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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 health 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 < 0.001). 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.
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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
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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 ver-
bal 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 work-
place bullying represent a group characterised with
severe negative health complaints, such as muscu-
loskeletal 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 [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 spe-
cialised treatment procedures need to be developed
to address this patient group [see 17, 18]. To date,
very few studies have investigated the effect of psy-
chological 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 abil-
ity 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 con-
cepts, 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 clini-
cal 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 prac-
tise, when treating depression and anxiety [19, 20].
Metacognitive Therapy (MCT) is a more recent ther-
apy, that has greatly benefited patients with CMD
[21]. CBT focuses mainly on challenging the valid-
ity and content of negative thoughts and attempts to
change negative thoughts, and behavioural interven-
tions [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 rumina-
tion, 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 effec-
tive 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 exam-
ining 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
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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 out-
come of their work and a hinderance in holding
onto an employee role. Thus, based on the promis-
ing 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 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 patient’s self-efficacy [34]. Return
to work self-efficacy (RTW-SE) has become a valu-
able 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 suggest-
ing 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 work-
place bullying pre-treatment had significantly lower
RTW-SE scores, compared to patients who were not
bullied [13].

Considering this and the detrimental effects result-
ing 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 liter-
ature that women are more likely than men to seek

mental health care services in the general popula-
tion [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 symp-
toms 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-
list control group consisting of patients who had also
been exposed to bullying awaiting treatment. The fol-
lowing 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 bully-
ing 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 Ques-
tionnaire which was a requirement for being included
in the analyses. The data used originated from a
naturalistic observational study in the project “The
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Norwegian studies of psychological 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 depres-
sion 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 integrat-
ing 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 per-
son. 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 work-
place. 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, facili-
tating 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 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 role-
play work-related scenarios, to implement what they
had learned during the intervention. Together with the

therapist they reflected on what could be appropri-
ate job-related context that have high feasibility and
were relevant to the goals set during therapy. Exam-
ples may be related to worrying about work-related
situations. Some patients may worry about asking a
question in a meeting, eating lunch with their col-
leagues 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 post-
pone worries related to such a situation until after the
work-related situation has taken place. Not engag-
ing with the anticipatory worry process will change
how the patient relates to their thinking process and
thus break the mental strategy that maintains the dis-
order. The therapist encouraged patients to establish
dialogue with the workplace by generating an infor-
mation 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 paral-
lel 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 obser-
vational 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 patients not exposed to workplace bul-
lying. 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 ses-
sions. 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 con-
trol group. The treatment group had a delay 0–30 days
after the intake assessment before their first treat-
ment session, while the wait-list control group had
waited for ≥ 60 days before receiving treatment. The



S.H. Aarestad et al. / Healing the wounds of workplace bullying 1383

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 treat-
ment, while the waiting time for the wait-list control
group was 80 days on average. As this study consti-
tuted 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 Ques-
tionnaire (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 rang-
ing from 9–45) were calculated based on the validated
cut-off values for the Negative Acts Questionnaire-
Revised (NAQ-R) [44, 45]. The number of items in
the NAQ-R were divided with itself and then multi-
plied 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
� = 0.87).

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., sad-
ness, 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 � = 0.86).

Symptoms of anxiety were measured with the Beck
Anxiety Inventory (BAI) [47]. This scale comprises
21 items, using self-report to measure various symp-
toms 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 � = 0.90).

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 var-
ious 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
� = 0.83).

The Mini-International Neuropsychiatric Inter-
view (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 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 disor-
ders). 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 individu-
als suffering from CMD, either as a return to work
process, or to enable the patient to evaluate their cur-
rent 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 � = 0.89).

Workplace participation was measured using a sin-
gle self-report item, dividing the patients into “work



1384 S.H. Aarestad et al. / Healing the wounds of workplace bullying

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 (ongoing) 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)

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), sub-
jective 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 sam-
ple t-tests were used to compare pre- and 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 participa-
tion 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 cal-
culated for S-NAQ, BDI-II, BAI, SHC, and RTW-SE

where we allowed for up to 30% missing. The num-
ber 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 Hospi-
tal (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).
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Table 2
Descriptive results and comparisons for the BDI-II, BAI, SHC, and RTW-SE between and within the groups (victims of bullying; treatment

period in the treatment group and the waiting period in the wait-list control group)

Baseline Follow-up Within groups Between groups
n Mean SD Mean SD t Cohens d F ηp

2

BDI-II score 59.94*** 0.47
Treatment 38 32.89 11.40 12.39 10.24 10.79*** 1.75
Wait-list control 35 29.66 7.24 26.24 9.03 3.47** 0.59

BAI score 43.20*** 0.39
Treatment 38 20.25 13.45 7.32 8.60 8.63*** 1.40
Wait-list control 35 21.34 11.57 17.90 10.28 2.78** 0.47

SHC score 32.21*** 0.33
Treatment 37 25.79 13.03 13.10 9.83 7.85*** 1.29
Wait-list control 33 24.75 7.50 24.70 12.73 0.03 0.01

RTW-SE score 33.18*** 0.33
Treatment 38 2.96 1.07 4.31 0.99 –7.01*** –1.14
Wait-list control 34 2.95 0.88 3.11 0.98 –1.57 –0.27

Note. BDI-II = Beck Depression Inventory-II; BAI = Beck Anxiety Inventory; SHC = Subjective Health Complaints; RTW-SE = Return to
Work Self-Efficacy. Between group differences measured with ANCOVA controlling for baseline scores on the respective scales, age, and
gender. Within group differences measured with paired sample t-tests. ***p < 0.001, **p < 0.01.

Fig. 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.

3.2. Treatment group compared to a wait-list
control group among the victims

Paired sample t-tests showed significant improve-
ments 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 treat-
ment 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, com-
pared to the wait-list control group (Table 2; Fig. 1).
The covariates age and gender did not have a signifi-
cant effect on any of the outcomes (BDI-II, BAI, and
SHC).
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Table 3
Descriptive results and comparisons for the BDI-II, BAI, SHC, and RTW-SE between and within the groups (victims of bullying, and

patients not exposed to bullying)

Pre-treatment Post-treatment Within groups Between groups
n Mean SD Mean SD t Cohens d F ηp

2

BDI-II score 0.12 0.00
Victims of bullying 117 30.02 9.27 12.20 10.23 18.00*** 1.66
Not bullied 278 24.86 8.18 9.80 8.45 26.72*** 1.60

BAI score 0.00 0.00
Victims of bullying 117 20.98 11.67 7.57 7.68 15.30*** 1.41
Not bullied 279 17.21 9.32 6.19 5.97 22.43*** 1.34

SHC score 0.03 0.00
Victims of bullying 112 25.85 10.96 14.46 10.50 13.30*** 1.26
Not bullied 280 22.05 9.51 12.61 8.33 18.55*** 1.11

RTW-SE score 3.10 0.01
Victims of bullying 114 3.03 0.95 4.34 1.08 –11.78*** –1.10
Not bullied 281 3.32 0.93 4.65 0.90 –21.65*** –1.29

Note. BDI-II = Beck Depression Inventory-II; BAI = Beck Anxiety Inventory; SHC = Subjective Health Complaints; RTW-SE = Return to
Work Self-Efficacy. Between group differences measured with ANCOVA controlling for baseline scores on the respective scales, age, and
gender. Within group differences measured with paired sample t-tests. ***p < 0.001.

Fig. 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.

Paired sample t-tests showed significant improve-
ment in RTW-SE scores in the treatment group,
but not the wait-list control group. Results from
the ANCOVA analysis showed a significant differ-
ence between baseline and follow-up scores between
the victims in the treatment group and the wait-list
control group, controlling for baseline, age, and gen-
der, 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.

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
bullying for BDI-II, BAI, and SHC, controlling for
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baseline scores on the respective scales, age, and gen-
der (Table 3; Fig. 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 improve-
ment in RTW-SE scores from pre- to post-treatment
in both groups (Table 3; Fig. 2). Results from the
ANCOVA analysis showed that there was no sig-
nificant 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 = 0.05). A secondary analy-
sis showed that there was a significant interaction
effect between S-NAQ and age on RTW-SE (F (1,
388) = 5.74, p < 0.05, ηp

2 = 0.02). The results indi-
cated 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 bul-
lying 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.

3.4. Change in workplace participation

Among the patients that were either on full or com-
bined sick leave pre-treatment, Fisher’s 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 < 0.05, phi = –0.19.

4. Discussion

Testing clinical treatment procedures for the men-
tal 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 bul-
lying 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 com-
pared to the wait-list control group showing little to
no improvement. This indicates that the detrimental
effects following workplace bullying do not disap-
pear 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 com-
pared to the patients not exposed to bullying.

The symptom reduction found in this study is sim-
ilar 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 admit-
ted 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 com-
plaints [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 men-
tal health complaints, 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) dur-
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ing the waiting period (3.11). Thus, emphasising the
great risk of exclusion from work and working life
suffered by victims of workplace bullying not receiv-
ing 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 signif-
icant 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 work-
ing post-treatment (45.7%) compared to the patients
not exposed to bullying (66.0%). These results indi-
cate that the victims of bullying improve during
treatment, but not quite as well as those not exposed
to bullying. Hence, treatment for mental health prob-
lems 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 bul-
lying scenario to a greater extent or focusing even
more on a change of workplace. The few studies
that exist examining treatment of victims of work-
place bullying have suggested that those who changed
workplaces, thus not confronted with the bullies any-
more, seemed to be the ones that benefited the most
from treatment [16]. Thereby suggesting that even
if the treatment is able to reduce symptoms signif-
icantly, it does not necessarily help if the patient is
returning to the same untreated work situation. Alter-
natively, 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 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 iden-
tify patients exposed to workplace bullying early on
in therapy, for example through the use of question-
naires. This to identify if it is an option for the patient
to successfully return to their current working situa-
tion, 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 sug-
gested 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 pro-
cedure 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
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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. Further-
more, to measure mental health-related complaints
we used a well-known clinical interview and fre-
quently used self-report questionnaire to assess levels
of symptoms (MINI, BDI-II, BAI, and SHC) and to
assess victimisation from bullying (S-NAQ).

However, even though the study is implemented
in a naturalistic health care setting the lack of a ran-
domised 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 con-
trol 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.

5. Conclusion

The present study provides support for the effec-
tiveness 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 bully-
ing. These findings provide grounds for optimism for
MCT or CBT with work-focus as an efficient way of
treating the detrimental effects following being vic-
timised by workplace bullying. The results indicate
that such a treatment protocol is effective in reduc-
ing 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 partici-
pation. 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 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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