control group for BDI-II, BAI, 

and SHC, controlling for baseline scores on the respective scales, age, and gender, indicating 

that the victims in the treatment group had a significant larger decline in scores for all the 

three health outcomes, compared to the wait-list control group (Table 2; Figure 1). The 

covariates age and gender did not have a significant effect on any of the outcomes (BDI-II, 

BAI, and SHC).  

Paired-sample t-tests showed significant improvement in RTW-SE scores in the treatment 

group, but not the wait-list control group. Results from the ANCOVA analysis showed a 

significant difference between baseline and follow-up scores between the victims in the 

treatment group and the wait-list control group, controlling for baseline, age, and gender, with 

the treatment group having a significant improvement in RTW-SE scores. The covariates age 

and gender did not have a significant effect on RTW-SE.   

 

[Insert Table 2 and Figure 1 about here] 

 

3.3 Victims of bullying compared to patients not exposed to workplace bullying  

Paired sample t-tests showed that patients in both groups, achieved significant 

improvements in their BDI-II, BAI, and SHC scores from pre- to post-treatment. Results from 

ANCOVA analyses showed that there were no significant differences between pre- and post-

treatment scores between the victims of bullying compared to the patients not exposed to 
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bullying for BDI-II, BAI, and SHC, controlling for baseline scores on the respective scales, 

age, and gender (Table 3; Figure 2). Thus, the treatment did not seem to affect the two groups 

differently as both benefitted equally. The covariates age and gender did not have a 

significant effect on any of the outcomes (BDI-II, BAI, and SHC).  

Paired-sample t-tests showed significant improvement in RTW-SE scores from pre- to 

post-treatment in both groups (Table 3; Figure 2). Results from the ANCOVA analysis 

showed that there was no significant difference between pre- and post-treatment scores 

between the victims of bullying compared to the patients not exposed to bullying for RTW-

SE, controlling for baseline, age, and gender. Gender did not have a significant effect on 

RTW-SE, while age was borderline (p = .05). A secondary analysis showed that there was a 

significant interaction effect between S-NAQ and age on RTW-SE (F (1, 388) = 5.74, p < 

.05, ηp2 = .02). The results indicated that victims of bullying with a higher age reported a 

smaller change in RTW-SE scores from pre- to post-treatment compared to patients with a 

higher age who were not victims of bullying, while younger patients had the same change in 

RTW-SE scores regardless of being a victim of workplace bullying or not. Thus, suggesting 

that among victims of bullying, younger patients had a higher belief in their own ability to 

return to work after treatment than older patients. 

 

[Insert Table 3 and Figure 2 about here] 

 

3.4 Change in workplace participation  

Among the patients that were either on full or combined sick leave pre-treatment, Fisher 

exact test revealed that there were significantly fewer patients that were fully working after 

treatment among the victims of bullying (45.7%, n=21) compared to the patients not exposed 

to bullying (66.0%, n=66), X2(1) = 4.61 p <.05, phi = -.19.  



16 

 

4. Discussion 

Testing clinical treatment procedures for the mental health problems victims of workplace 

bullying tend to suffer from, and securing their safe return to work, is of utmost importance. 

The results of this study showed MCT or CBT with a work-related focus to be an effective 

treatment procedure when it comes to symptom reduction and facilitating return to work for 

victims of bullying. The victims of bullying showed a large improvement in depressive 

symptoms, symptom of anxiety, and subjective health complaints compared to the wait-list 

control group, with the wait-list control group still having high scores at the end of the 

waiting period. The same could be seen for RTW-SE with the victims in the treatment group 

showing large improvements compared to the wait-list control group showing little to no 

improvement. This indicates that the detrimental effects following workplace bullying do not 

disappear without treatment. The treatment did not seem to affect the victims of bullying 

differently from the patients not exposed to bullying. Furthermore, among the patients that 

were on sick leave pre-treatment, there were significantly fewer that were fully working post-

treatment among the victims of bullying compared to the patients not exposed to bullying.  

The symptom reduction found in this study is similar to findings reported by 

Schwickerath and Zapf [16], who also found a significant reduction in health symptoms, 

depressive moods, and psychosomatic complaints after treatment. Yet in the present study we 

were able to find this with far less use of resources by treating the patients in an outpatient 

clinic with an average of 10.8 sessions compared to being admitted for six to eight weeks for 

inpatient care. The results are in line with previous research showing a strong association 

between workplace bullying and both psychological and physiological health complaints 

[e.g., 7, 13]. In this respect it is noteworthy that patients who are victims of workplace 

bullying reported more mental health problems than the other patients not exposed to bullying 

in the present study sample. Several studies have also indicated that mental health complaints, 
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caused by workplace bullying, could withstand for years, even after the bullying have 

subsided [10]. This further highlights the importance of low-cost effective treatment 

programmes for this patient group. 

The MCT or CBT with work-focus also showed a good effect on the victims’ beliefs in 

their ability to return to work, when measured with the RTW-SE scale. Recent findings have 

indicated that having an RTW-SE score below 3.7 was associated with no return to work, a 

score between 3.7 and 4.6 was associated with partial return, and scoring above 4.6 was 

associated with a full return to work [37]. Our results indicated that the victims in the 

treatment group went from a score associated with no return to work (2.96) to a score 

associated with partial return to work (4.31) post-treatment, while the victims in the wait-list 

control group did not improve from a score associated with no return to work (2.95) during 

the waiting period (3.11). Thus, emphasising the great risk of exclusion from work and 

working life suffered by victims of workplace bullying not receiving proper treatment [15, 

33].  Although there was no significant difference in the change in RTW-SE between the 

victims of workplace bullying and the patients not exposed to bullying, there was a significant 

interaction effect between workplace bullying and age. The results suggested that younger 

patients had a higher belief in their own ability to return to work after treatment regardless of 

being a victim of workplace bullying or not, while the older patients had a smaller 

improvement when being a victim of bullying. As it is often not an option for victims of 

bullying to return to their previous workplace many change their workplace to escape the 

situation [15]. However, it might be more challenging to find a new workplace for older 

workers [54], which could be a possible explanation for our findings. Nevertheless, it should 

be noted that these findings are based on secondary analysis and further studies are needed.     

Among the patients on either full or combined sick leave pre-treatment, there were a 

significantly lower percentage among the victims of bullying fully working post-treatment 
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(45.7%) compared to the patients not exposed to bullying (66.0%). These results indicate that 

the victims of bullying improve during treatment, but not quite as well as those not exposed to 

bullying. Hence, treatment for mental health problems seem to be relatively easier to 

accomplish than actual return to work for this group. 

A possible explanation for these results could be that the victims of bullying might be in 

need of more work-focus than the average patient in such clinics, and some may need a 

tailored component to their treatment plan to feel able to and to achieve actual return to work, 

perhaps addressing the actual bullying scenario to a greater extent or focusing even more on a 

change of workplace. The few studies that exist examining treatment of victims of workplace 

bullying have suggested that those who changed workplaces, thus not confronted with the 

bullies anymore, seemed to be the ones that benefited the most from treatment [16]. Thereby 

suggesting that even if the treatment is able to reduce symptoms significantly, it does not 

necessarily help if the patient is returning to the same untreated work situation. Alternatively, 

the present treatment procedure may have to be complemented with actual interventions at the 

workplace, e.g., in a collaboration with the employer and/or the organisations occupational 

health service. The treatment could potentially benefit from being combined with individual 

job support in line with the “Individual Placement and Support model” (IPS) since patients 

with bullying experience often needs support to identify a new appropriate job situation. 

However, changing workplace is often a long-lasting process which underscores the need for 

future studies with a long follow-up time. 

4.1 Implications  

Given the detrimental effects associated with workplace bullying, and the lack of research 

on this topic, the results from the present study provide novel findings indicating that MCT or 

CBT with work-focus can be an efficient treatment option for this patient group. The results 

showed symptom reduction that were close to the same level as other patients with CMD not 
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exposed to bullying, but if left untreated the symptoms will remain high. While the treatment 

also showed effective results regarding full return to work among patients on sick leave at 

baseline, the results were not quite as good as for the non-exposed patients. The results from 

the present study highlights that it might be of value for clinicians to try to identify patients 

exposed to workplace bullying early on in therapy, for example through the use of 

questionnaires. This to identify if it is an option for the patient to successfully return to their 

current working situation, or if the situation has reached a point where there is no chance of 

new beginnings and the aim should be returning to a new workplace as previously suggested 

by Schwickerath [55]. Thus, it is important to map this situation early on in the treatment 

process so this can be integrated and worked with through the whole return to work process.  

Another implication of the present study is that the targets of bullying will benefit from a 

treatment procedure of approximately 10 sessions, even if it is not tailor-made to this group. 

This treatment requires less time and resources as compared to an inpatient clinic and will be 

a cost saving option, not at least compared to the societal cost if this group is left untreated 

with a high risk of them losing their foothold in working life completely.  

4.2 Strengths and limitations 

Some of the main strengths with the present study were the large sample size and its 

design where we were able to compare the effect of treatment for the patients that were 

victims of workplace bullying both to a similar group of patients not exposed to bullying and 

to a wait-list control group consisting of bullied patients awaiting treatment. Furthermore, the 

present study was implemented in a naturalistic health care setting, providing high ecological 

validity. Furthermore, to measure mental health related complaints we used a well-known 

clinical interview and frequently used self-report questionnaire to assess levels of symptoms 

(MINI, BDI-II, BAI, and SHC) and to assess victimisation from bullying (S-NAQ). 
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However, even though the study is implemented in a naturalistic health care setting the 

lack of a randomised control trial (RCT) design can still be seen as a limitation with the study, 

as RCT is regarded the gold standard for evaluating the effectiveness of interventions. 

Another possible limitation is the lack of information regarding the degree that the therapists 

adhere to the treatment protocols. Hence, we are not able to assess how frequently different 

components of the work-focused intervention was implemented during the course of 

treatment.  

Further, workplace participation was measured using a single self-report item and could 

not control for if the patients changed job or had intention of changing jobs during the course 

of treatment, which is something that in particular may be important for the victim group. It is 

also worth noting that due to a large number of comparisons with a number of different 

outcome variables, the analyses should be interpreted with caution. 

4.3 Conclusion 

The present study provides support for the effectiveness of MCT or CBT with work-focus 

when treating patients exposed to workplace bullying and is one of very few studies to 

investigate the treatment of the mental health aftermath of workplace bullying. These findings 

provide grounds for optimism for MCT or CBT with work-focus as an efficient way of 

treating the detrimental effects following being victimised by workplace bullying. The results 

indicate that such a treatment protocol is effective in reducing symptoms and increasing the 

victims of bullying belief in their ability to being able to return to or hold on to work and 

increasing their workplace participation. The treatment increased RTW-SE among the victims 

of workplace bullying. Additionally, return to work among bullied patients on sick leave were 

increased, although not quite as efficiently as for patients not exposed to workplace bullying. 

There is little knowledge about the long-term effect of this treatment for patients that have 

experienced bullying. Thus, future studies should investigate this further to see if these effects 
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can withstand over time, and if maybe this patient group needs longer treatment in order to 

return to work to the same degree as patients not exposed to bullying. Future studies should 

also try to implement a component to the treatment targeting return to work explicitly among 

the bullied patients.  
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Table 1. Patient characteristics for both groups at baseline. 

 Victims of bullying (n = 118) Not bullied (n = 287) 

 % (n) Mean SD % (n) Mean SD 

Age   39.8 10.9   36.5 10.2 

Gender         

    Female 66.1 (78)   75.6 (217)   

Marital status         

    Living with partner 64.4 (76)   56.8 (163)   

Education         

    Primary school 0.8 (1)   1.7 (5)   

    Upper secondary school 18.6 (22)   13.9 (40)   

    Higher education 1-4 years 32.2 (38)   38.3 (110)   

    Higher education > 4 years 46.6 (55)   44.3 (127)   

Employment status         

    Work with no benefits 47.5 (56)   58.5 (168)   

    Combined work and sick leave 18.6 (22)   22.0 (63)   

    Full sick leave 28.8 (34)   15.3 (44)   

Diagnosis assessment (MINI)         

    Major depressive disorder  
    (on going) 

72.9 (86)   58.2 (167)   

    Major depressive disorder 
    (previous) 

22.0 (26)   28.9 (83)   

    Major depressive disorder 
    (reoccurring) 

18.6 (22)   13.9 (40)   

    Agoraphobia 14.4 (17)   9.8 (28)   

    Generalized anxiety disorder 44.1 (52)   47.4 (136)   

    Panic disorder 22.0 (26)   20.6 (59)   

    Post-traumatic stress disorder 2.5 (3)   4.2 (12)   

    Social phobia 18.6 (22)   15.7 (45)   
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Figure 1. Differences in depressive symptoms (a), symptoms of anxiety (b), subjective health complaints (c), 
and return to work self-efficacy (d) from baseline to follow-up for the victims of bullying; treatment group 
compared to the wait-list control group.  
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Figure 2. Differences in depressive symptoms (a), symptoms of anxiety (b), subjective health complaints (c), 
and return to work self-efficacy (d) from baseline to follow-up for the victims of bullying compared to the 
patients not exposed to bullying. 
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