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Abstract of Dissertation

Resilience, Dysfunctional Behavior, and Sensemaking: The Experiences of
Emergency Medicine Physician Assistants Encountering Workplace Incivility

Existing literature examining workplace incivility in the healthcare setting does not
address the experiences of emergency medicine physician assistants (EMPAS) as separate
and unique from the experiences of other non-physician members of the emergency
medicine healthcare team. The physician assistant profession is one of the fastest
growing professions in the healthcare industry and many emergency departments are
employing EMPASs to address issues of overcrowding. Within the healthcare setting, the
emergency department is the area where employees most frequently encounter workplace
incivility. Workplace incivility has been demonstrated to negatively impact employee
well-being as well as organizational performance. Within healthcare, it is linked to
employee burnout and decreased patient safety.

Unfortunately, little is known about the lived work experience specific to EMPAs.
A qualitative study was undertaken to examine their adaptive responses as a result of
their experience with workplace incivility. Interviews with eleven participants provided
the researcher with a rich understanding of how they made sense of their experiences and
how they manifested their adaptive responses. Participants experienced WI as a threat to
their sense of belonging. This threat was associated with experiences of emotional
distress. Positive adaptations to this emotional distress included accessing their social
capital and improving their clinical competence. Negative adaptations to this emotional

distress included avoidance behaviors and engaging in acts of retribution. Participants

vii



exercised personal agency through direct confrontation with the source of their WI
encounter and through organizational and career exit.

Three conclusions resulted from this study. The first addresses the negative
emotions experienced by EMPAs who encounter WI. The second reveals the role of
social capital in the EMPASs development of resilience. The third highlights the risk of
patient harm that results from their negative adaptive responses. These conclusions offer
insight that directly addresses the culture of emergency medicine and the impact of that
culture on the lived experiences of EMPAs, their well-being, and the safety of the

patients they serve.
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Chapter One: Introduction

Overview

Workplace incivility (WI) has been identified as a pervasive source of physical
and emotional stress for working individuals across industries (Pearson, Andersson, &
Porath, 2000). It has been shown to contribute to increased levels of anxiety and hostility
(Cortina, Magley, Williams, & Langhout, 2001) as well as absences and employee
turnover (Smith, Andrusyszyn, & Laschinger, 2010). Studies of healthcare workers, in
particular, indicate many negative consequences of WI, including emotional exhaustion,
depression, and anxiety (Laschinger, Cummings, Wong, & Grau, 2014). In addition to its
direct impact on healthcare workers, WI is also associated with negative patient safety
outcomes (The Joint Commission On Accreditation of Healthcare Organizations, 2016)

Studies indicate that W1 is particularly common in the emergency medicine
setting, and many healthcare workers manage incidents of W1 through positive
adaptations to the stress it induces, thus demonstrating higher levels of personal resilience
(Alexander & Klein, 2009; Gist, 2006; Maddineshat, Rosenstein, Akaberi, &
Tabatabaeichehr, 2016). Among critical care nurses, other factors that facilitate personal
resilience (when faced with WI) include supportive social networks, resilient role models
(Mealer, Jones, & Moss, 2012), and a strong sense of interpersonal connectedness
through teamwork and mentoring (Tubbert, 2016).

However, some individuals may negatively respond and adapt to W1 in ways that
do not reflect resilience but instead demonstrate dysfunctional behaviors. Nurses who
perceive incivility from physicians usually report avoidance behaviors that lead to

reduced communication with those physicians about patient care concerns (Porath, Foulk,



& Erez, 2015). Other negative responses to work stressors such as WI include
disengagement from challenging work situations, self-blame, and even substance abuse
(Rice & Liu, 2016). Finally, Andersson and Pearson (1999) argue that WI may initiate an
escalation of dysfunctional responses such as desire for reciprocation and even anger
leading to a desire for revenge.

Sensemaking among healthcare staff has been linked to nurse selection of
professional mentors (Hoffman, Lei, & Grant, 2009), as well as improved team
communication (Leykum et al., 2015) and improved patient safety outcomes (Battles,
Dixon, Borotkanics, Rabin-Fastmen, & Kaplan, 2006). In the team-based approach to
healthcare, sensemaking offers a means of overcoming barriers to the exchange of ideas
and differing viewpoints that are integral to effective team communication (Manojlovich,
2010). Healthcare professionals who recognize the improved communication associated
with sensemaking are a key element in understanding and mitigating threats to patient
safety (Jordan et al., 2009). Nursing staff often address the uncertainty and complexity of
their job through the advice and problem-solving assistance of their immediate co-
workers and utilize sensemaking to determine which of these co-workers represent
reliable and trustworthy sources of advice and mentorship (Hoffman, Lei, & Grant,
2009).

Despite representing one of the fastest growing segments of the professional
healthcare workforce (Bureau of Labor and Statistics, 2017) and with an increasing
presence in the field of emergency medicine (Brook, Chomut, Jeanmonon, & Rebecca,
2012), the Emergency Medicine Physician Assistants (EMPA) remain a relatively

understudied subsegment of the healthcare workforce beyond the areas of utilization and



productivity (Hooker, Cipher, Cawley, Herrmann, & Melson, 2008). This study seeks to
contribute to both research and practice through an examination of workplace incivility
among EMPAs, their adaptation, and their use of sensemaking.
Workplace Incivility in Emergency Medicine

In the hospital setting, the emergency department has been identified as an area
where uncivil behavior is most frequently encountered (Touzet et al., 2014; Kim et al.,
2016). Although there is a lack of literature specifically addressing the experience of
EMPAs, it is known that new graduate nurses entering emergency medicine often have
difficulty gaining acceptance from their more experienced peers and senior nurses and
regularly experience condescending language and non-verbal forms of WI such as arm-
folding and eye-rolling (Baumberger-Henry, 2012). This is particularly concerning as
these nurses are in a critical stage of their career development where the exposure to WI
can have a significant negative impact on their professional confidence and may lead to
increased work absence and higher intention to leave either the organization or the
profession (Smith, Andrusyszyn, & Laschinger, 2010). We also know that emergency
medicine physicians experience W1 from both nurses and physicians and they report WI
experiences from fellow physicians more frequently (daily or weekly) than that from
nurses (weekly or monthly) (Maddineshat, Rosenstein, Akaberi, & Tabatabaeichehr,
2016). Unfortunately, very little is known about the EMPAs’ experiences with WI.

Statement of the Problem

In an effort to address emergency room overcrowding and to find balance

between available resources and cost-effective care, many emergency rooms are utilizing

physician assistants as part of the emergency medicine treatment team (Brock, Nicholson,



& Hooker, 2016). Currently, there are more than 79,000 PAs working in the U.S.
healthcare system with 77% of all emergency rooms utilizing EMPAS to some degree as
part of the treatment team (Brook, Chomut, Jeanmonon, & Rebecca, 2012). Between
1993 and 2005, emergency room visits managed either completely or in part by an
emergency medicine physician assistant (EMPA) increased from 2.9% to 9.1% (Ginde,
Espinola, Sullivan, Blum, & Camargo, 2010). During that approximate timeframe
(1995-2004), EMPASs were the provider of record for 5.7% of emergency room visits
(Hooker, Cipher, Cawley, Herrmann, & Melson, 2008).

With a growth rate of 30% predicted for the PA profession between 2014 and 2024
(Bureau of Labor and Statistics, 2017), it is reasonable to expect a corresponding growth
in the number of PAs entering the field of emergency medicine. In doing so, they will
represent a sub-segment of one of the fastest growing components of the American
healthcare industry (Bureau of Labor and Statistics, 2017), with an active presence in over
three-fourths of all emergency rooms in the United States (Brook, Chomut, Jeanmonon, &
Rebecca, 2012). These EMPAs will also be entering a field of medicine that consistently
reports the highest burnout rate among both physician and nursing specialties (Peckham,
2017; Browning, Ryan, Thomas, Greenberg, & Rolniak, 2007).

Unfortunately, much of our understanding of EMPASs is derived from data in
which they are grouped with other non-physician providers of healthcare (e.g., nurse
practitioners). In addition, most of that data is focused on utilization and productivity
(Hooker, Cipher, Cawley, Herrmann, & Melson, 2008; Ginde, Espinola, Sullivan, Blum,
& Camargo, 2010) as opposed to workplace experience. Within the field of emergency

medicine, we do know that nurse practitioners (NP) are perceived by physicians to use



more resources and require more clinical training than their PA counterparts (Phillips,
Klauer, & Kessler, 2016). Interestingly, despite this perception of a higher level of
clinical competence, a 10-year review indicated that NPs encountered fewer malpractice
events and fewer adverse administrative actions than their EMPA counterparts (Brock,
Nicholson, & Hooker, 2016).

The variances in this physician perception versus frequency of negative clinical
events, in addition to the differences in training and autonomy of practice, may suggest
that the EMPA and NP experience work differently. The potential for this unique
experience led the researcher to focus this study solely on the EMPA experience and to
do so with an interest in examining their adaptation and sensemaking in response to
encounters with workplace incivility.

Adaptation, Sensemaking, and Workplace Incivility

As previously mentioned, three concepts are central to the present study: WI,
sensemaking, and adaption—both positive adaptation as resilience and negative
adaptation as dysfunctional behavior. A review of the literature identifies at least three
common threads including: a) social interactions, b) ambiguity, and c) adaptation. Below
is a description of each thread.

Thread A
Social interaction is a central component of WI, sensemaking, and adaptation
(resilience and dysfunctional behavior). Like civility, workplace incivility is a means by
which two individuals engage in a social interaction. Whereas the interactions of civility
communicate mutual respect (Boyd, 2006), the social interactions of WI communicate a

lack of regard for others and violate the workplace norms of mutual respect (Andersson



& Pearson, 1999). In WI, during the social interaction between individuals, the behaviors
of one individual (the source) cause another individual (the target) to experience a feeling
of having been treated rudely and discourteously (Andersson & Pearson, 1999). This
understanding allows us to examine WI as a form of interpersonal conflict (Porath &
Pearson, 2010) and a byproduct of the complexity and frequency of an individual’s
interaction with others (Andersson & Pearson, 1999). Similarly, resilience can be viewed
as a byproduct of the interaction between an individual and his or her social environment
in which the individual overcomes the stress associated with negative experiences or
adversity (Rutter, 2012). It is a dynamic process of interactions between individuals and
the various systems that comprise their social environment (Southwick, Bonanno,
Masten, Panter-Brick, & Yehuda, 2014; Hermann et al., 2011). The development of
resilience requires engagement with psycho-social stressors and is assessed by the
successful adaptation that arises from that engagement (Rutter, 1987). Researchers in
resilience recognize that humans are remarkably adaptive systems engaged in a continual
interaction with an environment that is embedded in social relationships (Southwick,
Bonanno, Masten, Panter-Brick, & Yehuda, 2014).

Just as the positive adaptations that are indicative of resilience can be viewed as a
response to social interaction, so can we view the negative adaptations associated with
dysfunction. It is the negative responses to the emotions experienced in WI that lead to
the “tit-for-tat™ reciprocal actions of the incivility spiral (Andersson & Pearson, 1999).
These intentional behaviors have been directly linked to impaired team functioning and
dysfunctional team behaviors (Cole, Bruch, & Walter, 2008). On the individual level,

negative or stressful social interactions in the workplace have been shown to contribute to



unhealthy personal behaviors such as increased alcohol consumption and self-blame
(Rice & Liu, 2016).

At its core, sensemaking represents both an individual and social activity (Weick,
1995). Sensemaking arises from our utilization of observations and communication as
sources of information about our social environment (Dervin, 2010). It is a construct
grounded in language and communication and is influenced by a socially defined
understanding of events (Weick, Sutcliffe, & Obstfeld, 2005). Enhanced by both the
frequency and quality of conversation, sensemaking emerges from our system of
relationships (Jordan et al., 2009). Sensemaking acknowledges that the reality of human
social interaction results in “gaps” of understanding and recognizes the important role
communication plays in bridging those “gaps” (Dervin, 1998).

Thread B

Next, let us focus on ambiguity as the defining element of W1 and the role that
sensemaking plays in resolving that ambiguity. Ambiguity both defines W1 and
distinguishes it from other forms of deviant workplace behavior (Andersson & Pearson,
1999; Pearson, Andersson, & Porath, 2000). The behaviors that characterize WI are
ambiguous, typically subtle in nature, and are subjectively assessed with perceptions and
interpretations of those behaviors varying between individuals (Sliter, Withrow, & Jex,
2015). The experience of this ambiguity and lack of clarity combined with the possibility
of multiple interpretations of the meaning of those behaviors represents a stressor in the
form of a “shock” of confusion stemming from that ambiguity (Weick, 1995, p. 94).

Sensemaking arises from our need to create order from this disruption (Weick,

2006). It represents our effort to reduce and resolve the ambiguity we experience



(Battles, Dixon, Borotkanics, Rabin-Fastmen, & Kaplan, 2006). It is the process by
which we assign plausible, if not entirely accurate, meaning to actions (Weick, Sutcliffe,
& Obstfeld, 2005). More simply put, when people are confronted with too many possible
interpretations of an event or events, then they engage in sensemaking (Weick, 1995).
Thread C

Finally, let us link resilience and dysfunctional behavior to sensemaking and
workplace incivility by examining adaptation as the bridge between resilience and
sensemaking. As previously mentioned, ambiguity is the defining aspect of WI
(Andersson & Pearson, 1999) and sensemaking represents our effort to reduce and
resolve that ambiguity (Battles, Dixon, Borotkanics, Rabin-Fastmen, & Kaplan, 2006) by
assigning plausible, if not entirely accurate, meaning to actions (Weick, Sutcliffe, &
Obstfeld, 2005) in order resolve or adapt to the associated stress (Dervin, 1998) of
ambiguity. Sensemaking acknowledges the human capacity for flexibility and adaptation
(Dervin, 2010).

Adaptation may be successful and positive, and therefore indicative of resilience
(Rutter, 2012). Conversely, adaptation may be negative and result in either short-term or
chronic dysfunction (Norris, Tracy, & Galea, 2009). Resilience is assessed by the degree
to which an individual demonstrates successful adaptation rather than dysfunction
(Garmezy, 1991).

As a construct, resilience recognizes the adaptive nature of the human condition
as a dynamic process (Luthar & Cicchetti, 2000) of successful adaptation (Masten et al.,
1999). Resilience acknowledges human adaptation and the capacity for generative

outcomes in response to challenging conditions (Bonanno, 2008). One is said to be



“resilient” based upon a demonstration of positive, rather than negative, behavioral
patterns as adaptations resulting from exposure to stressors (Garmezy, 1991). Despite the
lack of a universally agreed-upon operationalized definition of resilience, the
fundamental understanding of the construct involves positive adaptation (Hermann et al.,
2011). Resilience is set apart from dysfunction based upon the positive nature of one’s
response to stress and adversity (Masten et al., 1999). Dysfunctional behavior, as
described previously, is negative adaptation to incidents of WI.
WI, Adaptation, Sensemaking, and Healthcare Workers

Themes of sensemaking and positive adaptation can be found in the literature
surrounding WI in healthcare. Among healthcare workers who are exposed to WI, the
social factors of resilience are demonstrated through inter-staff collegiality and quality of
social contacts and are known to mitigate the negative effects of both co-worker and
supervisor incivility (Orre et al., 2010). Consistent with this theme of social support, new
graduate nurses, especially those within the first three months of graduation, are buffered
from the negative impact of W1 by both formal and informal support from unit staff
members (Rush, Adamack, Gordon, & Janke, 2014). These social support avenues are
shaped through sensemaking as nurses engage in sensemaking in order to determine
which staff members represent trustworthy and accessible colleagues to whom they can
turn for advice and support (Hoffman, Lei, & Grant, 2009).

Organizational support is also a factor in developing resilience in the presence of
WI. Nurses who have mentors who routinely exhibit optimism and demonstrate personal
resilience are themselves more likely to demonstrate resilience in the presence of Wl and

other work stressors (Mealer, Jones, & Moss, 2012). Healthcare organizations that



promote collegial inter-professional dynamics create an environment that has been
demonstrated to facilitate the individual’s ability to respond to WI with resilience rather
than dysfunction (Spake & Thompson, 2013). An organization that promotes open and
collegial dialogue increases the capacity for sensemaking and allows room for the
individuals to develop these collegial relationships and to shape their perceptions of their
working environment (Jordan et al., 2009).
Purpose and Research Question

The purpose of this narrative inquiry was to explore how EMPAs describe their
personal adaptation in response to their experiences with workplace incivility. The
question that lies at the genesis of this inquiry is, “How do EMPAs adapt to workplace
incivility?” This guiding question focused the researcher on the adaptive response to WI
without ignoring the nuances of the experienced W1 and the possibility that both positive
and negative adaptation may occur. These nuances and variable responses were
addressed through deeper layers of inquiry that are further developed in the following
supporting questions:

e What is the nature of the WI experienced by EMPAs?

e What positive adaptations, i.e., resilience, are described by EMPAs as a result

of their experience with WI?
e What negative adaptations, i.e., dysfunctions, are described by EMPAs as a
result of their experience with WI?
The first supporting question provides the researcher with a broader overview of

W1 as it is uniquely experienced by the EMPA. However, the subsequent supporting
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questions serve to focus the researcher on the individual’s adaptive response to that
experience, allowing room for both positive and negative adaptations to occur.
Statement of Potential Significance

This research effort provides a unique contribution to the existing literature in that
it advances the examination of individual adaptation (both positive/resilience and
negative/dysfunctional behavior) among EMPASs in the presence of WI. In addition, this
research serves both practitioners and scholars who have an interest in WI and individual
resilience. Leaders across the spectrum of healthcare, from front-line managers to
organizational human resource directors, will be better informed concerning the unique
experience of the EMPA and can use this information to recognize the beginning stages
of the WI spiral (Andersson & Pearson, 1999) and provide appropriate interventions for
both the target and source(s) (Gallus, Bunk, Matthews, Barnes-Farrell, & Magley, 2014)
to mitigate the negative outcomes associated with WI (Holm, Torkelson, & Backstrom,
2015).

Conceptual Framework

The conceptual framework for this research is depicted graphically in figure 1.1.
The emergency department represents the contextual environment in which the W1 is
experienced. In keeping with sensemaking theory, the researcher acknowledges the
EMPA as a malleable and adaptive individual (Dervin, 2010) who is engaged in an
ongoing subjective assessment of the ambiguity inherent in W1 (Andersson & Pearson,
1999). The EMPA engages in sensemaking and assigns meaning to that ambiguity
through communication, social interaction, and conversation with others as well as

through internal self-conversation (Weick, Sutcliffe, & Obstfeld, 2005; Currie & Brown,
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2003). Resilience is represented by positive adaptation and dysfunctional behavior arises

from negative adaptation (Hermann et al., 2011).

Social Interaction ‘

Sensemaking / Resilience

Emergency
Department

Workplace
Incivility

Positive
Adaptation

Figure 1.1

Sensemaking provides a useful lens through which to examine both WI and
adaptation. Sensemaking is an inherently social construct involving conversation with
oneself and others (Weick, 2011). For this reason, the researcher places sensemaking at
the intersection of social interaction and the resolution of, and adaptation to, ambiguity,
which is the central defining element of WI (Pearson, Andersson, & Porath, 2000).
Sensemaking assigns meaning to events clouded by ambiguity (Leykum et al., 2015) and
seeks to bridge what Dervin (2010) calls “gaps” (p. 36) in order to provide clarity to
perceptions and experiences (Manojlovich, 2010). Sensemaking also acknowledges the
human potential for adaptation (Dervin, 2010), and positive adaptation is central to the
conceptualization of individual resilience (Luthans, VVogelgesang, & Lester, 2006).

Resilience is further conceptually linked to sensemaking, because sensemaking engages
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the emotional, social, behavioral, and perceptual aspects of the interaction between actors

and their environment (Osbeck, 2014). Sensemaking focuses on information as a means

of mitigating negative emotional responses arising from that interaction (Dervin, 1998).
Summary of Methodology

Qualitative researchers seek to understand the context surrounding the actions of
study participants and to identify the influences on those actions (Maxwell, 2013). This
study was conducted using narrative inquiry as its methodology. It sought to ascribe
meaning to the social experiences of the EMPASs through the voices of those who
encounter WI.

Narrative inquiry was chosen as the underlying methodology of this study
because one of the oldest forms of sensemaking is found in the use of stories or narratives
(Jonassen & Hernadez-Serrano, 2002). Narratives convey individual experiences, often
describing periods of tension in which new meaning is discovered and in which context is
an integral factor (Creswell, 2013). From a researcher’s perspective, how the story is told
gives insight into the way individuals situate themselves within their larger social setting
(Coffey & Atkinson, 1996). Context is important (Creswell, 2013) and past experiences
give meaning to the present understanding (Coffey & Atkinson, 1996). Asa
methodology, narrative inquiry relies on first-person accounts as the primary data source
and gives attention to the context surrounding the events described (Merriam & Tisdell,
2016).

This study utilized the Critical Incident Technique (CIT) to implement the
narrative inquiry methodology. Initially a technique involving direct observation of

behaviors, CIT now relies heavily on retrospective self-reports of experiences (Borgen,
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Amundson, & Butterfield, 2008) and has been utilized as a validated qualitative research
method across many disciplines such as counseling, nursing, job analysis, and
organizational learning (Butterfield, Borgen, Amundson, & Magio, 2005). It is precisely
the reliance on retrospective self-reports that makes CIT an ideal technique to extract the
first-person narratives of the EMPAs and to examine how sensemaking influenced their
resilience.
Limitations and Delimitations

The limitations of this study lie in its dependence upon the willingness of
participants to openly and accurately describe their experiences with workplace incivility.
It is possible that participants were reluctant to accurately share their experiences as well
as their responses. As a qualitative study conducted by an EMPA, the researcher found
himself situated within the shared experiences of the study subjects (Creswell, 2014).
The researcher recognized that he might bring his own bias to this study. This bias was
addressed in the subjectivity statement and through the utilization of a researcher identity
memo as a means of exploring his own experience and assumptions (Maxwell, 2013).

The primary delimitation of this study is that it focused solely on the EMPA. This
narrow focus and the resultant findings may not be generalizable across the spectrum of
the larger emergency medicine workforce. The EMPA occupies a unique position in the
healthcare setting. These practitioners typically function with a high degree of autonomy
in their day-to-day work experience, yet they are ultimately practicing medicine under a
scope of practice that is established and overseen by the leadership of the department and
the facility in which they work (Hooker, Cipher, Cawley, Herrmann, & Melson, 2008).

Put another way, the department and facility leadership establish a scope of practice that
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they feel allows the EMPA to safely and ethically function as a surrogate provider for
their supervising emergency medicine physician. It has been established that hierarchy
can influence one’s experience with WI (Porath & Pearson, 2012). This surrogate status
may provide the EMPA with a positional power that may serve to insulate them from
some forms of WI, especially those originating from department members who are lower
within the perceived organizational power structure.

Additionally, the nursing staff in the emergency department typically outhumbers
the physician and EMPA staff. As a leader in several emergency departments in both
rural and urban settings, the researcher has been consistently charged to maintain a set
Physician to EMPA ratio based upon state regulations and institutional policies.
Although variable across institutions and settings, MD to EMPA ratios of 1:1 or 2:1 are
typical. This disproportionate number of peer co-workers may serve as a barrier to access
the social relationships at work that have been shown to support individual resilience.

Finally, the researcher recognizes that the EMPA represents a unique subset of the
physician assistant workforce and that the results may not be generalizable across the
broader physician assistant profession. It must be remembered that W1 is contextually
influenced by culture and actions consistent with WI are those that violate the norms of
politeness for that culture (Pearson, Andersson, & Porath, 2000). It is likely that the
hectic pace and critical nature of the patient population in the emergency department
create a culture in which some of the accepted norms would be interpreted as WI if they
were enacted in a less hectic, less critical setting such as a family practice office.

Another key delimitation of this study is that it did not examine or account for the

influence of non-workplace stressors on the perception of WI. We know that resilience
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and dysfunctional behaviors are multifactorial and that stressors are cumulative across
multiple systems of human interaction (Ungar, Ghazinour, & Richter, 2013). Itis
possible that stressors outside of the workplace contributed to a hypersensitivity to
perceived WI on the part of the recipient. This study did not explore that broader social
facet of the experience.

Research assumptions.

This research effort relied upon a few central assumptions. First, the study
assumed that WI negatively impacts the healthcare worker (Andersson & Pearson, 1999;
Pearson, Andersson, & Porath, 2000). Second, it assumed that resilience offsets these
negative effects (Gralinski-Bakker, Hauser, Stott, Billings, & Allen, 2004; Gkorezis,
Kalampouka, & Pedtridou, 2013). Finally, the study assumed that W1 is experienced
differently among EMPASs compared to other healthcare professionals.

Key Terms

In order to address the potential for confusion and misunderstanding, it is
important to establish a uniformity of terminology that will be used throughout the body
of this manuscript. The definitions listed below are taken and adapted from established
professional definitions, operationalized definitions, and academically customary
conceptualizations relevant to this research effort.

Resilience. Within this research study, resilience is described as the process by
which individuals make positive adaptations in response to challenging or threatening

circumstances in order to maintain competent functioning and psychological well-being.
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Dysfunctional behavior. Throughout this research the term dysfunctional
behavior will be used to indicate negative adaptations and responses that are detrimental
to individual well-being and/or the dynamics of team functioning.

Workplace incivility. Andersson and Pearson (1999) provide the definition of
workplace incivility as “low intensity deviant behavior with ambiguous intent to harm the
target, in violation of workplace norms for mutual respect” (p.457). These behaviors are
characteristically rude and discourteous and display a lack of regard for others on the part
of the source (Andersson and Pearson, 1999).

Physician assistant. The term physician assistant represents a professional
category of licensed healthcare providers who are recognized throughout the United
States and in some international countries. The American Academy of Physician
Assistants defines a physician assistant as a nationally certified and state licensed health
care provider (2017). In order to obtain national certification, one must be a graduate of a
physician assistant program that is certified under the Accreditation Review Commission
on Education for the Physician Assistant (ARC-PA) and must pass a national certification
exam administered through the National Commission on Certification of Physician
Assistants (NCCPA, 2018).

Emergency medicine physician assistant (EMPA). For the purposes of this
research endeavor, the term EMPA or emergency medicine physician assistant shall
denote the physician assistant who meets the above criteria and who has worked in an
emergency room setting in a full-time capacity (36 hours or more per week) for greater

than 12 of the preceding calendar months.
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Sensemaking. For the purposes of this study the researcher will define
sensemaking as the dynamic and ongoing process by which an individual creates an
understanding of ambiguous, unexpected, or confusing events.

Critical incident technique (CIT). The term critical incident technique will refer
to the five-step process first elucidated by John A. Flanagan (Flanagan, 1954). CIT will

incorporate retrospective self-reporting as the primary means of qualitative inquiry.
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Chapter 2: Topics, Purpose, and Methods of Literature Review
Topics
The topics covered in this literature review include individual resilience;
dysfunctional behavior; workplace incivility; the sensemaking process; and sensemaking
theory.
Purpose
The purpose of this qualitative study was to explore how EMPASs describe their
personal adaptation, both positive (resilience) and negative (dysfunctional behavior), in
response to workplace incivility. Specifically, this study utilized the theoretical lens of
sensemaking to examine the way in which the EMPA describes both the positive and
negative individual adaptation to workplace incivility. This study contributes to both
research and practice by providing a broader understanding of the individual adaptations
of EMPAs who experience workplace incivility. With this understanding, researchers
and leaders in healthcare will be better able to focus their efforts on issues of resilience as
well as dysfunctional behavior in response to workplace incivility that are unique and
specific to the experiences of the EMPA.

This inquiry was guided by a central question: “How do EMPAs adapt to workplace
incivility?” This central question was further explored by asking the following
supporting questions:

*  “What is the nature of the WI experienced by EMPAs?”
*  “What positive adaptations are described by EMPAs as a result of their

experience with WI?”
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*  “What negative adaptations are described by EMPAs as a result of their
experience with WI?”

It is important to remember that at its core this study was about both positive and
negative adaptation (resilience and/or dysfunctional behavior). Workplace incivility
provided a boundary for the individual experiences that were used to explore those
adaptations. Sensemaking provided a lens through which adaptation to the ambiguity
inherent in W1 was examined. The research questions were intentionally structured to
focus the researcher on the individual’s adaptation as a common thread connecting
resilience and sensemaking.

Methods of the Literature Review

A literature search was conducted using Articles Plus, JSTOR, Psyclnfo, Proquest
Research Library, Academic Search Complete, PubMed, MEDLINE, and Dynamed Plus.
The search terms were established directly from the language contained in the purpose
statement and the research questions. These search terms included: (“resilience” AND
“workplace incivility””) AND (“resilience” AND “sensemaking”) AND (“resilience”
AND “emergency medicine”) AND (“resilience” AND “physician assistant”) AND
(“workplace incivility” AND “sensemaking”) AND (“workplace incivility” AND
“emergency medicine”) AND (“workplace incivility” AND “physician assistant”) AND
(“sensemaking” AND “physician assistant”) AND (“sensemaking” AND “emergency
medicine”). These search terms were selected based upon the purpose of this research
effort and their relevance to the central terms associated with this research. Search

results, as expected, varied greatly with (“resilience” AND “emergency medicine”)
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returning over 10,000 articles, while (“sensemaking” AND “physician assistant™)
returned only 218 articles.

The database search was further refined with limitations to peer-reviewed,
scholarly journals in the English language, or with an accompanying English translation,
published within the past 20 years. Articles were reviewed to ensure relevance to the
research purpose. The search terms were varied across a multiple database search tool
until the results of articles became duplicative of previous efforts. The reference sections
of articles were also reviewed for relevant sources.

This chapter will examine each of the central themes of this research. The
seminal research on workplace incivility will be examined. Also included is an
examination of the origins of resilience research and a subsequent narrowing of the focus
into adult resilience. From the literature on resilience and workplace incivility,
dysfunctional behaviors are extracted and explored. Finally, sensemaking as both a
theory and a process is examined. A synthesis of the research examined focuses careful
attention to the experience of healthcare workers, especially those in the field of
emergency medicine and, when possible, the specific experience of the emergency
medicine physician assistant.

Description and Critique of Scholarly Literature
Workplace Incivility

Before we can understand incivility in the context of this study, it would be
instructive to first gain some understanding of what is meant by the term civility. As an
actor-centered construct, civility encompasses social and cultural norms with recognition

of others at its core (Baumgarten & Rucht, 2011). Civility is a learned behavior, a
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consciousness of self, and an awareness of others that requires self-control, a
commitment to politeness, and a restraint from directing anger toward others (Peck,
2002). However, it is more than just good behavior. It is an assembly of culturally
derived norms that extends beyond mere etiquette and politeness (Baumgarten & Rucht,
2011). Civility is the means by which two human beings engage in social interaction and
communicate mutual respect for one another (Boyd, 2006). Civility in the workplace,
therefore, is reflective of these guiding tenets. It is behavior in the workplace that falls
within the workplace norms for politeness, concern, and mutual respect for others
(Andersson & Pearson, 1999). It stands to reason then, that uncivil behavior within the
workplace would describe actions in the workplace that stand in contrast to these
principles of politeness and mutual respect.

First introduced by Andersson and Pearson (1999), workplace incivility describes
a subset of deviant workplace behaviors falling short of high-intensity conflict and overt
aggression (Blau & Andersson, 2005). As a means of visualizing WI and differentiating
it from other behaviors, imagine if we were to place civility at one end of the workplace
behavioral spectrum and violence at the other end. If we were to then graph WI on this
linear scale, we would find that W1 falls closer to the “civility” end of that spectrum than
it does the “violence” end; the associated behaviors would lack any definitive
characteristics of aggression or intent to harm.

Seminal research on workplace incivility.

The early research of Andersson and Pearson was informed by Tedeschi and
Felson (1994) whose theory of coercive action examined overt acts of aggression as

functional components of social interaction. However, aggression and violence are rarely
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as spontaneous as they may seem; rather, they are frequently the culmination of a
sequence of escalating incivilities and perceived personal slights (Andersson & Pearson,
1999). Left unchecked, what begins as subjective and ambiguous incidences of incivility
may progress toward objective and overt displays of hostility and aggression in a “tit-for-
tat” exchange that has been termed the “incivility spiral” (Andersson & Pearson, 1999, p.
458).

Recognizing that this incivility spiral is driven by emotional responses, Porath and
Pearson (2012) incorporated appraisal theory into their examination of the social
interactions associated with workplace incivility. Appraisal theory frames emotions as
adaptational expressions of transactions between the person and the environment
organized toward the end goal of individual well-being (Smith & Lazarus, 1990). It
acknowledges that emotions arise from the complex appraisal of the person and the
environment in response to stressful social encounters (Lazarus & Folkman, 1984).
Situations that are perceived as incongruent with one’s goals or that are attributable to
unfairness or to which blame can be externally directed are appraised as unpleasant and
evoke negative emotions such as anger, fear, and sadness (Porath & Pearson, 2012). That
appraisal is not a fixed assessment, but rather it is contextualized and influenced by
myriad environmental factors such as organizational culture (Andersson & Pearson,
1999) and real versus perceived hierarchical status (Porath & Pearson, 2012; Sears &
Humiston, 2015). In whatever way it is manifested, perceived, or experienced, WI is, at
its core, an experience of negative emotions experienced by the target (Porath & Pearson,

2012).
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Negative Impact of WI

The impact of WI on organizations is subtle yet pervasive and has significant
implications for the organizational bottom line (Pearson & Porath, 2005; Porath &
Pearson, 2010). In one study spanning a diverse spectrum of industries including
healthcare, 12% of subjects reported choosing to leave an organization due to workplace
incivility (Porath & Pearson, 2012). The cost to the organization for a single employee’s
departure is not insignificant. Pearson and Porath (2005) cite Cascio (2000) in
estimating the cost of employee turnover to be between 1.5 and 25 percent of the
employee’s base salary, or $50,000 across all industries. More recent studies place the
cost of new graduate nurse turnover as high as $92,000 (Melnyk, Hrabe, & Szalacha,
2013). Productivity declines in the form of intentionally reduced work effort, increased
time away from work, and retaliatory theft from either the instigator or the organization
has also been reported (Pearson, Andersson, & Porath, 2000).
Workplace Incivility in Healthcare

The healthcare industry is particularly prone to WI, perhaps due to its historically
ingrained cultural hierarchy (Leisy & Ahmad, 2016). This is particularly concerning as
hierarchically mediated intimidation has been cited by the Joint Commission on
Accreditation of Hospital Organizations (JCAHO) as a leading root cause in patient harm
(Reynolds, Kelly, & Singh-Carlson, 2014). Despite a clearly articulated mandate from
JCAHO (2012) requiring hospital organizations to implement strategies to address
counterproductive workplace behaviors, such as WI, these behaviors remain prevalent.

Belittlement of medical students and residents from senior residents and

physicians has been linked to the “abuse begets abuse” cycle ingrained in the culture of
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physician education despite well-studied and well-documented negative effects on
student well-being and negative patient outcomes (Leisy & Ahmad, 2016). New graduate
nurses routinely experience “covert interpersonal conflict” and report frequent encounters
with “rude, abusive, and humiliating” comments, most often from more experienced
nurses (Rush, Adamack, Gordon, & Janke, 2014, p. 220) and cite the first three months of
their career as their greatest period of vulnerability to the negative effects of WI (Rush,
Adamack, Gordon, & Janke, 2014). Nearly 60% of Certified Registered Nurse
Anesthetists (CRNAS) report WI originating from their superiors and nearly 37% report
W1 from their peers (EImblad, Kodjebacheva, & Lebeck, 2014). Nurses in general report
the commonly encountered experiences in the nursing profession to be exclusion and
having their opinions and perspectives ignored (Etienne, 2014). Unfortunately, the
hierarchical culture of residency training and the acceptance of “nurses eat their young”
is so deeply ingrained that behaviors of WI are often overlooked; they are viewed as a
necessary rite of passage to gain acceptance into both the physician and nursing
profession (Baumberger-Henry, 2012; Leisy & Ahmad, 2016).

Within the field of nursing, many of the studies on nurses’ experiences in the
workplace are focused on horizontal violence. Horizontal violence is a term used to
describe aggressive behaviors between individuals on the same organizational power
level (Reynolds, Kelly, & Singh-Carlson, 2014). These horizontal violence studies apply
a rather broad view of “violence” in their definition of horizontal. Admittedly, on the
surface this construct may seem to fall outside of the boundaries of what we have defined
as WI. However, a closer examination of “horizontal violence” offers a clearer

understanding of the overlap in these definitions and, in the opinion of this researcher,
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calls into question the accuracy and specificity of the term “horizontal violence” without
fully negating the value of the studies’ findings.

Dumont and colleagues (2012) reported on five behaviors in a national survey on
horizontal violence in nursing. Those five behaviors included: (1) harshly criticizing
someone without hearing both sides of the story; (2) belittling or making hurtful remarks
to or about coworkers in front of others; (3) complaining about a coworker to others
instead of attempting to resolve a conflict directly by discussing it with that person; (4)
raising eyebrows or rolling eyes at another coworker; and (5) pretending not to notice a
coworker struggling with his or her workload (Dumont, Meisinger, Whitacre, & Corbin,
2012). Reynolds and colleagues (2014) also outline behaviors of “horizontal violence”
again, such as eye rolling, face-making, turning away or ignoring, and withholding
information. While certainly consistent with undesirable workplace behaviors that can
clearly be considered unprofessional or even counterproductive, the behaviors described
are not inherently violent. In fact, these behaviors are specifically outlined and described
in seminal and subsequent works reporting and defining workplace incivility (eye rolling,
ignoring, withholding information), which, by its very definition, falls short of violence
(Andersson & Pearson, 1999). This is not to suggest that the findings of these studies are
without value; it is merely to point out that from a strictly academic interpretation, the
findings are more reflective of the pervasiveness and detrimental impact of incivility than
they are of violence.

Within the field of emergency medicine, the interpersonal conflict typified in WI
is the most commonly encountered source of dysfunctional team dynamics (Johansen,

2014) and is closely linked to decreased psychological well-being among department
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staff (Maddineshat, Rosenstein, Akaberi, & Tabatabaeichehr, 2016; Howlett et al., 2015).
Having previously established that newly graduated nurses experience greater exposure
to WI and that WI exposure is linked to burnout, it comes as no surprise to find that
nurses who are younger and new to the emergency department experience greater rates of
burnout and subsequent compassion fatigue when compared to their more seasoned
colleagues (Hunsaker, Chen, Maughan, & Heaston, 2015).

Fortunately, several buffering factors to WI have been identified. Strong social
support networks in the form of colleagues and mentors are significant resources for
newly graduated nurses experiencing WI (Laschinger, Cummings, Wong, & Grau, 2014).
Additionally, employees who report a strong sense of belongingness also report behaviors
and feelings associated with workplace thriving, even in the presence of WI (Gkorezis,
Kalampouka, & Pedtridou, 2013). Likewise, higher levels of positive psychological
capital, such as hope and self-efficacy, are correlated to higher levels of self-esteem and
positive self-image despite WI exposure (Doshy & Wang, 2014). These factors are
encompassed in our understanding of resilience; therefore, the factors suggest that
individuals with high levels of resilience are better positioned to withstand the negative
effects of WI exposure.

Adaptation

Positive adaptation-resilience.

The term resilience and our subsequent understanding of it emerged almost
exclusively from the field of developmental psychology (Zatura, Hall, & Murray, 2008;
Earvolino-Ramirez, 2007; Hermann et al., 2011). Norman Garmezy, recognized as one

of the foundational researchers of resilience (Southwick, Bonanno, Masten, Panter-Brick,
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& Yehuda, 2014), first advanced the terms “resilient” and “stress resistant” as a means of
describing children who exhibited the capacity to adapt to life stressors (Garmezy, 1987).
Both independently and jointly, Garmezy and his colleagues, as well as other
counterparts, continued to examine adaptive responses to various chronic stressors such
as poverty (Garmezy, 1991), parents with mental illness (Garmezy, Masten, & Tellegen,
1984), and marital discord within the primary family unit (Rutter, 1987). Broadly
speaking, these early pioneers in resilience research identified personal, family, and
societal factors as strong correlates to individual resilience (Garmezy, 1991); and their
work influenced our current understanding of adult resilience. Today, researchers of both
adult and child resilience acknowledge it as an interdisciplinary construct (King,
Newman, & Luthans, 2015) spanning, but not limited to, the fields of psychology,
psychiatry, and sociology (Hermann et al., 2011; Bhamra, Dani, & Burnard, 2011).
Despite the vast body of developmental research, and perhaps because of the
nascent interest in adult resilience, a central operationalized definition of resilience is
elusive. This is not to say that the construct is not well understood; it is simply to say that
an operationalized definition has yet to be universally identified and accepted (Fletcher &
Sarkar, 2013). In general terms, resilience is said to describe the capacity for successful
adaptation when exposed to disturbances that threaten function, viability, or development
(Masten A. , 2014). Some view resilience as the ability to maintain or regain mental
health (Hermann et al., 2011), while others consider it a dynamic process resulting in
adaptation in the face of significant adversity (Tusaie & Dyer, 2004), highlighting
tenacity (Hartley, 2011), the ability to forge ahead in times of challenge, and an ability to

return to normal function (Reivich, Seligman, & McBride, 2011).
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While many researchers assert that resilient individuals must merely maintain
relative levels of positive function (Hobfoll, et al., 2009) others see adult resilience as a
generative experience where individual functioning improves and positive emotions are
experienced as a result of encountering adversity (Bonanno, 2008). Regardless of the
lack of an operationalized definition and regardless of where one stands regarding
generative or normative outcomes, adversity and a resultant positive adaptation are
central conceptual components of our understanding of resilience (Fletcher & Sarkar,
2013; Luthar & Cicchetti, 2000).

Seminal Research on Resilience

Norman Garmezy pioneered the study of what we now call resilience when he
began to study what he called “stress resistant” children (Garmezy, 1987, p. 162). He
realized that exposure to dangerous and life-threatening events was a harsh reality for
many children and noted that, despite this decidedly negative environment, many
children demonstrated a surprising ability for positive adaptation (Garmezy, 1991). Both
independently and jointly, Garmezy and his colleagues, as well as other counterparts,
continued to examine adaptive responses in children exposed to various chronic stressors
such as poverty (Garmezy, 1991a), parents with mental illness (Garmezy, Masten, &
Tellegen, 1984), and marital discord within their primary family unit (Rutter, 1987).
Broadly speaking, these early pioneers in resilience research identified personal, family,
and societal factors as strong correlates to individual resilience (Garmezy, 1991b); their

work influenced our current understanding of adult resilience.
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Current Research in Adult Resilience

Today, researchers of both adult and child resilience acknowledge that resilience
is an interdisciplinary construct (King, Newman, & Luthans, 2015; Masten, 2014)
spanning, but not limited to, the fields of psychology, psychiatry, and sociology
(Hermann, et al., 2011). However, whereas childhood resilience tends to focus on
chronic exposure to stress and adversity, the majority of adult resilience research focuses
on more acute and isolated forms of life-stressors such as loss or trauma (Bonanno &
Diminich, 2013).

In research on resilience in adults, resilience is generally framed in terms of
individual personality traits that serve a protective function under stressful conditions or
situations (Lee, Sudom, & McCreary, 2011). These traits are numerous with researchers
variably describing good self-esteem, easy temperament (Fletcher, 2013), openness,
agreeableness, and extraversion (Lee, Sudom, & McCreary, 2011) as core elements of a
resilient personality. Adults who demonstrate an easy temperament (Fletcher & Sarkar,
2013) and who proactively cultivate positive emotions through humor and optimistic
thinking (Tugade, Frederickson, & Barrett, 2004) are less prone to maladaptive responses
to stress and adversity than individuals lacking those personality attributes. In a study on
resilience in the Canadian military forces, five personality traits were identified as being
associated with positive adaptation: hardiness, mastery, self-esteem, dispositional
optimism, and dispositional affect (Lee, Sudom, & Zamorski, 2013).

Systems View
Resilience is not solely dependent upon one’s personality nor is it a fixed or static

condition. Rather, resilience represents a dynamic process of interaction between
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individuals as adaptive systems and the systems that comprise their environment
(Southwick, Bonanno, Masten, Panter-Brick, & Yehuda, 2014; Hermann et al., 2011).
Garmezy (1991) himself hinted at the systems component of resilience in a commentary
on his own early research. Explaining the genesis of his seminal work, he mentions how,
during his review of the contemporary literature, he identified recurrent themes of family
and social support as factors commonly seen in the lives of resilient children (Garmezy,
1991). Masten (2104) embraces the systems view and alludes to the fluid nature of
resilience by broadening her definition to incorporate the human being as a dynamic and
adaptive system.

Subsequent studies of adult resilience have supported and extended this
understanding. Fine (1991) commented on the importance of social affiliations and the
recruitment of social support during times of stress and challenge. Competent social
functioning, as suggested by supportive family relationships and intimate friendships
(Gralinski-Bakker, Hauser, Stott, Billings, & Allen, 2004) and the ability to reach out and
connect with social groups and affiliations beyond one’s usual relational networks
(Powely, 2009) have all been shown to promote resilience. The United States Army
recognized the importance of these social and family support structures and included
them as separate components on their Global Assessment Tool (GAT), one component of
the larger Army resilience and psychological fitness program (Cornum, Matthews, &
Seligman, 2011). Acknowledging the complex nature of human adaptation and the
importance of the individual’s social environment (Southwick, Bonanno, Masten, Panter-

Brick, & Yehuda, 2014) in developing and maintaining resilience is reflective of the
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seminal work of Garmezy and his colleagues and is in keeping with Masten’s (2014)
characterization of humans as adaptive systems.
Self-Efficacy

Supportive systems nourish individual self-efficacy by providing feedback and
encouragement, which enhance individuals’ beliefs in their sense of agency over
situational outcomes (Haidt & Rodin, 1999). The social cognitive theorist Albert
Bandura (1989) introduced us to the construct of self-efficacy as an underpinning element
of agency. Bandura (1993) asserted that central to individuals’ agency is their sense of
self-efficacy: the degree to which they believe they possess the capability to exercise
control over events that impact their lives and influence their level of functioning. The
strength of one’s self-efficacy influences the degree of experienced stress in challenging
or threatening situations (Bandura A. , 1989b), longevity of perseverance during
setbacks, and vulnerability to depression (Bandura A. , 1991). Individuals with higher
perceived self-efficacy are more secure in their understanding of their occupational roles
and are more likely to approach career challenges as opportunities rather than threats
(Bandura A. , 1989b). Self-efficacy beliefs lie at the heart of human agency, providing
individuals the incentive to persevere through life’s difficulties (Bandura A. , 2001).
Positive Psychology

Individuals experience environmental stressors largely through perceptions and
appraisals (Fletcher & Sarkar, 2013). When these perceptions and appraisals involve
positive thought processes, individuals experience a more direct pathway to resilience as
well as a restorative period of bolstered perceived self-efficacy (Luthans, Vogelgsesang,

& Lester, 2006). Highly resilient individuals cultivate these positive thought processes
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and use them to find meaning and derive goal-oriented purpose from otherwise negative
experiences (Tugade, Frederickson, & Barrett, 2004). Positive emotions are linked to
both short-term pleasurable experiences (hedonic well-being) as well as long-term
experiences of personal growth, positive self-regard, and positive relationships
(eudaimonic well-being) (Tugade & Frederickson, 2007).

Resilience development programs and resilience intervention strategies rely
heavily on the research surrounding positive psychology (Luthans, Vogelgesang, &
Lester, 2006). Interventions grounded in positive psychology have been shown to
decrease levels of depression and anxiety (Seligman & Fowler, 2011) and improve
individual affect (Cornum, Matthews, & Seligman, 2011). Luthan’s Psy-Cap places the
positive emotions of hope, efficacy, and optimism as central components in the
development of resilience (Luthans, Vogelgesang, & Lester, 2006) and increased levels
of emotional and psychological well-being (Youseff-Morgan & Luthans, 2015).
Frederickson’s broaden and build theory proposes a cumulative and transformative effect
of positive emotions resulting in more resilient and socially integrated individuals
(Frederickson, 2004).

Negative Adaptation-Dysfunctional Behavior

Change, challenge, and disruption are various aspects of adversity to which
individuals consciously or unconsciously choose to adapt (Earvolino-Ramirez, 2007). In
the period following stressful events, some degree of psychological distress is to be
expected and may, in fact, be beneficial to successful adaptation (Zatura, Hall, & Murray,
2008). However, many individuals will experience prolonged periods of negative

responses and dysfunctional behaviors such as anxiety, depression, and even expressed
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anger (Dolbier, Jaggars, & Steinhardt, 2010). Others who experience stress and adversity
may choose other forms of dysfunctional behavior such as self-isolation and
disengagement from colleagues, family, or friends (vanHeugten, 2012).

Negative adaptation to workplace incivility.

The negative adaptations and dysfunction that arise from W1 impact not only the
recipients but also their family and co-workers. The stress and anxiety associated with
workplace incivility may lead to tense verbal exchanges (Maki, Moore, & Grunberg,
2005), which can contribute to work—family conflict (Lim & Lee, 2011) and disruptions
and conflict in domestic partnerships (Gallus, Bunk, Matthews, Barnes-Farrell, &
Magley, 2014). The erosion of professional confidence associated with exposure to WI
can cause some to respond with increased work absenteeism (Smith, Andrusyszyn, &
Laschinger, 2010). Both targets and observers of workplace incivility report that they are
less likely to be helpful to their co-workers and fellow team members (Porath & Pearson,
2010). Finally, individuals who experience WI, as well as those who witness it, are more
likely to perpetuate those behaviors and become sources of WI themselves (Torkelson,
Holm, Béackstrom, & Schad, 2016).

Negative adaptation/dysfunctional behavior in healthcare.

Medical professionals work in an environment that is traditionally hierarchical
(Shetty, Vaghasiya, Boddy, Byth, & Unwin, 2016). The stress associated with the
medical profession begins as early as residency training for physicians (Sargent, Sotile,
Sotile, Rubash, & Barrack, 2004) and during the early stages of newly graduated nurses’
careers (Laschinger, Wong, Regan, Young-Ritchie, & Bushell, 2013). In the hospital

setting, the emergency room is well documented as one of the most stressful departments
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for both nurses and physicians (Johansen, 2014). While some medical professionals
manage to adapt positively to stressors of their chosen profession, others adapt more
negatively in both their personal and professional lives (Sargent, Sotile, Sotile, Rubash, &
Barrack, 2004; EImblad, Kodjebacheva, & Lebeck, 2014). Examples of these
dysfunctional responses and adaptations include behavioral disengagement, self-blame,
and substance abuse (Rice & Liu, 2016).

Avoidance behaviors such as disengagement are some of the most frequently
observed dysfunctional responses to workplace-induced stress among healthcare
professionals (Johansen, 2014). Those who engage in behavioral disengagement often do
so out of a sense of frustration over factors they believe to be outside of their control
(Rice & Liu, 2016). Unfortunately, these avoidance behaviors lead to decreased levels of
communication between teams and negatively impact patient safety (Maddineshat,
Rosenstein, Akaberi, & Tabatabaeichehr, 2016).

Self-blame is often associated with a perceived workplace failure that contributed
to the events or situations leading to the experienced stressor (Rice & Liu, 2016). Some
nurses also tend to blame themselves for contributing to the behaviors of those who are
the source of workplace incivility (Etienne, 2014). The negative emotions of self-blame,
if experienced over a prolonged period, may lead to more significant emotional outcomes
such as increased anxiety and depression (Frederickson, 2004).

Substance abuse as a negative response/adaptation to stress is well documented.
Within healthcare, across specialties, nearly one third of residents report some degree of
substance or alcohol abuse (Sargent, Sotile, Sotile, Rubash, & Barrack, 2004). In

addition to the negative health consequences of alcohol and substance abuse, it is also
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associated with increased absenteeism and poor job performance (Rice & Liu, 2016).
Recent estimates suggest that as many as fifteen percent of all healthcare professionals
will abuse or misuse drugs or alcohol at some point in their career and those rates are
even higher in the high stress/risk environment of emergency medicine (Baldiserri,
2007).
Sensemaking

The originator of the theoretical construct of sensemaking, Karl Weick, describes
it as an ongoing effort of adaptation attempting to create order and make retrospective
sense of what is experienced (Weick, 1993). Weick (2006) describes sensemaking as a
cycle of “order, interruption, recovery” by which individuals attempt to “hold it together”
in the face of adversity and challenge (p. 1731). At its core, sensemaking is grounded in
our social activity and the inductive outcomes surrounding our efforts to reduce
ambiguity (Weick, 1995). Sensemaking enables individuals to understand ambiguous or
confusing events that run counter to their expectations (Maitlis & Christianson, 2014). It
is concerned with the development of mental representations of complex social dynamics
and the way in which these representations guide individual actions (Mamykina,
Smaldone, & Bakken, 2015).

History of Sensemaking.

Sensemaking first presented itself as a distinct stream of research in the second
half of the twentieth century (Maitlis & Christianson, 2014). Michael Polanyi (1967)
provided an early glimpse into sensemaking and the role of communication with his
introduction of sense-giving and sense-reading in his examination of tacit knowing and

the creation of meaning (Polanyi, 1967). Garfinkel (1967) then offered “common sense
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knowledge” and “‘common sense actions” (viii) as a means of studying interaction and
interpretation of a lived or experienced reality through ethnomethodology (Garfinkle,
1967). Weick then laid the groundwork for his subsequent work when he called attention
to the process by which organizational actors attempt to reduce equivocality (Weick,
1969). Throughout the 1960°s and 1970’s researchers began to challenge the purely
objective assessment of reality, emphasizing socially constructed realities and providing
the foundation for our current understanding of the social construction of meaning and
communication (Maitlis & Christianson, 2014).

Through the 1980’s, researchers continued to examine how environmental stimuli
were noticed and interpreted and the corresponding responses of individuals (Maitlis &
Christianson, 2014). In his seminal work, Sensemaking in Organizations (1995), Karl
Weick introduced sensemaking to describe the way in which the unknown is structured to
facilitate our actions (Ancona, 2012). Since that introduction, researchers have
expanding our understanding of the role of emotion (Maitlis, Vogus, & Lawrence, 2013),
power, and the social processes of language and communication in sensemaking (Maitlis
& Christianson, 2014).

Sensemaking Definition.

In order to better define sensemaking, it would be instructive to first examine the
theory underlying our understanding of sensemaking. Dervin (1998) frames sensemaking
theory as the connection between how one views a situation and the sense made from that
view. She posits that sensemaking conceptualizes individuals as malleable and variable
creatures with an inherent capacity for change (Dervin, 2010). Sensemaking theory

forces us to acknowledge the flexible nature of the human organism and points us toward
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the potential for change (Dervin, 1998). To Dervin (1998), sensemaking theory assumes
that humans live in a world rife with “gaps” in knowledge and understanding; the
sensemaking process is grounded in our need to fill these “gaps.” Sensemaking theory
brings together multiple frameworks by focusing them all on the conditions of human
adaptation (Dervin, 2010).

Although there is no universally accepted definition of sensemaking, there is a
general consensus among scholars that sensemaking refers to a process or set of
processes by which ambiguous or confusing events are reconciled (Brown, Colville, &
Pye, 2015). Incorporating Dervin’s conceptualization of “gaps” Odden and Russ (2019)
define sensemaking as “a dynamic process of building an explanation in order to resolve
a gap or inconsistency in knowledge” (p. 199). It is also seen as the process through
which we come to understand ambiguous or confusing events that violate our
expectations (Maitlis & Christianson, 2014). Sensemaking begins when events are
encountered that are counter to what is expected or for which no clear meaning can be
derived (Maitlis, Vogus, & Lawrence, 2013). Sensemaking represents our attempt to
rationalize the actions of others, through an interplay of language and communication, as
a means of restoring order to disruption (Weick, Sutcliffe, & Obstfeld, 2005) and to build
understanding of unknown environments (Weick, 1988). For the purposes of this study
the researcher will define sensemaking as the dynamic and ongoing process by which an

individual creates an understanding of ambiguous, unexpected, or confusing events.

Sensemaking Process.
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The process of sensemaking is grounded in our construction of identity, it is
retrospective, ongoing and social, driven more by plausible explanation that accuracy
(Weick, Sensemaking in Organizations, 1995). It begins with disruption, moves through
a process of noticing and bracketing observations based upon experience, leading to the
development of presumptions in a search for meaning, and ends with a settlement for a
plausible, rather than accurate, meaning that restores order to the initially experienced
disruption (Weick, Sutcliffe, & Obstfeld, 2005). It is an iterative process of dialogue
(Manojlovich, 2010), as well as a cognitive process of reasoning (Osbeck, 2014)

The disruption that triggers sensemaking begins when knowledge, facts, or ideas
are determined to conflict with one another, thereby exposing a gap in our knowledge or
understanding (Odden & Russ, 2019). The presumptions of plausibility are integral to our
attempts to organize our world when our perceptions have been placed at odd with our
experienced reality due to that disruption (Weick, Sutcliffe, & Obstfeld, 2005). This
process involves the whole person, within the context of social interaction (Osbeck,
2014), seeking information through conversation and communication (Savolainen, 1993)
where differing perspectives are shared (Manojlovich, 2010). Sensemaking represents an
ongoing effort to create order of events through a retrospective evaluation of occurrences
(Weick, 1993) involving an iterative examination of possible ideas and explanations for
these occurrences (Odden & Russ, 2019). This often occurs with events and outcomes in
a state of uncertainty and flux (Weick, Sutcliffe, & Obstfeld, 2005). It is simultaneously a
cognitive process occurring within the individual and a social process occurring between
individuals through the construction of narratives (Hultin & Mahring, 2017).

Sensemaking in Healthcare.
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Sensemaking has been applied in many areas of healthcare research. It has been
suggested that sensemaking provides a more robust framework for improving the
recognition, assessment and management of pain, especially in patients with declining
cognitive ability (Dowding, et al., 2016). As a means of assimilating complex data and
assessing subtle contextual clues, sensemaking has been associated with improved
communication among healthcare teams (Leykum et al., 2015) and has been proposed as
a pathway to overcome communication barriers without disrupting the cultural power
dynamic in those teams (Manojlovich, 2010).

In addition to improved team communication in healthcare, sensemaking has also
been incorporated in research on patient safety. As a conceptual framework,
sensemaking offers a pathway to a greater understanding of risks and facilitates
conversation based quality improvement initiatives (Battles, Dixon, Borotkanics, Rabin-
Fastmen, & Kaplan, 2006).The informal communication that is typical of daily workplace
interactions in a hospital setting is integral to the sensemaking process and has been
linked to increased learning in the workplace and the establishment and reinforcement of
best practices (Jordan et al., 2009). Inter-team discussions that reflect high levels of
sensemaking corresponded to decreased length of stay for patients in improved patient
outcomes (Leykum et al., 2015). Finally, nurses routinely employ sensemaking when
assessing the trustworthiness and accessibility of those whom they consider to be sources
for assistance and expert advice when dealing with situations involving uncertainty and
complexity in patient care (Hoffman, Lei, & Grant, 2009).

Sensemaking is also associated with professional identity among healthcare

professionals (Maitlis & Christianson, 2014). Nearly 70% of all U.S. medical residents
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(physicians in training) report belittlement and humiliation frequently perpetrated by their
superiors (Leisy & Ahmad, 2016). Within the nursing profession writ large, being
ignored or excluded is reported as the most common negative experience (35%) followed
by having opinions and perspectives ignored (28%) (Etienne, 2014). Technicians often
report feeling marginalized by nursing staff (Kim, et al., 2016). The naturally
hierarchical nature of healthcare is well documented as a contributory factor to these
types of workplace encounters (Leisy & Ahmad, 2016). These types of interactions have
the potential to challenges one’s perceived identity, especially when assuming a new role,
and can serve as a catalyst for sensemaking, often leading to a reframed meaning and
diminished sense of the importance of that identity (Maitlis & Christianson, 2014).
Within critical care domains of medical practice, such as emergency medicine,
sensemaking is often a crisis-initiated process requiring decisions and actions necessary
to treat patients with limited information (Maitlis & Christianson, 2014). For healthcare
professionals working in these settings, sensemaking is as much prospective as it is
retrospective (Battles, Dixon, Borotkanics, Rabin-Fastmen, & Kaplan, 2006). This rapid
paced, partially informed environment requires that practitioners employ sensemaking to
both anticipate and adapt in time constrained events shrouded in variability of possible
outcomes (Berg & Aase, 2019). In this setting sensemaking is initiated by the recognition
not of the things that are going wrong but of the myriad things that can go wrong (Weick,

Sutcliffe, & Obstfeld, 2005).

Inferences for the Current Study
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A relatively recent entry to the field of medicine in general is the profession of the
physician assistant (PA). Created to expand patient care capabilities, the physician
assistant profession capitalized on the training and experience of enlisted military medics
who formed the nucleus of the first PA class established by Dr. Eugene Stead at Duke
University in 1965 (American Academy of Physician Assistants, 2018). Since that time,
PAs have grown to become a nationally certified profession; PAs are now recognized
with practice and prescriptive authority in all 50 states, the District of Columbia, and all
U.S. territories (American Academy of Physician Assistants, 2017). Recently, the PA
profession has gained acceptance in Europe, with PAs practicing to varying degrees in
Germany, Ireland, the Netherlands, the United Kingdom, and Scotland (Merkle, Ritsema,
& Kuilman, 2011; Royal College of Surgeons in Ireland, 2018).

PAs operate under dependent licensure within a scope of practice that is
delineated by state regulatory boards and further refined by hospital credentialing
committees through guidance and input from departmental chairpersons and supervising
physicians (Brock, Nicholson, & Hooker, 2016). As part of their normal daily routines,
PAs, depending upon their established scope of practice, are commonly engaged in the
following activities: documentation of medical history, conducting physical exams,
ordering and interpreting diagnostic tests, diagnosing and treating illnesses, and
performing or assisting in surgical procedures (American Academy of Physician
Assistants, 2017). The profession is consistently ranked as one of the fastest growing
professions in healthcare (U.S. News & World Report, 2017), with an anticipated growth

rate of thirty percent extending forward into 2024 (Bureau of Labor and Statistics, 2017).
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Today, PAs are represented in every sub-specialty of medicine, including
emergency medicine (American Academy of Physician Assistants, 2017). Physician
assistants who specialize in emergency medicine (EMPAS) are, like all PAs, nationally
certified and state licensed (American Academy of Physician Assistants, 2018).
However, EMPAs focus their continuing education on topics specific to the practice of
emergency medicine and, although not a requirement, some choose to attend residency
programs for EMPAs and to obtain a certificate of additional qualification in emergency
medicine (National Commission on Certification of Physician Assistants, 2018). Over
three-quarters of all emergency rooms in the United States are currently utilizing EMPAS
as part of their emergency medicine delivery model (Brook, Chomut, Jeanmonon, &
Rebecca, 2012).

Despite the favorable outlook for PAs in general, and despite their prevalence in
the practice of emergency medicine, there is a surprising dearth of research focused
specifically on EMPAs. The vast majority of our knowledge of PAs and PA practice is
derived from literature that examines PAs as part of a larger group of “non-physician”
providers such as nurse practitioners (NPs) and certified registered nurse anesthetists
(CRNA) (Hooker, Cipher, Cawley, Herrmann, & Melson, 2008; Ginde, Espinola,
Sullivan, Blum, & Camargo, 2010). To many patients, and even to other healthcare
professionals, little difference would seem to exist between the PA and NP, a fact that is
confirmed consistently in recent research examining the two professions (Hooker, Cipher,
Cawley, Herrmann, & Melson, 2008; Ginde, Espinola, Sullivan, Blum, & Camargo,
2010). However, significant differences exist in their licensing and educational

pathways, which may have some bearing on how they experience the workplace.
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Physician assistants function under a dependent license (as described earlier).
NPs are increasingly functioning as independently licensed providers, often operating in
full autonomy and without the physician oversight that is inherent in the PA practice
model (Brock, Nicholson, & Hooker, 2016). Nurse practitioners are trained in an
extension of the nursing care model while PAs are trained under a model derived from
physician educational programs (Reid-Ponte & O'Neill, 2013). Does this difference in
licensure and training have any significant bearing on their respective experiences in the
workplace? The answer to that question is, “We don’t know.”

Very little is known about the EMPA experience with specific interest toward WI
and even less is known about the EMPA and sensemaking or the EMPA and resilience.
A multi-database search utilizing the key words “physician assistant” in any field and
“resilience” as the subject returned fewer than 25 articles, all of which examined PAs as
either part of the larger “non-physician” provider population or focused on PAS across
specialties and sub-specialties of medicine. A similar multi-database search utilizing the
key words “physician assistant” in any field and “workplace incivility” as the subject
returned one article, a dissertation examining W1 across all professions in a single
healthcare organization (Brown K. , 2014). Finally, a search of that same data base
utilizing “sensemaking” and “physician assistant” returned one article that addressed trust
in virtual collaboration and once again, discussed physician assistants in conjunction with
other allied health professionals (Paul & McDaniel, 2004).

What we do know is that within the specialty of emergency medicine, there is a
disparity between what physicians perceive and what the data (or lack thereof) suggests

about the quality of care and the competencies between the two professions. Emergency
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medicine physicians perceive that NPs have a lower level of clinical competence and
require more oversight, more clinical training, and coaching, and utilize more resources
than EMPASs (Phillips, Klauer, & Kessler, 2016). Interestingly, and running counter to
the findings of Phillips et al. (2016), over the course of a single ten-year review, NPs
encountered fewer malpractice events and fewer adverse administrative actions than their
EMPA counterparts (Brock, Nicholson, & Hooker, 2016). It would then seem reasonable
to consider that, given the variance in physician perception and in licensing and
autonomy between the two professions, there may be some corresponding variance in the
way EMPAs and NPs experience the workplace. The variances in physician perception
versus frequency of negative clinical events suggest there may be a difference in
physician—PA relationships compared to physician—NP relationships, which may have
implications for WI experiences of EMPAs compared to NPs. This information suggests
that close attention to the EMPA description of their relationship with other members of
the healthcare team, and certainly with the supervising physician as well as consulting
physicians, may provide a rich source of data unique to the EMPA experience.

We know that encounters with dysfunctional workplace behavior that challenge
professional identity have the potential to diminish the perceived importance of that
identity (Maitlis & Christianson, 2014). Knowing this, the researcher was attentive to
comments from the EMPA that speak to perceived threats or challenges to their
professional identity. Additionally, the researcher was alert for descriptions of
sensemaking and adaptation surrounding their perceived professional identity.

Finally, knowing that sensemaking is a continual process (Louis, 1980) and that

resilience is a dynamic process of adaptation (Masten, et al., 1999), this study explored
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the EMPA’s description of their initial and subsequent responses to encountered WI.
This provided insight into both the episodic and continual nature of sensemaking (Maitlis
& Christianson, 2014) and the dynamic nature of positive adaptation as described by the
EMPA. Understanding the process of sensemaking and examining the resulting positive
adaptation also provided insight into patterns and resources of resilience development in

a thus far understudied segment of the healthcare team.
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Chapter 3: Methods
Overview of Methodology

Workplace incivility (WI) is a significant contributor to increased levels of stress
and decreased well-being for working individuals (Pearson, Andersson, & Porath, 2000),
and the dyadic relationship between individuals influences the way in which W1 is
experienced (Doshy & Wang, 2014). Within the healthcare industry, WI is known to
negatively impact patient safety, but it is deeply rooted in the naturally hierarchical
structure encountered in the culture of many healthcare organizations (The Joint
Commission On Accreditation of Healthcare Organizations, 2016). However, resilience
has been demonstrated as a protective factor against workplace stressors (Hermann et al.,
2011) and among emergency medicine healthcare professionals in particular, resilience is
linked to positive adaptation to stress and adversity (Maddineshat, Rosenstein, Akaberi,
& Tabatabaeichehr, 2016).

The purpose of this study was to explore the ways in which emergency medicine
physician assistants (EMPA) describe personal adaptation (either as resilience and/or
dysfunctional behavior) in response to their experiences with workplace incivility (W1).
This was accomplished by means of narrative inquiry facilitated through the critical
incident technique (CIT) and evaluated through the theoretical lens of sensemaking.

Labeling qualitative research has been a point of discussion and debate with

29 ¢

words such as “basic,” “generic,” and “interpretive” used with varying degrees of
frequency and accuracy (Merriam & Tisdell, 2016, p. 23). Qualitative researchers strive

to capture and illuminate people’s lived experiences and actions as they encounter and

engage with various life situations (Elliot, Fisher, & Rennie, 1999). The objective of
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qualitative research is to discover meaning ascribed to the problem being studied through
the voices of those who directly experience that problem (Creswell, 2013). Merriam and
Tisdell (2016) capture this concept well and suggest that all qualitative research is
interpretive by its very nature, noting that in fields of applied practice, such as healthcare,
the basic interpretive study is the most commonly encountered variation of qualitative
research. This narrative inquiry sought to understand EMPAs’ experiences with WI and
the meaning they ascribe to those experiences through their first-hand accounts: through
the stories they tell about their experiences. This approach remains consistent with the
basic interpretive variation of qualitative research outlined by Merriam and Tisdell
(2016).
Research Procedures

Epistemologically, this study is rooted in constructivism. Constructivist research
seeks to examine the processes underlying the interactions between individuals
(Creswell, 2014) and focuses on the unique experience of the individual’s meaning-
making processes (Crotty, 1998). The constructivist places the interaction between the
person and the world at the center of his or her research analysis (Butt, 2010). These
characteristics of constructivism are reflected in this study’s focus on the individual
experience of workplace incivility as it is influenced by relationships and the
sensemaking process as it relates to the individual’s resilience. This constructivist
approach is manifested in the study’s examination of context-bound descriptions of
experiences and the individualized interpretations of those experiences and the meaning

made from them (Merriam & Tisdell, 2016).
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The theoretical perspective of interpretivism is evident in this study’s use of
sensemaking as its theoretical lens. Interpretivism values the complexity of human
interaction and focuses on the values of interacting persons and the meaning they derive
from that interaction (Crotty, 1998). Sensemaking incorporates a shared appreciation of
human interaction and acknowledges the complexity of that interaction; assumes that
human reality is in constant flux; and suggests that the uncertainty that this creates is
clarified through communication (Dervin, 1998). Interactions are continually analyzed
by individuals in a cyclical communication exchange (Weick, Sutcliffe, & Obstfeld,
2005). That cyclical exchange may occur as a self-conversation or it may occur between
individuals (Currie & Brown, 2003). All the while, we construct, deconstruct,
reconstruct, and assign meaning to events (Slaughter, 2012), giving value to the
contextual nuances of our social interactions as we shape and frame our corresponding
behaviors and actions (Leykum et al., 2015).

The methodology of this study is that of a narrative inquiry. This methodology
offers a natural and familiar form of discourse through which a person (participant) can
share experiences with a stranger (researcher) (Coffey & Atkinson, 1996). In narrative
inquiry, the researcher asks individuals to recount stories about their lived experiences
(Creswell, 2014). The qualitative researcher places value in these stories as they
represent rich sources of data from a first-person account of an experience (Merriam &
Tisdell, 2016), often marking key events (Coffee & Atkinson, 1996), and specific points

of tension and difficulty (Creswell, 2013).
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The central question of this research asks, “How do EMPAs adapt to workplace
incivility?” This question is further explored by asking the following supporting
questions:

*  “What is the nature of the WI experienced by EMPAs?”

*  “What positive adaptations are described by EMPAs as a result of their
experience with WI?”

*  “What negative adaptations are described by EMPAs as a result of their
experience with Wi?”

In narrative inquiry, the researcher often conducts interviews in order to collect
stories of individual experiences, often describing “tensions” and recounting “turning
points”, all of which are contextualized by place or situation (Creswell, 2013, pp. 71-72).
In this study, the central question set an initial framework of context (workplace
incivility), recognized the experience of W1 as a source of potential tension, and
presented adaptation as a turning point. The supporting questions provided a basis for
exploring other elements commonly examined during a narrative inquiry such as the
participant’s sensemaking, personal and professional influences, and key turning points
(Coffey & Atkinson, 1996) as they related to the participants’ state of resilience (positive
adaptation) or dysfunction (negative adaptation). In short, narrative inquiry proved to be
an ideal methodology for this study as the researcher was able to interview the
participants and ask them to tell a story of their individual lived experiences, while also
paying close attention to the context and chronology of both the tension and the “turning

points” recounted (Creswell, 2013, pp. 71-72) in their narrative of personal adaptation.
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It is important to remember that the focus of this study is the adaptation among
EMPAs who experience WI. Workplace incivility was introduced to provide a boundary
of behaviors experienced by the EMPA that might result in an adaptive response.
Sensemaking provided a lens through which to examine both positive and negative
adaptations arising from the stress associated with the ambiguity of WI. This study
recognized that not all adaptations are necessarily positive and indicative of resilience.
Consequently, the research questions also provided a means for acknowledging the
potential for negative adaptation and dysfunction. Taken as a whole, the research
questions were intentionally structured to focus the researcher on the individual’s
adaptation as a common thread connecting resilience and sensemaking.

Participant Selection

The population for this study was selected based upon their ability to provide
information that is unique to the experience of an emergency medicine physician
assistant. To achieve this, participants were chosen based upon purposeful sampling
criteria intended to give the researcher the best understanding of the problem and to
effectively address the research questions (Creswell, 2014). In this study, participants
were exclusively selected from those individuals who have worked or are currently
working as emergency medicine physician assistants. The researcher anticipated that
thematic saturation would be achieved with no more than twenty respondents
participating in this study.

Hospitals in the United States are categorized according to several different
criteria including, but not limited to, type of ownership, type of treatment offered, size,

and involvement in teaching (Neuhauser & Turotte, 1972). The American Hospital
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Association categorizes based upon location (urban or rural), ownership type
(government, non-government or investor owned) and teaching affiliation (major, minor,
non-teaching) (Health Forum, 2019). The Centers for Medicare and Medicaid Services
(CMS) also categorizes hospitals by the services they offer (acute care, psychiatric care,
children’s services, etc) and also by their ownership type (government, non-profit,
proprietary, etc) (Center for Medicare & Medicaid Services, 2019). Most hospitals in
the United States are considered community hospitals with approximately two thirds of
them located in large cities and the remaining third located in less populated, rural
communities (Liu & Kelz, 2018).

Given this broad array of possible categorizations of hospitals, the researcher
sought to divide the responses to the call for participant surveys into one of three
groupings based upon the respondents work setting. These categories were rural
community hospital, urban community hospital, academic teaching hospital. These
groupings were intended to capture a broad representation of the possible work settings
facing the larger EMPA workforce.

Effort were made to ensure an equal representation of male and female
practitioners across these three categories. Additionally, effort was made to ensure an
equal representation of EMPA’s across the career employment spectrum. For the
purposes of this study, respondents were considered early career EMPA’s if they had less
than 5 years of ER experience. They were considered mid-career EMPA’s if they had
been working in emergency medicine between 5 and 10 years. Finally, they were
considered senior career EMPA’s if they had more than 10 years of dedicated emergency

medicine experience. Finally, respondents were required to have a minimum of 1 year
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of full-time employment as an EMPA. For the purposes of this study a minimum of 36
hours per week performing clinical duties in a designated emergency department was
required to qualify as a full-time EMPA.

Research Method

The narrative inquiry methodology was facilitated through the utilization of the
Critical Incident Technique (CIT). This technique was chosen due to its incorporation of
retrospective self-reports as a means of revealing context and discovering meaning in
events of personal significance (Borgen, Amundson, & Butterfield, 2008). Originally
used in industrial and organizational psychology fields, CIT is now a valued and
recognized qualitative research technique with well-established applications in the
healthcare industry (Butterfield, Borgen, Maglio, & Amundson, 2009). Specifically, CIT
has been used to examine practice and management concerns, as well as nursing
education and patient care (Bradbury-Jones & Trainer, 2008).

Within the context of nursing education, CIT has been used to examine
participant perception and to facilitate sensemaking (Irvine, Roberts, Tranter, Williams,
& Jones, 2008). Since its inception, CIT has evolved as a flexible technique for
researchers to employ as they seek to uncover context, capture meaning, and examine
events of personal significance with a specific focus on the beliefs and opinions that
contribute to the incident in question (Borgen, Amundson, & Butterfield, 2008). The CIT
relies heavily on thematic data saturation rather than robust population numbers and
utilizes five specific steps to obtain that data saturation (Irvine, Roberts, Tranter,
Williams, & Jones, 2008). Four of those steps will be addressed in this chapter. The fifth

step involves interpreting and reporting the data and will be addressed in later chapters.
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The first step in the CIT process is to ascertain the general aim of the activity by
asking “what is the objective of the activity?” and “what is the person engaged in the
activity expected to accomplish?” (Butterfield, Borgen, Amundson, & Magio, 2005).
The focus of this study was adaptation, both positive and negative. Specifically, this
study sought to explore the ways in which emergency medicine physician assistants
(EMPASs) describe adaptation (as resilience and/or dysfunction) in response to their
experiences with workplace incivility (WI1). The specific activity being observed was
their response to encountered workplace incivility. The EMPA (person engaged) was
expected to respond to that encounter in a manner consistent with, and demonstrative of,
resilience; but room was allowed for the description of dysfunctional behavior (as
outlined in the literature) as a possible response.

Resilience is currently lacking an academically agreed upon and accepted
definition, but as a construct resilience is rather well understood (Fletcher & Sarkar,
2013). Central to the concept is positive adaptation to stress and adversity (Tusaie &
Dyer, 2004). Underlying this positive adaptation are elements of tenacity (Hartley,
2011), maintenance of mental health (Hermann et al., 2011), improved function, and
positive emotions (Bonanno G. A., 2008). With that understanding of the resilience
construct, we turn our attention back to the question, “What is the person engaged in the
activity expected to accomplish?” The answer to this question, within the objective of
this research, was that the person (EMPA) encountering adversity (WI) is expected to
respond to that adversity with positive adaptations that maintain mental health, improve

functioning, and demonstrate or generate positive emotions.
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However, the researcher accepted that not all EMPAs would respond with
adaptations that are positive, and those non-positive responses are integral to fully
understanding the full experience of adaptation to WI. The general aim of this study was
to elicit the resources and strategies utilized by EMPAs that they perceived to be useful in
their positive adaptation (resilience) to the stress (adversity) induced by or experienced as
a result of their encounter with workplace incivility. However, the potential for negative
adaptation must also be considered and those experiences were also captured.

Step two of the CIT requires that the researcher set plans and specifications with
careful attention to defining the types of situations to be studied; determining the
situation’s relevance to the general aim; understanding the effect that the incident has on
the general aim of the study; and decisions regarding observers of the activity versus
utilization of participant self-reports (Borgen, Amundson, & Butterfield, 2008). In this
planning phase of CIT, the researcher is compelled to make decisions about whether
events observed will be positive events, negative events, or both, as well as decisions
regarding who will be considered expert observers of the events (Lewis, Yarker,
Donaldson-Feilder, Flaxman, & Munir, 2010).

Workplace incivility defined the type of situations being studied and assisted the
researcher in determining the relevance that the recounted event held with respect to the
general aim of the study. This provided a boundary-setting construct that established
limiting parameters on the nature of the adversity upon which the participants were asked
to reflect. Workplace incivility is defined by the ambiguity of intent to harm (Andersson
& Pearson, 1999) and is typified by subtle behaviors (Rau-Foster, 2004) that are

subjectively assessed (Sliter, Withrow, & Jex, 2015). This study was limited to those
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recounted events that fit within these limited parameters. Events of aggression and overt
hostility, while certainly detrimental to the well-being of the target, are not within the
parameter and scope of WI. Only those events that the subject reported as subtle and
ambiguous but that were perceived as “rude and discourteous” (Andersson & Pearson,
1999, p. 457) were addressed. Examples of these behaviors include, but are not limited
to, withholding information (Porath & Pearson, 2010), eye-rolling (Baumberger-Henry,
2012), being ignored, excluded, having one’s opinions ignored (Etienne, 2014), or being
made to feel marginalized (Kim et al., 2016).

In this study, the EMPA was best positioned to provide their background
information to their own experience (Butterfield, Borgen, Amundson, & Magio, 2005).
By utilizing the self-reporting of the EMPA as the primary source of data, the researcher
maintained focus on the meaning that the EMPA ascribed to events and mitigated the
potential for the intrusion of the researcher’s own meaning to those events (Creswell,
2013). The EMPAs are the “expert” on their own experiences and responses to WI and
provided data through self-reporting of their perceptions of, and responses to, events and
encounters consistent with workplace incivility.

Data Collection

The third step of the CIT is the collection of data (Butterfield, Borgen,
Amundson, & Magio, 2005). In this study, data was collected through semi-structured
interviews conducted over Skype®. This was the chosen platform due to the geographic
separation between participants and the researcher and because, although less than ideal,
it permitted some observation of the participants’ body language. To ensure the integrity

and accuracy of the data, multiple recording devices were utilized during the interview
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process. To create an efficient use of time for both the interviewee and the researcher,
questions were focused on specific events rather than generalized experiences. This
focus mitigated the potential for broad generalizations on the part of the participant and
provided the researcher a broader depth of understanding the meaning that was made
from the recounted events (Maxwell, 2013).

The initial call for participants (appendix A) was posted and socialized through
the American Academy of Physician Assistants (AAPA) web-based social network
platform, AAPA-Huddle. In addition, the researcher contacted colleagues in his
professional network and requested that they circulate the call for participants with their
fellow EMPAs. Respondents who met the selection criteria were asked to participate in a
study examining workplace incivility as experienced by EMPAs. Members who
responded favorably to that request were contacted via email and asked to complete and
return a pre-participation questionnaire (appendix B) in addition to other documents
addressed in later sections of this chapter. It was anticipated that no more than 20
participants would be required to reach thematic saturation.

The pre-participation questionnaire provided a definition of workplace incivility
and provided examples of actions and activities that fall outside of those parameters, such
as overt hostility and violence. Participants were then asked to briefly provide an
example of one experience they have had with WI. The questionnaires were reviewed to
ensure the participants met the inclusion criteria of the study and that the event did not
describe overt violence or other forms of undesirable workplace behavior that did not

meet the description of workplace incivility.
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The selected participants were contacted for interview through a scheduled
Skype® session. Interviews were allowed to progress for as long as the participant was
comfortable. The researcher conducted frequent checks on participant comfort and desire
to continue in order to mitigate participant fatigue. An interview guide (appendix C) was
utilized to shape the core elements of the interview and to ensure the inquiry focused on
the study’s research questions (Creswell, 2013). All subjects were interviewed a second
time utilizing the same video conferencing platform. These interviews were conducted to
follow up on elements from the initial interview that required further exploration. A total
of 22 interviews with 11 participants were conducted.

Data Analysis

Data analysis represents the fourth step in CIT (Butterfield, Borgen, Amundson,
& Magio, 2005). In this study data analysis was conducted as soon after the interviewing
as possible. This served to keep the researcher immersed in the data through an ongoing
analysis process (Creswell, 2014). Each interview was transcribed and coded with
attention to the stories of sensemaking that led to behaviors and responses consistent with
resilience as would be suggested by stories of positive adaptation and personal growth as
well as negative adaptation as exhibited through dysfunctional behaviors. Within these
coded stories of sensemaking, the researcher extracted thematic elements of positive and
negative adaptation and examine their role in the sensemaking process. Examples of the
positive adaptations anticipated included, but were not limited to, optimism, self-efficacy,
social support, and family support (Gralinski-Bakker, Hauser, Stott, Billings, & Allen,
2004). Examples of negative adaptation that were anticipated include decreased work

effort, increased absenteeism, and disengagement (Porath, Foulk, & Erez, 2015).

58



Trustworthiness

The terminology surrounding the rigor applied to qualitative research differs from
that of quantitative research (Merriam & Tisdell, 2016). Some scholars argue that terms
such as “validity” are incompatible with the qualitative approach to research and propose
terms such as trustworthiness and authenticity as alternatives to validity (Maxwell, 2013,
p. 122) Merriam and Tisdell (2016) link the term credibility with the concept of validity
in qualitative research. Maxwell (2013) remains firm in his use of the term “validity” to
address the credibility of qualitative research, arguing that its use does not “pose any
serious philosophical problems” (p. 122). Given the degree of fluidity surrounding the
terminology applied to describe the academic rigor in qualitative research (Merriam &
Tisdell, 2016), this researcher elected to use the terms trustworthiness and credibility to
communicate the conceptualized understanding of validity within the current study.

In CIT there are multiple steps embedded in the process that address
trustworthiness (FitzGerald, Seale, Kerin, & McElvaney, 2008; Butterfield, Borgen,
Amundson, & Magio, 2005). Butterfield and colleagues (2005) have proposed a number
of trustworthiness checks that should be included as a matter of protocol when
conducting a CIT study examining psychological constructs. Several of those steps were
incorporated into this study and are addressed in subsequent paragraphs.

Capturing a video recording of the interviews conducted during this research
helped to ensure the accuracy of the transcriptions and assisted in establishing the first
layer of trustworthiness for this study (Borgen, Amundson, & Butterfield, 2008). This
approach provided an avenue for capturing the verbatim responses of the interview

participants and allowed for a broader picture of their recounted experiences (Maxwell,
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2013). Although listed eighth on Butterfield and colleagues’ (2005) list of
trustworthiness checks, these recordings represented the first layer of establishing
trustworthiness in this study; they were then used to further establish trustworthiness in
subsequent steps in the CIT.

The researcher asked an experienced CIT researcher to periodically review the
interviews to ensure that the interview guide was being followed and that leading
questions were being avoided (Butterfield, Borgen, Maglio, & Amundson, 2009). Use of
an interview guide kept the researcher’s questions confined to the parameters of the study
and the research question (Creswell, 2013). This iterative exchange between the
researcher and the reviewer provided opportunity for feedback and served as a check on
variation in the interviewer’s questioning content and technique (Butterfield, Borgen,
Amundson, & Magio, 2005). Butterfield and colleagues (2009) recommend that a
portion of the interviews should be randomly selected for review by an external
evaluator. Independent extraction of data from the videotaped interviews helped assess
the agreement between the researcher’s assessment and the independent coder’s
assessment (Butterfield, Borgen, Amundson, & Magio, 2005). The credibility of the
extracted data is increased by the rate of agreement between those independently
extracted and those identified by the researcher (Butterfield, Borgen, Amundson, &
Magio, 2005). Once this extraction was completed, the data was tentatively categorized
based upon our understanding of dysfunctional as well as positive adaptations as
supported by current literature on resilience.

Trustworthiness was further established through the use of participant cross-

checking during the second participant interview. This was an important step in the

60



establishment of trustworthiness as it provided an opportunity to confirm directly with the
participant that the researcher’s categorization was accurate (Butterfield, Borgen,
Amundson, & Magio, 2005). It also provided an additional layer of trustworthiness as it
helped to ensure the accuracy of the researcher’s understanding and interpretation of the
participant’s experience (Borgen, Amundson, & Butterfield, 2008).

Exhaustiveness of categories was a requirement in this study. Establishing
exhaustiveness represented an additional and important step in establishing
trustworthiness in CIT (Butterfield, Borgen, Amundson, & Magio, 2005).
Exhaustiveness was considered to have been reached when all relevant data could be
placed in either a category or subcategory (Merriam & Tisdell, 2016) and no new
categories emerged from the data being evaluated (Butterfield, Borgen, Amundson, &
Magio, 2005). As part of the larger data analysis process, exhaustiveness was attended to
concurrently with the preceding steps.

The credibility of the established categories was further enhanced by determining
and reporting the participation rates for each category (Butterfield, Borgen, Maglio, &
Amundson, 2009). The greater the number of participants indicating the importance of a
given category, the more likely that category was to be relevant to the aim of the study
(Flanagan, 1954). This rate is established by dividing the number of participants
reporting a categorized incident by the total number of participants in the study
(Butterfield, Borgen, Amundson, & Magio, 2005). In order for a category to be
considered viable, a participation rate of twenty-five percent was required (Borgen,

Amundson, & Butterfield, 2008).
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Theoretical agreement was established by comparing the categories with current
and relevant literature (Borgen, Amundson, & Butterfield, 2008). However, it is
important to remember that CIT is an exploratory process, and that room was allowed for
new categories that have little support in the literature associated with prior research to
emerge (Butterfield, Borgen, Maglio, & Amundson, 2009). This was allowed to provide
opportunity for new pathways of inquiry to emerge (Butterfield, Borgen, Amundson, &
Magio, 2005).

Statement of Subjectivity

The researcher in this case is himself an EMPA and has been in that field for over
21 years. Over the course of that time, he has been both the recipient of and,
unfortunately, the source of WI. He has remained in this profession for over two decades
by utilizing his own resilience resources. Given his background, it is unreasonable—if
not impossible—for the researcher to fully extricate himself from the interpretation of the
data collected. He recognized that his own experience would naturally influence his
interaction with the subjects and would have some bearing on the meaning that is made
of the data collected. However, it also possible, and likely, that the researcher’s
membership within the EMPA community gained his access to participants and fostered
an openness with the subjects that other researchers may have had a more difficult time
achieving.

Human Participants and Ethics Precautions

Ethical concerns are inherent in all forms of research, and qualitative research

offers no exception (Creswell, 2014). Every element and every phase of research must

carefully attend to the ethical considerations involved in both design and execution
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(Maxwell, 2013). In order to satisfy this mandate, the researcher established the
following measures as standard precautions against compromising the integrity of this
study or the integrity, dignity, privacy, and safety of the participants.

Prior to conducting any interview, each participant was required to read and sign
an informed consent form (Appendix D). For those interviews conducted in any format
other than face-to-face, this form will be sent to the participant via email. In the informed
consent, participants were advised that they were volunteering to participate in this study
and that they could withdraw at any time simply by stating, verbally or in writing, that
they no longer wished to participate. Additionally, they were be informed of the purpose
of the study, any potential or anticipated risk to the participant, and the confidentiality
and privacy precautions implemented by the researcher. Finally, they were informed of
the benefit that this study brings to both academic and professional practice. No
interviews were scheduled until this signed consent form had been returned to the
researcher.

All participants were randomly assigned a pseudonym as a means of preserving
privacy and ensuring confidentiality. All recorded data and related transcripts were
maintained on two password-protected external hard drives. These hard drives were kept
in a private office in the researcher’s home and secured in a locked combination safe at

the end of each day’s analysis.
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Chapter 4: Findings
Introduction

This research was conducted through a narrative inquiry which explored how
emergency medicine physician assistants (EMPASs) described their personal adaptation in
response to their experiences with workplace incivility (WI). The over-arching question
of this inquiry is, “How do EMPAs adapt to workplace incivility? ” This question served
as a guiding element and focused the researcher on the adaptive responses to W1 as
described by the participants. However, it also provided room for the researcher to
explore the nuances of the experienced WI and the positive and negative adaptation that
may occur. The nuanced experiences and the potential for variable responses required a
deeper layer of inquiry which was developed through the following supporting questions:

e What is the nature of the WI experienced by EMPAs?

e What positive adaptations, i.e., resilience, are described by EMPAs as a result

of their experience with WI?

e What negative adaptations, i.e., dysfunctions, are described by EMPAs as a

result of their experience with WI?

Examining the nature of WI as it was described by each participant provided the
researcher with a broader contextual understanding of the EMPA’s unique experience
with WI. The subsequent supporting questions helped to focus the researcher on the
adaptive responses described by each participant, allowing for the description of both
positive and negative adaptations. This approach provided a format that allowed the

participants to provide a rich description of their individual experiences in a natural,
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conversational style while also providing the researcher the opportunity to guide the
conversation to more fully appreciate their responses to workplace incivility.

Narrative inquiry was chosen as the methodology for this research because the use
of stories and narratives represents one of the oldest forms of sensemaking (Jonassen &
Hernadez-Serrano, 2002). This methodology offered a natural and familiar form of
discourse (Coffey & Atkinson, 1996) in which the researcher asked individuals to recount
stories about their lived experiences (Creswell, 2014). Often marking key events (Coffee
& Atkinson, 1996) involving periods of tension and difficulty (Creswell, 2013), the
stories told by participants represented rich sources of data for the researcher while still
giving attention to the context surrounding the events described (Merriam & Tisdell,
2016). Attention to the way in which a story was told offered the researcher insight into
how the participants positioned themselves within the larger social setting (Coffey &
Atkinson, 1996).

The narrative inquiry methodology was implemented through the utilization of the
Critical Incident Technique (CIT). Relying heavily on retrospective self-reports (Borgen,
Amundson, & Bultterfield, 2008), CIT has been utilized as a validated qualitative research
method across many disciplines such as counseling, nursing, job analysis, and
organizational learning (Butterfield, Borgen, Amundson, & Magio, 2005). Because of its
reliance on retrospective self-reports CIT was deemed to be an ideal technique to extract
the first-person narratives of the EMPAs experience with W1 and the associated

sensemaking and adaptation.
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Participants

A total of 11 participants were interviewed for this study, with a total of 22
interviews. The demographic distribution of participants is outlined in appendix E.
There were 6 female participants and 5 male participants. The participants ranged from
36 to 61 years of age at the time of the interview. The average age of the participants at
the time of the interview was 47.5 years. The average age of the participants at the time
of the WI encounter discussed in their narrative was 40 years.

Combined, the participants represented over 90 years of practice experience as
emergency medicine physician assistants. The total number of years of clinical practice
among the participants ranged from 5 years to 31, with an average of 15.7 years of total
clinical practice experience. The participants’ years of emergency medicine experience
ranged from 2 to 24 years with the average being 9.6 years of experience as an
emergency medicine physician assistant. At the time of the WI incident discussed in
their narrative, the level of experience as an emergency medicine physician assistant
ranged from 1 to 18 years. The average amount of emergency medicine experience at the
time of the W1 event examined was 5.45 years.

Of the 11 participants, 8 reported working in a community hospital setting at the time
of the workplace incivility encounter discussed in their interview and 3 reported working
in a small, rural, critical access hospital. Although 2 participants initially described their
hospitals as “teaching hospitals”, upon further inquiry they did not characterize their
facilities as academic institutions but rather community hospitals hosting a limited

number of residency programs.
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Participant Backgrounds

Alycia. Alycia is a 36-year-old female who has been a practicing Physician
Assistant for 5 years and a practicing EMPA for 2 years. She shared her experience of
WI involving her supervising physician who challenged her clinical competency in caring
for an elderly female patient. At the time of the incident, she was 34 years old and had
been a practicing EMPA for 1 year. She characterized her marital/relationship status as
“divorced.” She continues to work in the same community emergency department and
reports that her workplace experience has improved since taking a more proactive
approach to addressing her experiences with workplace incivility.

Annette. Anette is a 43-year-old female who has been a practicing physician
assistant for 15 years. She has been a practicing EMPA for 4 years. She described her
experience with W1 as having been belittled in front of co-workers by her supervising
physician. At the time of the incident, she was 30 years old, working in a community
hospital, and had been a practicing EMPA for 2 years. She characterized her
marital/relationship status as “single” at the time of the incident.

Astoria. Astoria is a 38-year-old female who has been a practicing physician
assistant for 8 years. She has been a practicing EMPA for 6 years. She described her
experience with W1 as having job performance information withheld from her by a
human resources administrator in her hospital. At the time of the incident, she was 33
years old, working in a community hospital, and had been a practicing EMPA for 5 years.
She characterized her marital/relationship status as “married” at the time of the incident.

Bayleigh. Bayleigh is a 57-year-old female who has been a practicing physician

assistant for 28 years and a practicing EMPA for 5 years. She described her experience
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with WI has having been embarrassed by a radiology physician in front of an emergency
room technician. At the time of the incident, she was 57 years old, working in a
community hospital and had been a practicing EMPA for 5 years. She characterized her
marital/relationship status as “married” at the time of the incident.

Devyn. Devyn is a 37-year-old female who has been a practicing physician
assistant for 13 years and has 5 years of experience as an EMPA. She described her
experienced with WI as having her input and opinions ignored by the medical director of
the emergency department during a department staff meeting. At the time of the incident,
she was 35 years old, working in a community hospital, and had been a practicing EMPA
for 4 years. She characterized her marital/relationship status as “married” at the time of
the incident.

Ernst. Ernst is a 51-year-old male who has been a practicing physician assistant for 24
years. He has practiced as an EMPA for that entire time. He described his experience
with WI has having his professional input dismissed by a surgeon with whom he was
required to consult. At the time of the incident, he was 45 years old, working in a rural
critical access hospital, and had been a practicing EMPA for 18 years. He characterized
his marital/relationship status as “married” at the time the incident occurred.

Geoff. Geoff is a 53-year-old male who has been a practicing physician assistant
for 21 years. He has worked as an EMPA for the entire 21-year time frame. He
described his experience with WI as having his clinical competency challenged by a
nurse during the care of an emotionally distraught patient. At the time of the incident, he

was 43 years old, working in a rural critical access hospital, and had been a practicing
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EMPA for 10 years. He characterized his marital/relationship status as “married” at the
time the incident occurred.

Kirsten. Kirsten is a 39-year-old female who has been a practicing physician
assistant for 8 years. She has worked as an EMPA for 6 years. She described her
experience with W1 as having her clinical opinion ignored by a family practice physician
with whom she was required to consult. At the time of the incident, she was 38 years old,
working in a community hospital, and had been a practicing EMPA for 6 years. She
characterized her marital/relationship status as “married” at the time of the incident.

Patrick. Patrick is a 61-year-old male who has been a practicing physician
assistant for 6 years. He has worked as an EMPA for that entire time. He described his
experience with W1 as being ignored by an orthopedic surgeon during a casual
conversation in the emergency department. This is a recent incident having occurred
within the same year as his participation in this research. He described the facility where
it occurred as a rural, critical access hospital. He characterized his marital/relationship
status as “married” at the time of the incident.

Rory. Rory is a 46-year-old male who has been a practicing physician assistant for
14 years. He has 8 years of experience as an EMPA. He described his experience with
W1 as having had information withheld by a nurse with whom he worked. The incident
occurred in his first year of practice as an EMPA when he was 34 years old and working
in a community hospital. He characterized his marital/relationship status as “single” at
the time of the incident.

Sawyer. Sawyer is a 61-year-old male who has been a practicing physician

assistant for 31 years, and a practicing EMPA for 19 years. He described his experience
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with WI has having his role as the treating provider ignored by the nurse with whom he

was working in a community hospital emergency department. He was 31 years old at the

time of the incident and had been a practicing EMPA for 2 years. He characterized his

marital/relationship status as “in a long -term relationship” at the time of the incident.
Data Collection

Participants were recruited through the American Academy of Physician Assistants
web-based discussion forum, PA Huddle. Due to the geographic distribution of
participants, interviews were conducted using Skype® as the primary means of
communication. Interviews were recorded utilizing that platform’s video recording
feature. An audio recording device was used as a secondary mechanism intended to
serve as a backup in the event of technical difficulties with Skype ®.

Two interviews were conducted with each participant. The initial interview was
conducted in a conversational format with attention to the key elements of the interview
guide directing the flow and content of the discussion. The transcripts of the initial
interview were reviewed, and a second interview was scheduled to gain clarity over the
intent and meaning of any areas that were unclear or confusing during the initial
interview.

Themes and Sub-themes
The analysis of this data revealed 5 themes and 16 sub-themes. These themes and

sub-themes are depicted in table 4.1.
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Theme Sub-theme

Threat to Sense of Belonging Experiencing adversarial work
environment, Encountering the barrier of
hierarchy, Lacking professional
acceptance, Lacking collegiality,
Experiencing gender bias

Experience of Emotional Distress Feeling angry, Feeling hurt, Sense of
frustration, Sense of futility

Developing Individual Resilience Accessing social capital, increasing
clinical competency

Exercising Personal Agency Career exit, Organizational exit,
Confronting the source

Dysfunctional Workplace Behavior Enacting avoidance behavior,

Engaging in retribution

Table 4.1Themes and sub-themes

Each of these themes and related sub-themes will be addressed in subsequent sections
of this chapter. The theme of Threat to Sense of Belonging was present throughout this
study and tied into the remaining themes of Experience of Emotional Distress,
Developing Individual Resilience, Exercising Personal Agency and Dysfunctional
Workplace Behavior.

The number of sub-themes associated with a given theme should not be
misconstrued as representative of the importance or strength of the relevant theme.
Rather, the themes and sub-themes represent a complex and fluid interplay of emotions
and actions that occur when workplace incivility is experienced. Similarly, the
directional arrows linking thematic/sub-thematic clusters should not be interpreted to
represent an isolated linear relationship. Instead, they should be viewed as
representations of an ongoing and iterative process. This process, and the associated
themes and sub-themes are depicted graphically in Figure 4.1.

This process begins with a perceived Threat to Sense of Belonging which is

experienced through the descriptions contained in the sub-thematic categories. This
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Threat to Sense of Belonging induces an Experience of Emotional Distress which is

described in the language noted in the sub-themes. Both positive and negative adaptations

were described. Positive adaptation was represented by the Development of Individual

Resilience as enacted through the behaviors noted in the sub-themes. Negative

adaptation manifested in Dysfunctional Workplace Behavior as described in those related

sub-themes. Exercising Personal Agency is situated between positive and negative

adaptation to illustrate the contextual dependence of its sub-themes. From the

perspective of the EMPA the sub-themes may represent positive adaptations that result in

an improvement or even restoration of their sense of belonging. However, if viewed

from an organizational perspective, these actions may represent negative adaptation. The

objective of these adaptations is to mitigate the impact of the negative emotional

experience and to ultimately address the threat to the EMPAS perceived sense of

belonging. This process is represented graphically in figure 4.1.

Threat to
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Figure 4.1 Visual Depiction of Interrelationship of Themes and Sub-Themes

72



Theme 1: Threat to Sense of Belonging

Sense of belonging refers to a person’s feelings of fitting in with people, groups, or
environments, as well as their feelings of being valued, needed, or important as an
integral part of a system or environment (Hagerty, Wiliams, Coyne, & Early, 1996). The
degree to which the fulfillment of one’s sense of belonging is achieved is associated with
positive coping and strongly intertwined with one’s emotions and thoughts (Wilczynska,
Januszek, & Bargiel-Matusiewicz, 2015). Central elements in one’s sense of belonging
are feelings of respect, and the perceived influence of one’s opinions (Lampinen, Konu,
Kettunen, & Suutala, 2018).

Within this study, Threat to Sense of Belonging refers to the experiences in the
workplace that negatively impact the participant’s sense of value, connectedness, and
importance as a member of the organization, department, or healthcare team. Throughout
their interviews the participants reflected on threats to their sense of belonging in terms of
their perceived place within the hierarchy of the emergency department, the healthcare
organization, and the profession of medicine. They shared their broader experiences with
an adversarial working environment and described both professional and gender bias.
They also shared positive and negative experiences that centered on professional
acceptance, and collegiality, with a corresponding positive or negative sense of
belonging.

When examining these experiences as representing a threat to the EMPAS sense
of belonging, is interesting to note that many of the participants reflected on incidences of
W] that occurred early in their careers. Despite an average of 15.7 years of overall

clinical experience and nearly 10 years (9.6) of experience in emergency medicine, the
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average level of experience at the time of the incident discussed was 5.45 years of
experience.

Theme 1: Threat to Sense of Belonging. Sub-theme 1: Experiencing Adversarial
Work Environment. The work environment for the EMPA was described in terms that
suggest an atmosphere that is adversarial. EMPAs viewed this adversarial environment
as an accepted component of a career in emergency medicine, especially in the early
stages of one’s career.

Alycia, Bayleigh, and Rory all discussed professional vulnerability as a component
of that adversarial environment:

“My self-esteem and confidence in medicine ... has always been a little bit
lower...and | know that attending physicians can smell that.” (Alycia, Interview 1)

“You have to stand up for yourself, because if not, they’re going to roll over you.”
(Bayleigh, Interview 1)

“1 just remember walking back to this one nurse's station, and, and just, whatever |
was trying to communicate to the nurse, they would just stare at you with those like blank
dead eyes, because they just knew you were struggling...They knew what you needed,
they knew what the problem was, but they just got some sort of peculiar enjoyment out of
just watching, you...fumbling through, trying to articulate something.” (Rory, Interview
1)

Both Rory and Bayleigh suggested that this adversarial culture was an extension of
the adversarial nature of the medical educational process.

“...this whole thing is so pervasive in medicine and it, it starts in school... it's almost
like a rite of passage. | really do feel like everyone goes through it and then ... you're
supposed to come out harder and then do it to the next group and it's just some weird sick
little...wrinkle of this profession.” (Rory, Interview 1)

“... I 'think it goes back to your training...when you're on... rotation in P.A. School
and you're rounding with the medical students and there's an attending or somebody
whose expecting you to be as well informed as the medical students or residents... if you
don't have that right answer... they dress you down, (laughs) and (sic) kind of a hazing
(is) going on.” (Bayleigh, Interview 1).
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Rory echoed the atmosphere of hazing as a component of his experience in
emergency medicine when describing his interaction with the nursing staff.

“... when | was brand new.. either just from hanging out there long enough,...getting
through their hazing...they moved on to the next new, new fresh meat...” (Rory,
Interview 1)

And later when describing his relationship with the physician staff:

“...it was never like we're collaborating ... it was like studying in school. It was like,
we're gonna, (sic) break your spirit and... I'm gonna (sic) share with you this lovely thing
called practicing medicine.”

Alycia spoke in a tense and measured tone as she described her experience with the
adversarial nature in the emergency department in terms of physicians acutely attuned to
any signs of a diminished levels of confidence.

“...s0, if I don't know something 100%, | will have difficulty at work...'cause (sic)
you know, and they can smell it. You know, the emergency department, they, they can
smell it. They smell fear. They can smell, you know, not having confidence.” (Alycia,
Interview 1)

Rory acknowledged the difficulties in addressing the adversarial atmosphere he
experienced due to the informal power base represented by the nursing staff.

“l wasn't gonna (sic) make enemies. | had learned enough that you don't, you don't
make enemies with the nurses. Um, you just take their (expletive) and move on to the
next day cause you're not gonna (sic)...that's not gonna (sic) get you anywhere...”
(Rory, Interview 1)

Theme 1: Threat to Sense of Belonging. Sub-theme 2: Encountering the Barrier
of Hierarchy

Hierarchy is historically ingrained in the culture of medicine (Leisy & Ahmad,
2016) and hierarchically situated workplace incivility is commonly encountered early in
one’s career (Rush, Adamack, Gordon, & Janke, 2014). In this present study, the

hierarchical nature of medicine emerged as another Threat to Sense of Belonging.

Several participants shared experiences with incivility in which they were made acutely
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aware of their subordinate role within the healthcare team. Others shared experiences in
which their role on the healthcare team influenced the way in which they experienced
incivility.

Rory described the hierarchy being reinforced early in his career.

“It's something | started observing even in PA school. | mean...it was a clear
hierarchy, it was, you are not, we're not collegial here you are below me.” (Rory,
Interview 1)

Patrick and Alysia also referenced the hierarchy component of their encounters
with incivility. They described it as condescension, while Rory described it as arrogance.

“But I also remember one, (physician), ...addressing me, as his son, which | thought
was humorous or interesting because | don't know how old he was. But he might've been
certainly less than five years older than me. But he was profoundly condescending.”

(Patrick, Interview 1)

“...this is a physician that | had trouble with previously. Um, you know, he would
speak to me in a very accusatory, kinda condescending way.” (Alsysia, Interview 1)

“the older docs that had been in the group forever...they really treated us more like
partners, even though we technically weren't financial...stakeholders...But the newer
docs...there was just a little bit of... | keep landing on arrogance.” (Rory Interview 2)

Ernst and Rory likened their experience with incivility related to the hierarchy of
medicine as being excluded from a club.

“You know, that was the other thing...about being a PA in general. It it's just so, um,
heartbreaking that the docs just never see you in the club. You know what | mean?”
(Rory, Interview 1)

“I think it's kind of like an old boys club, it's like, uh, you know, physicians that have
had a mutual respect for each other, that they don't have for PAs and for NPs.” (Ernst,
Interview 1)

“... but the PAs tended to congregate more with the nurses and the techs and the

respiratory therapists...because they kind of, treated us like friends and colleagues, and
the doctors kind of treated us like the hired help.” (Ernst, Interview 2)

76



Annette and Rory both referenced how their position in the hierarchy added an
additional layer to her experience with workplace incivility.

“So, | went to the physician ... who was sitting next to his scribe. And in the small
ER, ...Everyone can hear your conversation. So, | discussed this (case) with the
physician... And he goes, "Yeah. What are you trying to do? Kill him?" In front of, you
know, the whole staff... In front of a scribe who is probably...wanting to go to med
school or PA school herself.” (Anette, Interview 1)

“we eventually got scribes in the ER... half of them were ...gonna be applying to
medical school. The docs warmed up to those scribes and would mentor and teach those
scribes more than they would teach the PAs who were employed by their group.” (Rory,
Interview 1)

“And professionally, there couldn't have been a bigger slap in the face... I've been a
PA in this department for eight years...going above and beyond, and just dealing with
whatever (expletive) gets dumped on me... helping this department. And you don't
even...treat me as well as you're treating this...transient scribe who's only worked here
for two months, and two months later, they're gonna be off.” (Rory, Interview 2)

Theme 1: Threat to Sense of Belonging. Sub-theme 3: Lacking Collegiality

Lacking collegiality in the workplace was referenced as another experienced Threat to
Sense of Belonging. Collegiality refers to the sense of friendliness, cooperation, and
inclusiveness that is experienced by the EMPA in their working environment. When
discussing their respective work environments, the participants described both a lack of,
and desire for collegiality in the workplace. In their discussion of collegiality, elements
of mutual respect, decreased formality, and a changing understanding of the medical care
team were present in the discussions surrounding collegiality.

Anette took care to indicate that she did not expect to be viewed as an equal, but that
she did expect to be valued as a contributing member of the healthcare team. Kirsten

linked collegiality to her role as part of a patient’s larger healthcare team.

“I think just the fact that... you don't have the collegial relationship or the collegial
respect and so that was like, oh, you think less of me.” (Annette, Interview 1)
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“I don't have to be treated as the equal, but just respected for my knowledge and my
skill and what I bring to the team. And | respect the physicians for their knowledge and
their skill and what they bring to the team, and we can still disagree and still have a good
collegial discussion and relationship.” (Anette, Interview 2)

“This is how medicine works now. You know, it's, it's just not physicians. We have
PAs, we have nurse practitioners. You're gonna have to talk to other people. You should
give everyone respect no matter what their job is or what the job title is.” (Kirsten,
Interview 1)

“...if I put out a call out to a physician about one of their patients...and they speak to
me like I'm a colleague. Done. That's professional respect. Because you know that I'm a
PA taking care of your patient.” (Kirsten, Interview 2)

Ernst observed that collegiality seemed to be more forthcoming from younger
physicians. Geoff noticed a change in collegiality when he moved from the ER to an
outpatient clinic role.

“I find that most of the younger docs | work with now, now that I'm 50...I'm working
with a lot of ER doctors that are 30-31...0f them have trained with PAs or NPs on the
way up, so they have a better idea of what we do. And they treat us like friends and
colleagues” (Ernst, Interview 2)

“for some reason...collegiality...did not transfer over, even though | would...talk to
the same person...about similar patients,...but be calling from different places...it was
kind of odd how you'd get the... frostiness when you were at one place and...kind of a
warm handoff at another.” (Geoff, Interview 2)

Alysia acknowledged a collegial relationship with her peers but expressed concern for
the impression she creates if she collaborates too frequently.

“| talk to my, my colleagues, the other APP's, some of them...You know, just kinda
bouncing ideas...but there's a certain point where you ask certain questions, and you look
stupid.” (Alysia, Interview 1)

Theme 1: Threat to Sense of Belonging. Sub-theme 4: Lacking Professional
Acceptance

Professional acceptance refers to the feeling of being favorably received as a

member of the healthcare team. Lacking professional acceptance in the workplace was
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another Threat to Sense of Belonging, that participants expressed. Several of the
participants shared their experiences dealing with physicians who refused to speak to
them about the care of a patient because they were PA’s. In some instances, the
consulting physician demanded to speak to the attending physician rather than the PA.

“I said, ‘Hello. Um, I'm a PA working...with your patient, and | just wanted to speak
with you.” and he cut me off. He said, ‘No, | want to speak to a physician.” And | said,
‘Excuse me?’ He said, ‘Well, I don't, | don't talk to PAs. | only speak with physicians.” |
said, ‘So the only reason why you will not speak to me is because I'm a PA, is that
correct?” He said, ‘Yes.” " (Kirsten, Interview 1)

Ernst had a similar experience when attempting to consult with a specialist physician
about a post-operative patient who required readmission.

“So, I called the surgeon, | said, ‘...I'm seeing your patient John Smith, and he's
having these issues...I'd like you to come back in and see him. I think he's gonna require
readmission...and his standard response was, ‘I don't talk to PAs. Have your attending
examine the patient and have them call me back,” and he slammed the phone down... it
wasn't the content of the report or the workup. It was the fact that | had the initials "PA"
after my name.” (Ernst, Interview 1)

Geoff made a similar observation about his experience with professional acceptance
when discussing his encounter with incivility from a member of the nursing staff.

“I... came away from it feeling that if it was...first of all if [ was a physician, that it
wouldn't have been questioned at all by the nurse. I'd been a PA at that facility for four
or five years...covering the ED ...(I) wasn't a newbie....at that level of practice (to be) be
responsible for literally people's lives. And to have... your judgment questioned over,
...what I thought was rather a simple, clear cut case, ...was at odds with... what | was
capable of doing.” (Geoff, Interview 1)

Geoff eventually left the emergency department and contrasted is experiences in his
current outpatient clinic setting with his experience in the emergency department.

“... the amount (of) incivility...that's here in the clinic situation is...virtually zero, you
know, versus... in the ED, you know,...say, calling up a consultant at another facility to
try to affect a transfer and...literally being told, you know, that you don't know what

you're talking about...when you definitely do know what you're talking about,
...being...disregarded by somebody that hasn't even seen them.” (Geoff, Interview 1)
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Patrick experienced a lack of professional acceptance as a PA in a setting that did not
involve patient consultation.

““...this orthopod came down... the minute | said | am a PA, he actually physically
turned away from me .... Even though in the scheme of things, since I'm covering half
the shifts, there's a pretty decent chance I'm gonna generate referrals to him.” (Patrick,
Interview 1)

Kirsten associated this lack of professional acceptance with a lack of respect.

“So, you know, you run into these people who refuse to speak to PAs. ... Those are
the worst people. But then you also have the people who will talk to you but they don't
trust anything that you say...you have those people too, who are just like, ‘Eh, it's just the
PA calling. They don't know what they're doing.” So, that's also (laughs) not giving me
any kind of professional respect.” (Kirsten, Interview 1)

Patrick describes his experience with acceptance being positively influenced by his
age. However, that experience overlaps with a potential demonstration of gender and/or
racial bias.

“...If I walk in the room wearing a white coat, as a gray-haired, 60 plus year old
male...I get respect because the default is, I'm a doctor. I...was in my normal khaki
pants, (a) shirt that said PA... a consulting physician walked through, and he struck up a
conversation with me. (T)he woman standing behind me (was) in scrubs (she) was the
assistant medical director of the ED, but she was a black female. (She) kind of got
ignored until finally I said this is doctor so and so, she's our assistant medical director.
I'm one of the part-time PAs. (Patrick, Interview 2)

Geoff recognizes that his age factors into his role as he interacts with younger
attending physicians as well as with younger, less experienced EMPAs.

“(If) you find yourself in a situation where you're... working...with... newly
minted...attendings... newly minted... PA's or nurse practitioners who...you can
either... support those people.... or you can be...kind of a know-it-all (expletive) to
them. I'd rather ride off into the sunset thinking that | did the first one rather than the last
one. (Geoff, Interview 2)

Theme 1: Threat to Sense of Belonging. Sub-theme 5: Experiencing Gender Bias

Gender bias describes the experience of preference for, or prejudice against, the

EMPA based upon their gender. The women EMPAs were keenly aware of gender bias
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and described it as a component of their Threat to Sense of Belonging. The male
participants of this study observed acts of gender bias that were in keeping with the
experiences described by their female counterparts.

“Yeah, | could think of maybe two, three ...physicians that | work with...I feel like
they're a little more geared, like more interactive with men than women or at least a little
more forgiving and accepting... if, a male (PA) is working with a specific male
provider...if they're wrong about something...(it’s) like ‘well, think about it this way’
versus if a female...this is my perception, you know of course...but if a female (PA) was
working with that male provider it would be ... more like ‘well why didn't you do
that?’...just kind of go off the handle, fly off the handle about it.” (Alysia, Interview 2)

“... I'm alittle woman... there's (sic) lots of...med students, and residents...who
probably get stuff wrong all the time...not that | got anything wrong, but, you know,
(they) probably wouldn't maybe have been spoken to that way...he probably would... not
have spoken to a male resident that way or a male medical student.” (Bayleigh, Interview
1)

“...you kind of have this awareness that you're perceived as, as somebody young, as
somebody ... who could, maybe not take too seriously or somebody you could maybe
overpower a little bit or kind of brush aside...it's just a, it's just a part of the lived
experience | think of being a female. Um, be asked if you're a nurse, you know, that kind
of stuff.” (Bayleigh, Interview 2)

Kirsten also referenced gender bias in her reflection on belonging and acceptance.

“I think we're often more likely to be mistaken as something other than a PA. So, you
know, you may be thought of as the nurse or the technician...the medical assistant,
anyone other than the person who's supposed to be there to help take care of you. So, it
becomes hard to know...why does that occur? Is it gender? Is it age? Is it what? (Kirsten,
Interview 1)

| think gender plays a role in it because we have a couple of male PAs that also work
with us. And I don't necessarily see them have the same struggles that | see some of the
females ... maybe as a guy, it's just assumed that you're the one in charge. You know?
You just automatically get that. Whereas the female, that doesn't necessarily always
happen. Even though we have so many female emergency physicians that | work with.
Even they run into the same thing.” (Kirsten, Interview 1)

Devyn related her experiences as a female EMPA interacting with a male physician
who was the leader of her practice group. During a particular staff meeting they were

discussing new roles for the scribes who were staffed to support the practice.
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..”And he was sort of like, ‘Well, you know, I, | get everybody's point, but you know,
| just don't know if, if what you’re saying is going to work and, and we need to, we need
to be flexible’...And so | said, ‘Okay, ...l guess I'm just...not understanding what you're
asking of me.’...then he totally changed the subject and asked the physician on the
phone, he said, ‘Well, I'd really like them to ... help with patient satisfaction and...I
know that's ...your...wheelhouse....so how can we help them do that for you?’ And so
basically (he) stopped talking to the ...the two females that were sitting there.” (Devyn,
Interview 1)

She commented on how this gender bias was intertwined with her feeling of
professional acceptance.

“But also, it's very hard when you have a gender difference between leadership and...
providers. But then also you put the physician and PA dynamic in on top of that and it
just becomes exceptionally challenging...because you know, you question something and
are you questioning me as a woman? Are you questioning me as a PA?” (Devyn,
Interview 1)

These observations were not limited to the female EMPA’s, however. Even the male

EMPASs remarked on the gendered aspect of workplace incivility.

“I think (it’s) just classist attitudes by some physicians... and some of (what) I've seen
is gender-base where I think women get beat up more. “(Patrick, Interview 1)

“| think for the most part, the female consultants treat everyone the same... But a male
consultant will treat a male different than a female. | was actually talking to one of my
PA colleagues who's female recently, and she had a really poor interaction with someone.
And she told me that it was mostly because that she was female, and he was...calling her
honey, and stuff, and...was really kind of talking down to her.” (Ernst, Interview 2)

Theme 2: Experience of Emotional Distress

Despite the low intensity and ambiguity that defines workplace incivility (Porath &
Pearson, 2012), it still represents a source of potentially “harmful emotional
consequences” (D'Ambra & Andrews, 2014). Negative emotions, such as anger,
frustration, and fear are frequently experienced when encountering workplace incivility

(Felblinger, 2011; Porath & Pearson, 2012). The diminished sense of belonging

associated with these negative emotions that is well documented in the nursing literature
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(Ahn & Choi, 2019; Courtney-Pratt, Pich, Lefett-Jones, & Moxey, 2018; LaSala, Wilson,
& Sprunk, 2016) was also seen in this study.

Within this study, Emotional Distress captures the array of these negative emotions
as they were expressed by the participants resulting from their experience with workplace
incivility. The experiences of emotional distress described were associated with threats
or perceived threats to Sense of Belonging and/or one or more of its sub-themes. The
remaining themes of Developing Individual Resilience, Exercising Personal Agency, and
Dysfunctional Workplace Behavior all arise from the Experience of Emotional Distress
that stems from the Threat to Sense of Belonging.

Theme 2: Experience of Emotional Distress. Sub-theme 1: Feeling Angry

Anger was a common emotion expressed by the participants of this study. Often,
feeling angry was the initial emotion arising from the Threat to Sense of Belonging.
However, it was rarely the only emotion experienced and was frequently described in
conjunction with more subtle descriptors of emotional distress.

Astoria described the emotional cycle she experienced after an encounter with a
human resources employee who she felt had withheld important performance evaluation
information from. She describes anger, preceded by shock, and followed by sense of
betrayal.

“It was just kind of shock...initially shock and then ...later it was anger ..I mean, | just
kind of felt betrayed. | was seeing high acuity stuff. And this is how... | get thanked?
And...it just went from a wide variety of initially shock to anger and betrayal...”
(Astoria, Interview 1)

Devyn described a separate chain of anger associate emotions stemming from a staff

meeting where she felt her voice was not being heard and her input not valued.
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“I just sorta went to the nod and smile and said...we'll do what we need to do and I'll
let you guys make the decisions...(I was) very angry, very hurt, very frustrated.”

Ernst and Kirsten both encountered physicians who refused to talk to them about a
patient because they were PAs. They both described a feeling of anger and gave some
explanation as to why they felt that particular emotion.

“I think anger probably (describes it) better than anything. (Be)cause...it wasn't the
content of the report or the workup. It was the fact that I had the initials "PA" after my
name... | think as a group we were all angered every time this happened” (Ernst,
Interview 1)

“l was angry about it...it was hurtful...to have a colleague dismiss you ...as if | have
nothing to offer, even though I'm the one that just took care of your patient... so, | mean,
it makes you angry, you're frustrated, but it also hurts...”(Kirsten, Interview 1)

Geoff and Sawyer both had encounters with nurses who circumvented them as a
members of their patient’s treatment team. Geoff’s encounter involved a nurse-manager
who disagreed with Geoff’s treatment plan and refused to follow through on his
discharge plan.

“Oh, I was pissed... just disregarding me completely. (I just), swallowed it, packaged
it up, tucked it away, you know... in the end, (it)wasn't gonna do me any good.” (Geoff,
Interview)

Sawyer’s encounter involved a nurse who became concerned about a patient’s
oxygen levels during a procedure in the emergency department. Rather than discuss her
concerns with Sawyer, she left him in the middle of a procedure to get a physician.

“l was pretty angry about it....there were other similar incidents, this is probably the

most egregious one, it's the one that's stuck in my memory... And yeah, if | think about
it, I still get angry”
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Theme 2: Experience of Emotional Distress. Sub-theme 2: Hurt
Hurt was another word used to describe the emotional distress associated with the
Threat to Sense of Belonging arising from the EMPA’s experience of workplace
incivility. At times bundled with other emotions, hurt was often linked to professional
respect and acceptance.

“...s0 | was embarrassed. And a little um, hurt by him, because I think | deserve a
little bit more...respect that | may know what I'm doing after fourteen years.” (Annette,
Interview 1)

“That's, why it hurt...because I think | know what I'm doing. ...l respect myself in
medicine and | feel...that I'm respected in the medical world and our community. And so,
...his ...was kind of a slap in the face...it was hurtful that he thought...he could speak to
me in that way ...” (Annette, Interview 2)

Devyn commented on the importance of acknowledging hurt as an emotion arising
from emotional impact of workplace incivility.

“...that's a bigger, broader conversation of just being more genuine with each other
...of just saying like, ‘Yeah, I'm actually hurt by this. Like I balled my eyes out.” And-
and being very genuine in that. As opposed to...minimizing that emotional impact that
things have had. (Devyn, Interview 2)

Kirsten described feeling hurt as a result of workplace incivility that she interpreted
as a lack of professional respect and linked it to her sense of belonging. Like others, she
clustered hurt with another emotion, anger.

“even though you've been doing this job as a PA for X amount of years...to have a
person to just dismiss that within a few seconds...is hurtful... it makes you angry, you're
frustrated, but it also hurts...you're initial reaction first is you're shocked ... of course, the
anger, the shock is all still there. But there's this piece of hurtful feeling that's there... it's
almost as if someone is...stabbing you and saying, ‘No, you're just not good enough.
You're useless.” So, it creates that feeling of hurt...you are not at all worthy to be on this
team. No matter all the work that you've just done and accomplished.” (Kirsten,
Interview 1)

Patrick hinted at the residual component of feeling hurt as a result of workplace
incivility.
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“you spend some time thinking about and chewing on the hurt, feeling insecure,
feeling inadequate.” (Patrick, Interview 1)
Although previously referenced in the discussion of Threat to Sense of Belonging, a

comment made by Rory is worth revisiting. It is worth the second mention because of
how deeply it speaks to the emotional hurt associated with his perceived Threat to Sense
of Belonging. It also acknowledges the residual effect of that hurt.

“As adults, I think we tell ourselves ‘Oh, I'm fine...l don't care that they're having this
party and | wasn't invited.” But I think we care deeply that we weren't invited, and | think
we repress that (expletive), and then it comes out in weird ways. And professionally,
there couldn't have been a bigger slap in the face when you're watching these guys...just
chum it ...with these scribes...cause they're just...finishing up their
undergrads...applying to med schools... I've been a PA in this department for eight
years...working side-by-side...going above and beyond... dealing with whatever
(expletive) gets dumped on me... it couldn't have...been more hurtful...or insulting. It's
just like, what am | doing here? It's like, ‘My God.” (Rory, Interview 2)

Theme 2: Experience of Emotional Distress. Sub-theme 3: Sense of Frustration

Kirsten and Annette both referenced a condescending tone from consultant
physicians as a component of the sense of frustration they experienced. Kirsten
acknowledged a mixed set of emotions but ranked frustration as the key description of
her emotional distress.

“And so, when | talk to physicians or consultants and it, they are condescending to you
about things that you're like, Man, | know that it was tender in this location. Okay? I
know how to do this exam. It's um, it is frustrating.” (Annette, Interview 1)

“Yeah, it's the condescending nature. That, uh, even though you've been doing this job
as a PA for X amount of years, you have your experience, to have a person to just dismiss
that within a few seconds, uh, is hurtful. So, | mean, it makes you angry, you're
frustrated, but it also hurts, um, to have these people that are there...I, I think, and | think
at the top of it would be frustration.” (Kirsten, Interview 1)

Kirsten elaborated on her sense of frustration after a consultant refused to speak to

her because she was not a physician.

And | wanted to, you know, verify that | was actually understanding what he was
saying, because I didn't want to start to get upset if I had misunderstood what he was
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saying. And so that's why | even asked him directly why he wouldn't speak to me, um,
and he just flat out said it's because I'm a PA, no- nothing else ... | mean, there was just
nothing else to it. It was frustrating. It, it was a sense of frustration... it makes you feel as
if you're wasting your time, you know.” (Kirsten, Interview 1)

Both Kirsten and Geoff provided some insight into the residual nature of the
emotional distress arising from their sense of frustration.

Yeah. Five months later, if | think of it, it's still frustrating. | mean, it's not something
that I think of. I should say it's not something, you know, that bothers me on a daily basis.
But if I were to think of, uh, like, you know, if you're asking me about it right now ... and
I think of the whole interaction, it is frustrating. But then | think, "Well, the good thing is
that he's the only person I've run into in many years to say those words." (Kirsten,
Interview 1)

“I look at the amount of money per year ...correlate that with ... the frustrations,
professionally that have accumulated over the course of two decades. | said, you know...
‘It really doesn't seem like anybody gives a crap,’ ... keep...taking it on the chin with
ridiculous stuff like that. And, you know, it just wears you down.” (Geoff, Interview 2)

Devyn provided an example of frustration arising from her voice not being heard
during a department meeting.

“Yeah. So, in the meeting, um, when it first started, | was...somewhat hopeful because
| genuinely...want the department to work well. And so, | was really like, okay... let's
talk about this. Let's get our game faces on and let's do this. Um, and then almost
immediately it became much more frustrating that my point wasn't getting across.”
(Devyn, Interview 1)

Theme 2: Experience of Emotional Distress. Sub-theme 4: Sense of Futility

Emotional distress refers to the unpleasant emotional response the EMPA’s
experienced due to the actions of the person who was the source of the perceived
workplace incivility. The participants shared how, over time, the cumulative effect of
their frustrations eventually led to a sense of futility. This futility was associated with the

larger organization as well as with individuals within that organization who were in

position to effect positive change.
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Geoff, Astoria, Sawyer, and Rory spoke to their lack of confidence that those in
positions of power were willing to take the steps necessary to reduce or mitigate their
individual experiences with workplace incivility.

“...we had this individual...who really ensconced themselves in this...position
of...power...where...she could do those things...she was gonna get backed up...by the
director of nursing...who she had worked with for a long period of time.” (Geoff,
Interview 1)

“...you know what's right according to evidence-based medicine. But you also know
that if you don't do what that patient wants you to do...they’re gonna complain and in my
case, it didn't matter if I did what was right. If they logged a complaint, the administration
wasn't even gonna care what that complaint said. They were just gonna say, ‘Well you
got another complaint, so you're in trouble.’.” (Astoria, Interview 1)

Ah, well in this case, | didn't expect a lot of back up from him...faced with the nurse’s
behavior my anticipation that going to this doc to help with that probably wasn't going to
be very productive. I just again out my head down, kept working. (Sawyer, Interview 1)

“I had learned enough that you don't, you don't make enemies with the nurses. Um,
you just take their (expletive) and move on to the next day cause you're not gonna, that's
not gonna get you anywhere, you know” (Rory, Interview 1)

Rory and Geoff alluded to the cumulative effect of frustration and how it creates a
trajectory toward a sense of futility.

“you could just never please everybody...you had to keep the 55 physicians happy,
you had to keep the nursing staff happy, you had to keep the patients happy...it's like
you're serving so many masters and you're supposed to just not make any waves...if
you're having a problem with the nurse, the doc doesn't really wanna hear about
(it)...you're just...creating problems for the group...it's just like constantly juggling how
to make everybody in the department happy...see patients faster, decrease your length of
stay, improve your Press Ganey scores.... it just felt like...l don't see where this ends...”
(Rory, Interview 1)

...the reality is that when you keep fighting those battles over and over and over again,
and even though you get through them successfully, they have their effect on you... you
can just fight, fight, fight, um, and at a certain point in time you just say, "You know
what? I'm done with this...It really doesn't seem like anybody gives a crap ... (Geoff,
Interview 2)
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Geoff and Annette expressed their futility as a sense of resignation in the presence
of prolonged frustration associated with workplace incivility. Geoff also references his
lack of confidence in those who are in positions enabled to effect change.

I've been doing this for a long time. | get over it and | go and talk to him. But | am a
little like, "Okay. | just don't know what he's gonna say to me. I'm just gonna have to
suck it up." (Annette, Interview 1)

“I just... did my best to get through it and (it) wasn't really a matter of that I...let
people... run roughshod...over things and me, but... you know, I just knew that there
were gonna be times that they weren't going to intercede...the reality of the situation was
that...there were times when I was just gonna have to eat a (expletive) sandwich "
(Geoff, Interview 1)

Theme 3: Developing Individual Resilience

Research surrounding individual resilience has established both personal and
societal factors that are supportive of a person’s ability to withstand the negative
emotions arising from an encounter with adversity (Garmezy, 1991). Personality traits
associated with self-esteem and mastery are associated with the development of
individual resilience (Lee, Sudom, & Zamorski, 2013). A belief in one’s ability to meet
given challenges contributes to decreased levels of stress when confronting the negative
impact of life stressors (Bandura A. , 1989)

The participants in this study described developing individual resilience in terms of
increasing their social capital as well as their clinical competency. These efforts speak to
the participants’ perceptions that their relational as well as professional shortcomings are
at least partly to blame for the incivility they experienced. This is in keeping with prior

research which has highlighted self-blame as an element of the WI cycle (Porath, Foulk,

& Erez, 2015). Many referenced the importance of the relationships they have with their
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colleagues as an important part of their ability to understand and endure workplace
incivility.

Theme 3: Developing Individual Resilience. Sub-theme 1: Accessing Social
Capital

Social capital as it is used in this research refers to the ties between individuals
within a group as reflected in nature of their social relationships (Baum & Ziersch, 2003).
It refers to relational respect, trust, and social cohesion that serve to unify members of a
given group (Xu, Kunaviktilul, Akkadechanunt, Nantsupawat, & Stark, 2020).
Participants in this study reported accessing social capital through the quality of the
relationships they had with their colleagues. The quality of the relationship was judged
by the degree of trust and camaraderie they felt with their peers and colleagues.

Alysia remarked on the importance of trust in her relationship with her peer
colleagues. Peer colleagues refers to both EMPASs and Nurse Practitioners who work in
emergency medicine. Collectively, EMPAs and Nurse Practitioners are sometimes
referred to as Advanced Practice Providers (APPs).

| talk to my, my colleagues, the other APP's, some of them, about hey what do you
think about this? You know, just kinda bouncing ideas (Alysia, Interview 1)

So, um, somebody who is forgiving...a co-worker | can trust. Somebody I know I can
say ‘you know what? I think | made a mistake, help me through this.” ...it's somebody
that will keep it to themselves and ...Somebody who's not really critical but who wants to
look out for my professional well-being. (Alycia, Interview, 2)

Respect and mutual experience with peer colleagues were the elements of social
capital described by Annette. Devyn also mentioned the importance of mutual

experiences but added gender as an additional layer of the social capital she has

developed with her fellow female PA’s.
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There’s that mutual respect..amongst your colleagues and it's just nice to have those
same thoughts from other people. It kind of just normalizes, like, oh, it's not just me, it's
this person, or it's this environment, or it's something else. It's not just me, because it
happens to you, too. (Annette, Interview 2)

“... It's always been women... it sort of reinforces that you are not alone. You are not
experiencing this in isolation. This is happening, this is real... it's a safe place, a safe
space to sort of talk about options. (Devyn, Interview 1)

“...talking to my friends in a very honest way... as opposed to just brushing it off...
just saying ..."Yeah, I'm actually hurt by this. Like I balled my eyes out." And being very
genuine in that. ...it's nice because you then see that reflection in your peer
conversations...as clinicians, as women...all of those different multi-layered kinds of
components. (Devyn, Interview 2)

Ernst and Annette commented on longevity, or experience in emergency medicine as
an additional component of the social capital they have with their colleagues. Annette
described the support she received from a more senior PA in her practice. Ernst
commented on trust that comes through experience as a component of social capital with
his peer colleagues.

“I've got a PA who's even more senior to me. He's been there, you know, 20, 25
years.... last night he could tell I was...getting struck down and (he said), ‘I know you
don't...feel like your heads above water right now but you're doing a great job.
And...that's helpful, especially when he's so senior to me. (laughs) He knows if I'm doing
a good job or not. So that is really important.” (Annette, Interview 1)

“This particular facility didn't hire new graduates. The average experience in the
department among the PAs was more than 10 years, so we'd all been doin' it for a long
time. A lot of us had been paramedics or ER nurses beforehand. So, we all kind of trusted
each other and knew that we were all, you know, good providers, so, uh, we were
supportive of each other when this kinda stuff came up.” Ernst, Interview 1)

It is interesting to compare the comments of Geoff with those of Annette, Kirsten,

and Bayleigh. The three ladies describe a good degree of social capital with their peer

colleagues and remark on the supportive nature of those relationships. In contrast, Geoff
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worked in a department which employed only one other EMPA and lacked the support
associated with social capital.

“I have a, a couple other nurse practitioners and we all vent about the same things.
Um, so it's kinda nice to have that camaraderie. And 1 think...the positive feedback from
them too is really important ... they're here full time and if they think I'm doing as good
of a job...that's really important to me to hear their feedback” (Annette, Interview 1)

“So, whenever something occurs that's related to PAs... we always talk to each other
about it. Um, and the question becomes... "Is it just me or is it something happening to all
the PAs?" (Kirsten, Interview 2)

“You know, you have ... a shared ... dark sense of humor with your colleagues, and
...it can be, a very... strongly bonding experience to work in emergency medicine”
(Bayleigh, Interview 1)

While they describe the value of camaraderie and the bonding that occurs through
working in emergency medicine, Geoff lacked that experience.

Um, you know (there wasn’t) anybody to discuss it with... that was...quite honestly,
one of the struggles... I had one other PA that worked with me... it wasn't... any kind of
relationship where.. .1 could call him up and say, "Hey, you know...this is what

happened,” (Geoff, Interview 1)

Theme 3: Developing Individual Resilience. Sub-theme 2: Increasing Clinical
Competency

Clinical competency refers to the acquisition of the knowledge and skills necessary
to make clinically sound decisions related to patient care and patient safety (Manokore, et
al., 2019). The attainment of clinical competency has been linked to sense of belonging
among nursing students (Levett-Jones & Lathlean, 2009). Students who have not
attained a sense of inclusion and belonging are at risk for decreased engagement in
learning opportunities (Manokore, et al., 2019).

Incivility has been demonstrated to degrade clinical performance resulting in

increased rates of medical errors in the healthcare professions (Johnson, Haerling, Uwen,
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Huynh, & Le, 2019). It is associated with decreased vigilance to time sensitive tasks
such as medication orders, and it contributes to increased frequency of delayed or missed
diagnoses (Katz, et al., 2019).

The participants in this study reflected an increased attention to their own clinical
competency in response to their exposure to workplace incivility. The improvement in
clinical competency was associated with the self-perception of professionalism and a
pathway to gaining respect.

“Whenever | feel like I'm lacking in a particular subject, | dive into it a little bit more.
| go back to basics about renal function and renal failure and, and, and dig into the thing
that was kind of perplexing me that day.” (Annette, Interview 1)

“I take a lot of pride in presenting myself as a professional and being
prepared...knowing what I'm doing...being very thoughtful and thorough...and always
having sort of a questioning attitude, and always trying learn. | take quite the
responsibility of taking care of people, just really seriously. So, | always want to be
thorough and be cautious and be conservative and, um, | don't know, and be prepared.”
(Bayleigh, Interview 1)

“in my experience, you just keep your mouth shut, you know. Try not to make a big
bunch of waves, and just kinda keep your head down. Try to keep improving your, your
clinical skills- I mean, if, if my clinical work is good, if I don't make medical mistakes, if

| don't mistreat my patients, you know....” (Rory, Interview 2)

“just hang on and keep being competent and eventually people will respect you more.”
(Sawyer, Interview 1)

Paying closer attention to detail and ensuring a thorough and concise clinical
presentation were adaptive behaviors valued by the EMPAs.

Annette and Patrick refer to this as having their “ducks in a row” and commented
on the degree to which they prepared themselves to communicate to a consulting
physician.

“what I have learned to do is get all my ducks in a row. .... And that's how I'm, any
time | call a consultant, I look through the chart again. I make sure I know what those
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labs are. 1 use uh, I make sure I've repeated my exam. | mean, | try to just be able to
knock it out of the park. Every time. (Annette, Interview 1)

“Um, one of the biggest things is | have to make sure, and this is kind of like some
background process and it has to go in your head, that if I'm gonna call them, I'm going to
be extra careful to have all my ducks in a row with a very concise initial presentation and
anticipated answers too-I have to be extra prepared before I talk to them.” (Patrick
Interview 1)

Ernst reported that he and his colleagues use a similar technique when consulting
with physicians with whom they have not consulted in the past or with those who have a
history of being difficult toward EMPAs. He acknowledges that he and his colleagues
have improved their presentation skill. He views this as a positive adaptation.

“I really kind of do a presentation by the book, like, like a student does...I think most
of us kind of adapted that...technique and then continued doing it regardless of who we
were talking, especially if we were talking to somebody new for the first time... we were
all a little gun shy, ...it's like we're talking to a new surgeon in the department and we

don't know if he's gonna be one of these people who doesn't want to talk to us or not.”
(Ernst, Interview 1)

“If I'm presenting to a physician that [ don't know and if it's a medical center for
transfer, yeah, I do, | assume kind of a much more formal presentation style. (Ernst,
Interview 2)

“I think all of us made a point of, of giving really good phone reports, um, you know,
better than we might otherwise, just ‘cause we know we're talking to somebody who's
gonna be hostile on the other end. So, it probably did help all of us kind of improve our
presentation skills a little bit” (Errnst, Interview 1)

Patrick modeled his communication style on that of the physicians he observed.

“one of the things I did was listen to docs do presentations and realize that a lot of
times... they were more comfortable being out front (with) what they didn't know
(Patrick, Interview 1)

Alysia and Geoff commented on the importance of maintaining control over their

own emotions when discussing a case with supervising physicians or consultants. Alysia
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highlighted the importance of presenting a complete and thorough medical history of the
patient when presenting to her supervising physician. Geoff described his improvement
in providing a concise presentation over the telephone.

“So...my approach with this one in particular is...getting a really good history
always...getting a really good history and saying, ‘hey look this patient has this, this, and
this,” and explaining to him the reason...why | believe it is what it is. (If) he says, ‘well
what about this?’...I'll say ‘I thought about it but...” I think the more defensive | get with
my providers, | think, a little more they're like "wait a minute, why are you getting

defensive?" So, it kind of puts them off too” (Alysia, Interview 1)

“I knew how to say the right things, push the right buttons, uh, you know, kind of
manage the telephone, you know, better talking to consultants” (Geoff, Interview 2)

Theme 4: Exercising Personal Agency

Personal agency refers to intentional actions taken by an individual actor intended
to exercise influence or generate an outcome that suits a given purpose (Bandura A. ,
1997). Individuals who express high-level agentic behaviors approach their intentional
actions with consideration of both causal effect and social meaning and implication
(Vallacher & Wegner, 1989). These actions demonstrate an internal locus of control and
illustrate the power of choice and influence over one’s behaviors (Bandura A. , 1989).

In this study Exercising Personal Agency captures the intentional actions taken by
the participants to influence the circumstances associated with their experienced
workplace incivility. The participants demonstrations of agency ranged from verbally
confronting the source of incivility to making the decision to depart the organizational
and/or the EMPA career path. Several participants described having to “stand up” for
themselves, and “pushing back” against the source of incivility as their acute response.
Others described organizational and even career exit as the eventual outcome of their

chronic exposure to workplace incivility.
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Theme 4: Exercising Personal Agency. Sub-theme 1: Confronting the Source

Confronting is the sub-theme that represents the actions taken by the EMPA to
approach the source of incivility in a direct, often face-to-face, manner meant to
challenge the legitimacy of the incivility behavior. The participants described directly
confronting the source of incivility for a variety of reasons. Alysia reported an
abundance of confidence in her clinical decision as a critical aspect of ability to engage in
confrontation.

“l was like, what are you talking about? What, why are you talking to me this way?
That's, that was my, um, response. And, um, and then he kind of like, what, you know?
(laughs) He didn't expect me to kind of bite back... he didn't expect my reaction towards
him.” (Alysia, Interview 1)

“Uh, so you know, like for, for a moment in time, I'm like well maybe I'm wrong. No,
I'm not, I'm not wrong. | know I'm right. Uh, so it was kinda that split second, um, and
kinda, you know, like the ego thing. How dare you, how dare you question me?” (Alysia,
Interview 1)

Bayleigh had asked a radiology consultant to provide an expedited interpretation of an
x-ray. She describes her response and reaction when he refused to do so and made what
she considered to be a disparaging comment about her clinical competency in front of an
emergency room technician. The emergency room technician then communicatee his
refusal and his comment to her. Bayleigh mentioned both her anger and frustration as
factors in her decision to confront the radiologist. However, she also commented on her
embarrassment and her perceived role in the hierarchy of the department as reasons for
her willingness to directly address the incivility she experienced.

“So...I was just, you know, instantly enraged (laughs), which is my personality...
you're busy, and I don't have time for people’s nonsense...so | picked up the phone and |
called him, and | said, you know, *Oh, Dr. So-and-so, this is,” and | identified myself,
‘And | work in the emergency room. In fact, ... I just sent somebody over to have a wet

read done on my film, um, and I think there must have been some misunderstanding, but
she told me the oddest thing...” and I said what she had said, and I said And so, I'm still
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not only waiting on my wet read, but I'm pretty sure that there must have been some
misunderstanding, because I, | know, you know, a person wouldn't say that about a
professional colleague, and, um, I sure know if | had said something like that about you,
for example, | wouldn't be working right now.” (Bayleigh, Interview 1)

“...you feel embarrassed that they, they look up to you, they're working with you, they
respect your, uh, opinion and your abilities, and I think just as much as anything, that's
another reason you had to, you had to say something... I'm not going to let that go, and
I'm not going to let those type of statements just go unchallenged in front of other
professional people... I just call it right out. I just, you know, kinda confront the
person...” (Bayleigh, Interview 1)

“Ah, | think now I'm more likely to um, to um, talk to a nurse privately afterward if
they were to do something like that. But ah, again been in the department now, for
coming up on 29 years, um, you know, I'm one of the respected old ah, gray beards.”
(Sawyer, Interview 1)

Theme 4: Exercising Personal Agency. Sub-theme 2: Organizational Exit

The sub-theme of organizational exit captures an example of agency as it
demonstrates the exercise of both choice and control through voluntarily severing formal
association with an employing organization. Participants described the cumulative effect
of the chronic exposure to incivility as a precipitating factor in their decision to leave
their organization. In some cases, the sense of futility and frustration captured in an
earlier theme are evident in the participants’ descriptions of their decision to leave an
organization.

Devyn describes not only frustration, but also a desire to avoid contractual
obligations that would delay her ability to leave the organization. Although she is still
employed by her organization, she is positioning herself for a rapid exit, should another
opportunity become available. She is approaching that option with caution, however.

“I don't even want to be part-time. Like I will be per diem and I will probably pick up
a bunch of hours as they are available. But I'm no longer pushing to have a part-time
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contract. I've, I don't want that anymore. | want the flexibility of being able to walk away
basically whenever | want to...” (Devyn, Interview 1)

“I have some interviews set up to actually look at some other positions. But to be
totally honest, um, I think that unless it is the perfect position, again, this has taught me,
um, | am asking for, you know, I'm not just assuming, | am straight up saying I will only
take a position if I have this protection and this protection.” (Devyn, Interview 1)

Ernst chose to leave a busy urban emergency department due to the frequency with
which he experienced incivility, particularly from a single group of physicians. He is
now working in a rural environment where he is the only provider in the ER for many of
his shifts.

“I mean there was a group of, I don't know, 20 or 30 surgeons there, and it was maybe
six or seven of them who did this, so it was, you know, a significant minority. So, it was
something we dealt with on a fairly regular basis, and like | said, that's the reason | don't
work at that place anymore.” (Ernst, Interview 1)

“ 1 found that when I work in rural critical access hospitals, where there are essentially
no physicians in the building, um, | don't get any of that, 'cause all my consultants know
that it's, it's solo coverage. Um, you know, they can't say, "Have a physician examine the
patient,” because there's no physician there, you know. I'm the only one in the hospital.”
(Ernst, Interview 1)

“...you can just fight, fight, fight, um, and at a certain point in time you just say, "You
know what? I'm done with this. and that's, you know, what happened, um, you know,
about nine months ago, uh, when 1 finally, you know, left the ED. (Geoff, Interview 1)

“But the reality is that you don't have a significant, uh, you know, accumulation of
similar events, um, you know, over the years that just, you know, eventually built up to a
point where | was like, "Well, you know, uh, I'm okay... I'm okay leaving." (Geoff,
Interview 1)

Theme 4: Exercising Personal Agency. Sub-theme 3: Career Exit

Many participants simply grew tired of the environment of the emergency department
and elected to enter other fields of medicine. Some cited individuals as the catalyst for

the decision while others cited cumulative frustration with dysfunctional systems and a

desire for improved quality of life.
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Rory and Geoff referenced the chronic exposure to incivility as a component of
their decision to seek another career path.

I never really had a problem talking to patients, or laying hands on patients, or, um,
even the difficult ones. Um, | don- There's some s- there's something enjoyable or
interesting about even dealing with difficult people. But, uh, this, the system we work in
IS what I'm trying to escape.” (Rory, Interview 2)

“...the reality is that ...over the years...(it) eventually built up to a point where | was
like, "Well, you know, uh, I'm okay... I'm okay leaving." (Geoff, Interview 1)

“...you can just fight, fight, fight, um, and at a certain point in time you just say, "You
know what? I'm done with this. and that's ...what happened you know, about nine
months ago | finally...left the ED. (Geoff, Interview 1)

Annette was very specific when she cited repeated incivility from one particular
physician as the catalyst for her decision to leave emergency medicine.

“Interviewer: Why did you leave the ER?

“Annette: So, for a couple reasons but | did have a very strong um, negative
experience with one particular physician on a persistent basis. Um, every single shift |
had with this physician there was condescending remarks and | perceived that he was not
very keen on helping me”. (Annette, Interview 1)

Despite her encounter with incivility from her HR director, Astoria attempted to
stay engaged with her organization as well as emergency medicine. She eventually left
both the organization and the career field and does not anticipate ever returning to either.

To be honest. I mean, | had a few other, | mean | had a few other attempts at kind of
getting back into it afterwards. | did some locums after it. Um, just to kind of try to, I
don't know, salvage things, but | mean, it is, it's ultimately what just kind of... I just said
I'm done...I got out of emergency medicine.” (Astoria, Interview 1)

| always wanted to teach and then this job came open. So, | jumped at it and um, it's
been great and honestly, I don't think I'll ever go back into full-time practice. It's just not
worth the stress for me... how do I put this, um, | want to go where I'm valued. And if |

don't feel like I'm valued somewhere then | don't feel | need to waste my time there.
(Astoria, Interview 1)
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Theme 5: Dysfunctional Workplace Behavior

Dysfunctional workplace behavior refers to intentional behaviors that pose a potential,
even if unintended, risk of harm to others or the organization (Robinson, 2008).
Individuals who experience prolonged periods of negative emotions, such as those
experienced as a result of WI, often manifest the associated stress through tense verbal
exchanges (Maki, Moore, & Grunberg, 2005), expressed anger (Dolbier, Jaggars, &
Steinhardt, 2010), self-isolation, and disengagement from colleagues, family, or friends
(vanHeugten, 2012). Targets of workplace incivility report that they are less likely to be
helpful to their co-workers and fellow team members (Porath & Pearson, 2010). Finally,
individuals who experience W1 are more likely to perpetuate those behaviors and become
sources of WI themselves (Torkelson, Holm, Béackstrom, & Schad, 2016).

In this study, dysfunctional workplace behavior refers to those behaviors described
by participants that are understood to be counterproductive to organizational, department,
or team effectiveness. These behaviors represent negative adaptations resulting from the
participants’ encounters with workplace incivility. Examples of the behaviors described
by the participants included shift changes to avoid working with individuals, intentional
as well as unintentional delays in consultation, and the intentional diversion of patient
referrals away from the provider who was perceived to be the source of the experienced

workplace incivility.
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Theme 5: Dysfunctional Workplace Behavior. Sub-theme 1: Enacting Avoidance

Behaviors

Avoidance Behaviors is a subtheme that refers to the actions the participants take to
avoid the unpleasantness associated with workplace incivility. Participants described
various behaviors intended to avoid working with the source of workplace incivility
ranging from changing their work schedule to more overt means of avoiding situations
that would require engagement with the source of incivility.

Alysia described changing shifts to avoid working with the physician who was the
source of her incivility encounter. Devyn reported that she disengaged from the decision-
making process and chose to reduce her work hours to avoid her incivility experience.

“Well, I looked at the schedule and | saw one of the other nurse practitioners, um, was
working with another doc, oh, was working with another doc...And I'm like, hey do you
wanna switch? (laughs) Do you wanna rotate? (laughs) And she's like oh yeah sure. We
can do that. I'm like, yes. So, | ended up, I'm not, I'm not having to work with him on
Monday. Um, so yes. I still actively work to not work, uh, or yeah, | actively work to not
work with certain people and he's one of them.” (Alysia, Interview 1)

I still try not to work with certain people. Um, he's one of them. He's certainly not the
worst one to work with ever but, um, and I've had much harder people to work ... with.
But, um, I still try to change my schedule if possible. (Alysia, Interview 1)

“I was...doing all the techniques of like echoing what other people were saying and
trying to amplify and saying like, well, as you know, Dr. A just said, and I, | want to
build on that.

DE: Or as the person on the phone, Dr. B just said, this is, you know, sort of the
direction | was looking at. Um, but it was clear that that wasn't making a difference. So, I
just sorta went to the nod and smile and sort of just said, okay, you know, well, we'll do
what we need to do and I'll let you guys make the decisions.” (Devyn, Interview 1)

“l was already kind of like still sort of pushing mentally for part-time hours. But when
that happened, | was like, 1 don't even want to be part-time. Like | will be per diem and |
will probably pick up a bunch of hours as they are available. But I'm no longer pushing to
have a part-time contract. I've, | don't want that anymore. | want the flexibility of being
able to walk away basically whenever | want to. (Devyn, Interview 1)
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Other participants described seeking other providers for consultation rather than
engaging with a known or perceived source of incivility. Kirstin reported that she would
avoid engaging with the source of her workplace incivility by discussing his patients with
other providers in his practice. Annette shared her own struggle with approaching a
perceived source of incivility. She also observed that less experienced EMPAS in her
practice tended to seek out more experienced peers for consultation rather than consulting

with the attending or supervising physicians.

“Yeah. If | could get away with calling someone else in his office, | would try
(laughs).” (Kirsten, Interview 1)

“Yes. Yeah. | mean, | would have to, especially with that first incident, | was a new
PA. I had lots of questions. Um, with my first, you know, four years in the ER and | had
to will myself to talk to people. Or to talk to this particular person.” (Annette, Interview
1)

“l see the inexperienced PAs going to the um, more experience advanced practitioners
versus going to the doctor because you know that this other doc is a little more abrasive
or curt, then | can uh, assume that there's probably things that they're, they're trying to
figure out on their own, trying to figure out on their own 'cause they don't wanna go and
talk to the physician. And I think, especially when you're new, um, you could potentially
miss something.” (Annette, Interview 1)

Rory took a similar approach with the nurses he perceived to be sources of his
incivility experience.

““...the adaptation is you just know who you can go to and ask for help and who you,
who you wanna avoid like the plague. And, um, I mean, | guess you, you know, just like,
like starting middle school, I mean, you learn who you can talk to and who you gotta
avoid, who's the bully, who's gonna, you know, make your life hard.” (Rory, Interview
1)

“l would never go back to her and ask for anything from her again. You would either
figure, you know, have figured it out, ask another PA, ask the doc you're working with,
ask a different nurse, um, you know, basically just never go to her for help” (Rory,
Interview 1)
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Another avoidance behavior described by several participants is delaying
consultation. This encompasses both actions and inactions that result in prolonging the
time between the patient’s evaluation by the EMPA and any necessary or recommended
follow up evaluation by a specialty physician. Follow up evaluations include evaluations
in the ER for admission or surgical intervention as well as outpatient evaluations that are
part of the ongoing monitoring of a disease or condition treated in the emergency
department.

Patrick confessed that his decision to discharge people from the ER for outpatient
follow up rather than call to have them admitted was at times influenced by the
anticipation of incivility on the part of the admitting physician. Sawyer admitted to
delaying consultation until he could engage with a physician who demonstrated a more
agreeable demeanor.

“In all honesty, it might've pushed me to try to discharge people that were on that

fence between admission and discharge.” (Patrick, Interview 1)

“...sometimes | dealt with them just by going around behind his back...and not
discharging the patient for half an hour and when my buddy, you know, Surgeon S comes
by, you know, "Hey (Dr. X), would you mind taking a look at this guy?" And lo and
behold the patient gets admitted and goes upstairs” (Sawyer, Interview 2)

Ernst described how the EMPAs in his ER would simply skip over patients who
were under the care of physicians known to be sources of workplace incivility.

“Yeah, so, so, um, you know initially we would, you know, we would try to talk to
these people and then once we figured out that they would never talk to us, we would just
flag the charts for somebody else, and skip the patients” (Ernst, Interview 1)

“And that, that became kind of the policy. So, after that it was, you know, I- if a

patient came in, and it was a post-operative complication, we would say, "Well, who,
who was the surgeon involved?” And if it was one of these particular surgeons, we would
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just leave the chart, and flag it for, you know, MD only, and go to the next chart, so.”
(Ernst, Interview 1)

Theme 5: Dysfunctional Workplace Behavior. Sub-theme 2: Engaging in Acts of
Retribution

Retribution refers to actions taken on the part of the EMPA to punish or inflict
hardship on the individual perceived to be the source of the workplace incivility
experienced by the EMPA. The participants described using the referral process to enact
retribution against specialty physicians. To better understand these actions, a brief
explanation of the referral process is necessary. Physicians who hold admission
privileges at a hospital are generally required to serve as the “on call” physician for their
specific service or specialty. This requirement is generally shared among a group of
physicians within a community, or in a practice with multiple physicians with the same
specialty. As might be expected, the physician who is on-call is the physician the EMPA
would be required to contact if they felt the patient required admission for urgent or
emergency conditions as the on-call physician is typically responsible for the admissions
process. However, the on-call physician is also the physician to whom the EMPA will
refer a patient who does not require admission, but who does require close follow up after
discharge from the emergency department. It is within both contexts that two of the
participants of this study described their referral diversion behavior.
Ernst described retribution as a punitive tool used against a group of surgeons who

were a frequent source of incivility for the EMPASs in his practice group.

“...the other thing we all adapted as a group, the 20 of us who were PAs, is, is we
agreed that we were never going to refer to that person, for new patients, so if we had a

new patient, for example, who had a problem that they needed to see a h- a hand surgeon
for, well there were plenty of other ha- you know, hand surgeons in town who will talk to
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us on the phone. So, we would refer to those people instead. So, we, we financially
punished all of those surgeons.” (Ernst, Interview 1)

“We never referred to him. Uh, and if anybody asked about, "Hey, do you know about
a particular person who does this procedure?” We would essentially treat as though, treat
those surgeons as though they didn't exist... You know, they, they were, like, you know,
non-people. It's like, "Oh, we have a number of great surgeons. Let me tell you about
them," and then mention everybody else in the department except for those particular
surgeons.” (Ernst, Interview 2)

Patrick also described retribution through referral diversion and acknowledged that
he was directing “business” elsewhere. However, he also felt that the referral diversion
would result in a better experience for his patients.

“This ortho was the one that called me son, (he) was a jerk...And most of his practice
were pretty difficult. So, when there were two different ortho groups, yeah, we shaded
things and we would shade things to, um, have patients express preference for the other
ortho groups. Or the other really neat thing was we had an absolutely wonderful
podiatrist. So, if it was an orthopedic injury and it was below the knee and, and an
unpleasant orthopod was on... it went to the Podiatrist who besides being a super nice
guy, was extremely competent. So, it was very easy to redirect business.” (Patrick,
Interview 1)

“If 1 had a situation where | had the ability to direct referrals elsewhere, | would direct
them away from a doc who was not respectful, or who was not collegial.” (Patrick,
Interview 1)

“...if I divert referrals, I'm not diverting to someone who is just nicer, but it's, that I'm
diverting the referrals to someone who I have professional confidence in.... | don't think
it incredibly likely that the physician that isn't great with coworkers or whatever is
suddenly magically different with patients. If they're condescending... with us, they're
probably not the greatest in bedside manner.” (Patrick, Interview 2)

Rory experienced workplace incivility through the actions of a nurse so there was no
referral process available to enact retribution as described by Patrick and Ernst. In
describing his retribution against the source of his incivility, Rory used his position on
the healthcare team to create difficulty for her.

“I would never go back to her and ask for anything from her again. You would either

figure, you know, have figured it out, ask another PA, ask the doc you're working with,
ask a different nurse, um, you know, basically just never go to her for help. And |
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suppose, I'm sure at some point I, I, um, you know, whenever | had the opportunity to go
tell her to do something or to catch her, if she made a mistake, I'm sure | repaid the favor.
Uh, um, I'm sure | would've made no, uh, no hesitation, if I could make her life more
miserable, 1 would've taken every opportunity to do so, like, to pay her back.” (Rory,
Interview 1)

Summary

The participants revealed several overlapping themes and sub-themes throughout
the course of these interviews. Central among these themes was the theme of Threat to
Sense of Belonging. It was the central element underlying the participants’ descriptions
of their experiences with workplace incivility. All other themes identified in this study
were associated in some way with a threat to the EMPA’s sense of belonging. For some,
the sense of belonging, or lack thereof, applied to the department or organizations, while
for others, it applied to a sense of belonging in the field of emergency medicine.

Threat to Sense of Belonging encompassed the sub-themes of Encountering
Barrier of Hierarchy, Lacking Collegiality, Lacking Professional Acceptance, and
Experiencing Gender Bias, as well as a more generalized sub-theme of Experiencing
Adversarial Work Environment. Participants discussed the unforgiving culture of
emergency medicine in which a lack of confidence, vulnerability, and inexperience are
viewed as weaknesses. They described a hierarchical culture often devoid of collegiality
and at times unaccepting of physician assistants as valued members of the healthcare
team. Experiencing gender bias was a factor observed by both male and female EMPAs
as a factor associated with workplace incivility.

The second theme identified was Experience of Emotional Distress. The related

sub-themes were Feeling Angry, Sense of Futility, Feeling Hurt, and Sense of Frustration.

Participants used these terms to describe the varying negative emotional responses the

106



experienced resulting from their encounter with workplace incivility. Often, these
responses were described in conjunction with one another such as being both angry and
hurt, or angry and frustrated.

The third theme identified was Developing Individual Resilience. The sub-themes
identified were Increased Social Capital and Increased Clinical Competency. Participants
described efforts to increase their social capital by improving the quality of their
interprofessional communications. They also described a concerted effort to increase
their clinical competency. These efforts suggest that the EMPAS recognize both
relational as well as professional shortcomings as factors in the incivility they
experienced.

The fourth theme that emerged from this study is the theme of Exercising Personal
Agency. Sub-themes of Agency included Confronting the Source, Career Exit, and
Organizational Exit. Participants described ways in which they confronted the source of
their experienced workplace incivility and explained their reasoning for taking this
approach. They also described the factors that ultimately led to their decision to seek
employment in another organization or in another career path.

The fifth theme to emerge was that of Dysfunctional Workplace Behavior. Sub
themes of Dysfunctional Workplace Behavior included Enacting Avoidance Behaviors
and Engaging in Acts of Retribution. In this theme, participants described their
maladaptive behaviors in response to workplace incivility. The behaviors captured in this
theme are those behaviors that were counterproductive to the efficiency and effectiveness
of either their department or organizational goals and objectives. Examples of enacting

avoidance behaviors included delaying consultation with specialty physicians and
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consulting with partners of the patient’s assigned physician rather than directly with that
assigned physician. Other EMPAs chose to financially punish the source of W1 by
referring patients to other providers in the same specialty field.

Further examination of these themes and sub-themes, along with discussion and

interpretation of these findings, will continue in Chapter 5.
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Chapter 5: Interpretations, Conclusions and Recommendations
Introduction

The purpose of this narrative inquiry was to explore how emergency medicine
physician assistants (EMPAS) described their personal adaptation in response to their
experiences with workplace incivility (W1). The theoretical lens of sensemaking was
used to examine both the positive and negative adaptations described by EMPASs as they
shared their individual stories of workplace incivility. This study contributes to the
understanding of workplace incivility in healthcare by providing a broader understanding
of EMPASs and their experiences as members of the healthcare team.

This chapter will begin with an interpretation of the findings outlined in chapter 4
and continue with a discussion of the conclusions derived from that interpretation. The
chapter will then discuss the implications for theory and conclude with recommendations
for future research and practice.

Interpretation and Conclusions

This study examined both positive and negative adaptions of emergency medicine
physician assistants who experienced workplace incivility. The researcher adopted a
sensemaking lens and applied the critical incident technique to examine the EMPAS
experiences and adaptations. The resulting narratives were analyzed, and the resulting
interpretation provided greater understanding of the way in which EMPASs experience
and adapt to WI. Specifically, WI represents a highly emotional experience for EMPAs,
and they respond to the effect of those emotions through behavioral adaptations.

Working from this interpretation, three conclusions were drawn regarding the role

of agency and social capital in the working experience of EMPAs and regarding the
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potential negative consequences of their maladaptive responses to WI. The first
conclusion demonstrates that EMPAs who experience WI must be prepared to manage
the negative emotions associated with that experience. The second conclusion indicates
that social capital in the workplace is a preferred resource for EMPAS who experience
workplace incivility. The final conclusion suggests that patients are at increased risk of
harm as a result of the negative adaptions demonstrated by EMPAs who experience
workplace incivility.
Interpretation

Workplace incivility represented an adverse emotional experience for EMPASs.
As the participants shared their experiences through the telling of their stories, it became
evident that workplace incivility represents a highly emotional experience for them.
Although it is difficult to capture in a transcription, the emotion and passion with which
events were recounted provided the researcher with a deeper appreciation for the
emotional toll these experiences represented for these EMPAS. More than merely the use
of words such as “hurt” and “anger”, the tone and inflection in the voices of those who
shared these experiences reflected the intensity and depth of those feelings. The
expression of these intense feelings is in keeping with our understanding of WI and its
association with negative emotions ( (Porath & Pearson, 2012; Felblinger, 2011).

These powerful negative emotions were initiated by experiences of exclusion and
humiliation in the work setting. Participants were very attentive to indications of
diminished or absent collegiality in their interaction with other members of the healthcare
team, including nurses and administrative staff. Some of the more impassioned

discussions about these emotions surrounded encounters with physicians who refused to
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speak to PAs and would only engage with the EMPA’s supervising physicians. This also
applied to situations in which the EMPA was excluded from casual conversations
between physicians in the workplace or from social events held by, and for, physicians
outside of the workplace. The impact of these affronts can be seen in the way in which
the participants referenced them as a “slap in the face”(Rory, Interview 2; Annette,
Interview 2) and being made to feel “useless” (Kirsten, Interview 1). The negative
emotions arising from these experiences of professional exclusion and rejection are
consistent with prior research on individuals and their sense of belonging (Wilczynska,
Januszek, & Bargiel-Matusiewicz, 2015).

Over time, futility and frustration were included alongside the feelings of anger and
hurt. Participants eventually began to feel that their work as members of the healthcare
team was not valued. For many, there was a general sense that the time and effort spent
working long hours and managing complicated patients was not appreciated by co-
workers, physicians, and organizations. Combined with that frustration was an emerging
sense of futility. Participants began to feel that no matter what they did it would never
lead to acceptance as a valued and respected member of the healthcare team. Despite
their best efforts to prove their value and worth to the team or the organization, both their
contributions and their profession would be always be trivialized or dismissed. The
concurrent experience of anger and frustration (D'Ambra & Andrews, 2014; Porath &
Pearson, 2012) and the deleterious effect of W1 on well-being among healthcare
providers is well established in WI research (Leisy & Ahmad, 2016).

The intensity of experienced emotions and the sense of frustration and futility are

associated with the EMPAS need to belong. Belonging is a fundamental human need and
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threats to belonging create a sense of looming deprivation and lead to variety of negative
emotional responses (Baumeister & Leary, 1995). Integral to establishing this sense of
belonging is the feeling of being valued and needed with respect to others or groups of
others, and the feeling of compatibility and consonance within those relationships
(Hagerty, Lynch-Sauer, Patusky, & Collier, 1992).

Throughout the narratives shared by the participants feelings of not belonging, and not
being accepted were described. This was particularly true when discussing their lack of
acceptance among physicians. The EMPAs approached the physician-PA relationship
with an expectation of camaraderie and collaboration. They viewed themselves as co-
immersed with the physicians in the care making decisions of their patients. Attending or
consulting physicians who humiliated and embarrassed them in front of co-workers
violated the trust that underpins both camaraderie and collegiality.

Intense emotions were also experienced from the rejection they experienced from
consulting physicians who refused to discuss patients with them simply because of their
professional title. This overt dismissal of their efforts and contributions represented a
disruption of their expectations of collegiality and devalued not only their efforts, but
their place within the structure of the healthcare team.

EMPAs responded to W1 through behavioral adaptations. The participants
were not idle and passive recipients in their WI experience. Rather, they portrayed their
role as engaged participants, taking active measures to control and influence their lived
experience within their work environment. The measures described represented both
positive activities as well as behaviors that were more indicative of dysfunctional

adaptations. Participants valued their engagement with resources of social capital within
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the workplace as a supportive element in their sensemaking. They also recounted their
efforts directed toward professional development, and improved interprofessional
communication. For some of the participants, more dysfunctional behaviors of
avoidance, direct confrontation, were also evident in their behavioral adaptations.

Many EMPAs focused their adaptive efforts on their own professional
development. They described turning focus toward improving their clinical knowledge
base. In addition to becoming more clinically versed, EMPAs devoted their attention to
thorough preparation prior to engaging with consulting physicians as well as developing
more effective and efficient communication strategies when engaging with physicians.
Participants felt that these efforts would lead to improved others’ perceptions of their
clinical proficiency and professionalism. when engaging with consulting or supervising
physicians. These behaviors are consistent with actions exhibiting a locus of control and
a sense of power and influence which is demonstrative of personal agency (Bandura A. ,
1989). The intentionality with which the EMPASs undertook these actions, and their
appreciation for the implications of those actions are indicative of a highly agentic
component of their behavioral adaptation (Vallacher & Wegner, 1989).

Some participants introduced more dysfunctional means of influencing their
experience in the workplace. These dysfunctional behaviors centered on active measures
to avoid engagement with known or anticipated sources of WI. Ranging from relatively
benign to more concerning adaptations, these avoidance behaviors included acts such as
shift exchanges with other EMPASs to avoid working with a known source of WI to
delayed consultation, and refusal to pick up charts for those patients who were under the

primary or specialty care of known sources of WI. They are consistent with broader
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descriptions of avoidance behaviors (Johansen, 2014) and fully representative of
disengagement from challenging work situations (Rice & Liu, 2016) described in related
research.

In some cases, the degree of positivity versus negativity associated with a chosen
action was contextually derived. For some, EMPAs directly confronting the source of
WI was viewed as a means of halting the WI experience in the moment. Participants
viewed this in-the-moment response as a pathway to temporarily narrow the
hierarchically mediated power imbalance between themselves and the WI source. They
also saw this approach as a means of protecting the favorable perceptions others held of
the EMPA’s hierarchical position. The immediate intervention in the face of WI and the
perceived preservation of status could be interpreted as an agency mediated positive
adaptation. Alternatively, the breaching of the hierarchical order could be interpreted by
others as a negative adaptation in the form of professional insubordination.

Other EMPASs viewed organizational or career exit as the more effective pathway to
reducing their exposure to WI and regaining or restoring their sense of belonging. These
actions are also subjectively assessed as either positive or negative adaptations. Viewing
them in terms of the described reduction of exposure to W1 and the reported enhanced
sense of belonging, career/organizational exit could be interpreted as agency mediated
positive adaptations. Viewed from the organizational perspective, the cost to the
organization in terms of turnover and potentially diminished staffing would more likely
lead to the interpretation that these are negative adaptations. Regardless of the
perspective with which these actions are viewed, the emotionally drive, in-the-moment

nature of the confrontational approach demonstrates both the situational sensitivity and
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attentional immediacy of absorbed coping (Gerhman, 2016). Similarly, those same
emotions driving the more deliberate response of career/organizational exit resulting from
the ongoing engagement with W1 reflect the continuous and situated enactment of
sensemaking (Cunliffe & Copuland, 2011; Hultin & Mahring, 2017).

At the more extreme end of the dysfunctional spectrum of behaviors, some EMPAs
engaged in acts of retribution against the source of their WI. The nature of these acts
depended upon the hierarchical or dyadic relationship between the EMPA and the WI
source. When the EMPA was on the lower end of the dyadic relationship they described
engaging in referral diversion as a means of financially punishing the WI source. If the
EMPA held a higher position in the hierarchy of dyadic relationship, they reported that
they would use their position to create work-related burdens for the source of their WI.
These behaviors are prime examples of the dysfunctional “tit-for-tat” nature of the
incivility spiral (Andersson & Pearson, 1999).

Increasing clinical knowledge and improving professional communication are
behavioral adaptations arising from the self-blame that occurs as a result of the WI
experience (Pearson & Porath, 2005). Organizational and career exit are behavioral
adaptations that are facilitated by two factors specific to the PA profession. The first of
those factors is the career flexibility that is afforded to the PA as a result of the
generalized medical education they receive. The second factor is the robust job market
that PAs currently enjoy.

Especially when discussing WI experienced from a consulting or supervising
physician, the EMPASs of this study assumed personal responsibility for their actions as

contributory to the WI experience. They viewed their lack of knowledge or poor
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communication skills as the catalyst for the WI event. Efforts to improve their clinical
knowledge and modeling of physician communication style demonstrates a recognition
of, or at least the acceptance of the possibility, that they are at least partially to blame for
the negative emotions they experienced.

The willingness to exit the organization as well as the career is a byproduct of the
career flexibility and robust job market PAs currently enjoy. Unlike physicians, PAs in
general do not undergo residency training. Their education is focused on general medical
knowledge and provides a broad foundation of knowledge suitable for employment in a
variety of medical specialty and sub-specialty areas. The researcher himself has worked
in primary care as well as emergency medicine. Similarly, has a leader in a large
emergency department he has hired PAs who had prior emergency medicine experience
but were able to leverage their knowledge from their background employment in areas
such as cardiology and internal medicine to become successful EMPAs. Similarly, and
as demonstrated by several of the participants, EMPAs who are seeking more stable work
hours or a less hectic working environment can leverage their experience and
foundational education to gain employment in areas such as cardiology and family
practice. This ability to transition between specialty areas is only further enhanced by the
increasing demand for PA across the larger general medical community (NCCPA, 2020).

Conclusions

EMPAs who experience WI must be prepared to manage their negative emotions.
This is accomplished through the development of individual resilience and the exercise of
personal agency. When confronted with WI EMPAs undertake actions intended to gain,

protect, or restore the sense of belonging that was threatened by the WI experience. They
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demonstrate resilience through improved function derived from a purposeful and
intentioned improvement of their professionalism. They achieve this improved
professionalism through two primary pathways. The first pathway centers on efforts to
improve their clinical knowledge base. The second centers on efforts to improve the way
in which they communicate with consultant physicians.

EMPASs undertake informal self-reflection/self-assessment arising from the W1
experience which they perceived highlighted their lack of the required level of clinical
knowledge in a particular area. This perceived lack of adequate clinical knowledge is
addressed through self-directed continuous education activities. The improvement in their
clinical knowledge base contributes to increased levels of self-perceived professionalism
among EMPAs. They also perceive that these efforts represent a pathway toward
improved levels professional respect.

Improved communication with consultant physicians is achieved through modeling
the communication style of emergency medicine physicians and through greater attention
to detail when preparing to engage with the consultant physician. Modeling behaviors
include giving very concise initial presentations and explaining the basis for their clinical
decisions. EMPASs also model their physicians by proactively acknowledging what they
do not know. Preparation activities include repeating examinations, reviewing lab
results, and anticipating questions the consultant would be likely to ask. These activities
are more likely to occur when engaging with a consultant with whom the EMPA has no
prior experience. These adaptations are perceived to be an effective means of reducing

the likelihood of experiencing workplace incivility.
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Career and/or organizational exit represent another pathway by which EMPAs
demonstrate agentic behavior. The training and experience as an EMPA is sometimes
leveraged for the intentional purpose of reducing WI exposure and gaining a greater
sense of belonging. EMPAs will leave a given organization to work in other emergency
departments or other fields of medicine where they feel their work will be more valued.
For those who leave clinical practice their sense of belonging can be improved through
employment in other areas where their experience as an EMPA is valued such as
healthcare education.

Each of these activities represent decisive and deliberate actions intended to
influence the lived experience of the EMPA who enacted them. Through this enacted
behavior improved levels of functioning are experienced. On the surface, the improved
functioning is related to improvements in clinical knowledge and professional
communication. On a deeper level, improved functioning is experienced through
decreased experiences of negative emotions associated with WI. These findings are
consistent with the well-established association between agency and individual resilience
(Fletcher & Sarkar, 2013; Bonanno G. A., 2008).

In addition to the confirmatory findings mentioned in the above paragraph, this
finding provides new information regarding the role of personal agency in the work
experience of emergency medicine physician assistants. Prior research examining
physician assistants has focused primarily on the ways in which they are incorporated
into the processes of patient care (Hooker, Cipher, Cawley, Herrmann, & Melson, 2008;
Ginde, Espinola, Sullivan, Blum, & Camargo, 2010). For those studies that examined the

workplace experience of EMPAS their data was grouped with other non-physician

118



providers such as nurse practitioners and did not examine the unique and separate
experiences of EMPAs (Hooker, Cipher, Cawley, Herrmann, & Melson, 2008; Phillips,
Klauer, & Kessler, 2016). This current study provides one of the few, if not the first,
insights into the ways in which EMPAs manifest personal agency in response to WI.

Social capital within the workplace is a preferred resource for resilience among
EMPAs. As part of their sensemaking process, EMPASs preferentially leverage their
social capital within their working environment. Feedback from trusted colleagues is
valued as a means of resolving the ambiguity inherent in the WI experience. That trust is
developed through shared experiences as members of the emergency medicine
profession. For female EMPAS, feedback from other women in their workplace social
capital network provides an additional layer to their sensemaking process as well as their
perceptions of trust and camaraderie. The role these conversations play in the EMPAs
sensemaking process is consistent with our understanding of sensemaking as a process
derived from language, communication, and social interaction (Dervin, 2010; Weick,
Sutcliffe, & Obstfeld, 2005). The importance EMPASs place on the quality of those
relationships is consistent with our understanding of how sensemaking is enhanced by the
frequency and quality of conversations shared within our system of relationships (Jordan,
et al., 2009).

In addition to its role in sensemaking, accessing social capital within the workplace
is also a supportive of EMPA resilience. Social capital in the workplace is a significant
source of psychological and emotional support for some EMPAs and acts as a buffer
against the negative impact of W1 exposure. The strength of that social capital is founded

on the trust and mutual respect that exists between EMPASs and their colleagues. The

119



emotional and professional support derived from these trust/respect-based relationships is
perceived to be protective of the EMPASs well-being and supportive of the EMPAS
individual resilience. This is in keeping with prior research that demonstrates the
dynamic nature of resilience as a social interaction between the individual and their social
environment (Southwick, Bonanno, Masten, Panter-Brick, & Yehuda, 2014).

Interestingly, family relationships and other forms of non-work social capital do not
represent a significant resource in either sensemaking or individual resilience among the
participants in this research. This is not to say that those relationships are not valued by
EMPASs but in terms of sensemaking, positive adaptation, and resilience development,
they do not seem to represent a significant resource for addressing the ambiguity and
resolving the emotional distress associated with the WI experience. This is surprising
given our understanding of the important role supportive family relationships and
intimate friendships have in the development and maintenance of individual resilience
(Gralinski-Bakker, Hauser, Stott, Billings, & Allen, 2004).

The favoring of co-worker feedback as part of the EMPASs sensemaking may be a
byproduct of the nature of the emergency medicine working environment. Experiences
with WI that cause the EMPA to question their own clinical competency are likely to best
be resolved through conversations with other clinicians, rather than family members.
Fellow EMPASs and other providers are better positioned to offer an accurate assessment
of the EMPAs clinical competence, and their feedback is less likely to be biased by
familial or purely social relationship with the EMPA.

Risk of patient harm is increased as a result of the W1 experienced by EMPA:s.

Among healthcare professionals, avoidance behaviors are some of the most frequently
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observed dysfunctional responses to workplace-induced stress (Johansen, 2014). These
behaviors are often enacted out of a sense of frustration over factors healthcare workers
believe to be outside of their control (Rice & Liu, 2016). Unfortunately, these avoidance
behaviors lead to decreased levels of communication between teams and negatively
impact patient safety (Maddineshat, Rosenstein, Akaberi, & Tabatabaeichehr, 2016). The
EMPASs who participated in this study reported engaging in a variety of avoidance
behaviors that have been identified as contributory to negative patient outcomes and
adverse events in the emergency department.

Prior studies of emergency medicine physicians and medical residents have
characterized delays in care as adverse events and demonstrated their association with
increased risk of patient harm (Hall, Schenkel, Hirshon, Xiao, & Noskin, 2010). Delays
in the emergency department that lead to delays to hospital admission are associated with
a 12.4% increase in length of stay as an inpatient (Huang, Thind, Dreyer, & Zaric, 2010).
Both length of stay as an inpatient and length of stay in the emergency department prior
to admission are associated with increased rates of patient mortality (DiGiacomo, et al.,
2020). Some EMPAs respond to WI by intentionally avoiding the charts of patients in
the emergency department who are under either the primary care or specialty care of a
known source of workplace incivility. Despite these patients having higher levels of
acuity or having waited longer to be seen compared to other patients, EMPAs may
choose to pick up the charts of patients who are less likely to require specialty
consultation or who are under the care of more collegial specialists or primary care
providers. This behavior may result in a delay in treatment for those patients in the

emergency department, as well as for those who are in the waiting room waiting on an
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available room. When these behaviors occur, the risk of harm is increased for the
patients awaiting treatment in these emergency departments.

This finding is supportive of the prior research linking increased risk of harm with
behaviors associated with delays in patient care. However, it is important to stress that it
is a risk of harm that is associated with these avoidance behaviors. There is no assertion
that actual harm will occur as a result of these behaviors.

Alcohol and other substance abuse in response to workplace stressors such as WI
is well established in the healthcare literature (Baldiserri, 2007; Sargent, Sotile, Sotile,
Rubash, & Barrack, 2004). Within this study, this theme did not emerge as a significant
manifestation of negative adaptive responses. This may be a result of the virtual format
in which the interviews were conducted. Revealing intimate details of one’s
dysfunctional behavior carries a risk of personal embarrassment. In addition to personal
embarrassment, the use of illegal substances or the inappropriate use of prescriptive
narcotics may also jeopardize a healthcare provider’s ability to practice medicine through
limitations of their professional license as well as their authorization to prescribe
medication (Baldiserri, 2007). Gaining access to this level of honesty and vulnerability
requires a great deal of trust between the participant and the interviewer. Within the
framework of this study, it is possible that the virtual nature of the interview inhibited the
development of the deep personal connection required to foster that trust. This is not
meant to imply that the researcher has any suspicion of alcohol or substance abuse among
his participants. It simply to suggest that the format under which these interviews were
conducted may have served as a barrier to the emergence of these behaviors within the

narratives shared.
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Recommendations for Theory

A growing perspective in sensemaking theory centers on the continuous and
embedded nature of sensemaking in our everyday lives. (Cunliffe & Copuland, 2011).
Early theorists proposed sensemaking as a formulaic, stepwise process of retrospective
analysis (Weick, Enacted sense making in crisis situation, 1988). More recent studies
indicate that theorists are giving more attention to the situated temporality, emotionality,
and prospective elements of sensemaking that drive our interaction with our social
environment (Sandberg & Tsoukas, 2015). The author of the seminal research on
sensemaking hints at this view in his more recent work (Weick, Organized sensemaking:
a commentary on processes of intepretive work, 2012). This present study contributes to
the extension of that arm of sensemaking theory.

The participants in this study engaged in sensemaking as a result of the highly
emotional experience that WI represented. The adaptations described captured the
prospective element of sensemaking in that they were predicated on crafting a future
experience that differed from the experience that initiated them. Participants did not
describe their adaptions nor their sensemaking in terms of retrospection. Rather, they
described a forward-looking analysis of the emotional experience and shaped their
interpretation upon a deviation from their expectations and engaged in responses in
anticipation that they would altering future experiences. Sensemaking, as interpreted in
this study, is reflective of the embedded, prospective, and ongoing nature of sensemaking
(Introna, On the Making of Sense in Sensemaking: Decentred Sensemaking in the

Meshwork of Life, 2019).
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Similar to this embedded, and immanent nature of sensemaking, absorbed coping
also gives attention and sensitivity to the situational features of a given situation.
(Gerhman, 2016). Likewise, absorbed coping is that activity which extends from a
disturbance and the discomfort that ensues from that disturbance (Leidlmair, 2020).
Rather than a conscious, intentional process, absorbed coping represents an intuited
response that develops over time (Bergamin, 2017).

Confronting the source of WI was an exercised in-the-moment but one that stemmed
from the culmination of emotions encountered over the course of time. The persistence
of the exposure to negative emotions and the anticipatory and predictable aspect of these
encounters provided the impetus for this confrontation. For the participants who
described confronting their source, doing so resulted in a shift in the dynamics of the
incivility event as it was in progress. Similarly, the in-the-moment decision to avoid a
chart or delay a consult reflects a situated decision made with a sensitivity to the
anticipated and predicted encounter with W1 based upon the past behaviors of the WI
source. In these instances, participants of this study responded in keeping with the
underlying tenant of absorbed coping.

The continuously flowing nature of sensemaking has been demonstrated in research
examining flow of agency in the emergency department setting (Hultin & Mabhring,
2017). This present study supports and advances the understanding of sensemaking in
that environment. This study also introduces the theory of absorbed coping within the
setting of emergency medicine. The rapid decision making associated with the high

paced, high-stakes nature of the emergency department combined with the persistent
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exposure to W1 offer fertile ground for theorists of immanent sensemaking and absorbed
coping to extend the findings of this study.

Finally, the interpretation of the findings of this study incorporated overlapping
elements of both sensemaking and absorbed coping. The immanent nature of
sensemaking and the in-the-moment immediacy of absorbed coping were often present
and frequently intertwined. Within this study, the description of behaviors and responses
that are simultaneously consistent with both theoretical constructs was expressed as
sensemaking through absorbed coping. It is possible that this intertwining offers an
opportunity to explore a conceptual integration that would advance the theory of
sensemaking and/or absorbed coping. The continuous presence of sensemaking through

absorbed coping that was revealed in this study is represented graphically in figure 5.1.
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Development of Resilience ™

Th reat to m «  Accessing social capital

* Increased Clinical Competency

Sense of Experience of

i Positive
Belongmg Emotional Adaptation | Exercising Personal Agency
*  Experiencing adversarial . . .
work environment D'St ress Mw\ Confronting the source
*  Feeling angry Lead to * Career exit

* Encountering barrier of
hierarchy

* Organizational exit

*  Feeling hurt

* Lacking professional y Nesative Dysfunctional
* Sense of frustration .
acceptance Adaptation Workplace Behavior
* Sense of futility

* Enacting avoidance behaviors

* Lacking collegiality

* Engagingin acts of retribution

* Experiencing gender bias

Figure 5.1: The EMPA and sensemaking through absorbed coping
Recommendations for Research
Despite belonging to one of the fastest growing professions in the healthcare

industry (Bureau of Labor and Statistics, 2017), there is a paucity of research that
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examines work experience specific to the EMPA profession. Much of what we know
about the EMPA experience is derived from research in which the EMPA’s experience
was grouped with the experience of other non-physician providers. Most of the available
research that is specific to the EMPA focuses on their utilization within the healthcare
team and their comparative levels of productivity and patient safety (Ginde, Espinola,
Sullivan, Blum, & Camargo, 2010; Hooker, Cipher, Cawley, Herrmann, & Melson, 2008)
As EMPAs work in a segment of healthcare that routinely reports some of the highest
levels of provider burnout (Browning, Ryan, Thomas, Greenberg, & Rolniak, 2007;
Peckham, 2017), future research should focus less on productivity and utilization and
more closely examine the specific work experience of EMPAs.

Sensemaking, particularly sensemaking through absorbed coping, offers one
starting point for future research on the EMPA’s work experience. Ultilizing the lens of
sensemaking may provide a more in depth understanding of how collegiality,
professional acceptance, and organizational hierarchy are understood and experienced by
the EMPA. Incorporating the absorbed coping element of sensemaking will provide
valuable insight into the EMPASs understanding of events that require an immediacy of
attention and consideration of the social and cultural nuances surrounding them.

Another area that would prove fruitful for future research is how the EMPAs
develop their sense of belonging within both the profession and the workplace. This
research has highlighted the negative emotions EMPAS experience secondary to their
threatened sense of belonging. It has also highlighted multiple contributory factors such

as a lack of professional acceptance, lack of collegiality, and a generally adversarial

126



working environment. These findings should provide the groundwork for examining
factors that are supportive of the EMPA’s sense of belonging.

Other research has linked sensemaking to professional identity among healthcare
professionals (Maitlis & Christianson, 2014). Future research examining the experience
of emergency medicine physician assistants could capitalize on the findings of the prior
research as well as this current study and further explore sensemaking, identity, and
belonging in the EMPA who experience WI. The negative emotions that arise from
behaviors that are associated with WI have the potential to diminish one’s sense of the
importance of that identity (Maitlis & Christianson, 2014).

Future research addressing barriers to professional acceptance offer an additional
line of inquiry into the EMPASs lived work experience. The PA profession in general
routinely forecasts double digit growth rates in its workforce (Bureau of Labor and
Statistics, 2017). Within the field of emergency medicine, the EMPA presence is well
established (Hooker, Cipher, Cawley, Herrmann, & Melson, 2008; Brook, Chomut,
Jeanmonon, & Rebecca, 2012). Examining the barriers to professional acceptance that
EMPASs encounter would provide meaningful and useful information to facilitate full
integration of the EMPA into the healthcare team.

This research effort has highlighted the fact that the area of gender bias demands
further examination. Previously a male dominated profession, today Nearly 80% (79.4)
of all practicing PAs are female (NCCPA, 2020). Previous research tells us that female
physician residents are subjected to higher degrees of harassment (Fnais, et al., 2014) and
that nurses routinely rate practicing female physicians lower in clinical skill and

competency when compared to their male counterparts (Brucker, et al., 2019). The
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findings of this research suggest that female EMPAs experience similar degrees of gender
bias. Given the demographic distribution of females within the PA profession, and given
the predicted growth of the PA profession, these findings suggest that further
examination of the gender bias experience among female EMPAs is warranted.

Finally, and foreshadowing of one of the recommendations for practice, researchers
should extend the work surrounding the development of a W1 assessment tool. One such
tool has been developed (Cortina, Magley, Williams, & Langhout, 2001), however it was
used to address W1 at the organizational level. At its very root, WI originates and is
experienced at the individual level. Researchers who seek to make a meaningful
contribution to both the understanding and the reduction of W1 would be well served to
develop an assessment that helps identify behaviors consistent with WI at the individual
level.

Recommendations for Practice

Exposure to the culture of incivility in healthcare begins in the educational
process and is perpetuated as a de facto rite of passage from generation to generation of
new aspiring professionals (Baumberger-Henry, 2012; Leisy & Ahmad, 2016). The
narratives provided by the participants of this study highlighted their own experience
with this aspect of healthcare education. If the cycle of incivility is to be adequately
addressed in our efforts to change the culture of the workplace, we must also address its
origins in the culture of healthcare education. Academic centers and teaching hospitals
represent prime settings where leaders, educators, and mentors can model behaviors more
representative of collegiality and establish an atmosphere in which non-physician

providers experience greater professional inclusion and acceptance.
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Promotions and financial performance incentives should be tied to metrics that are
dedicated to evaluating and assessing individual collegiality and civility. Currently,
patient satisfaction scores are incorporated into both physician and hospital facility
financial reimbursement calculations and negative scores can have a significant impact
on the rate of financial reimbursement from the federal government (CMS, 2020).
Forward thinking institutions can create meaningful change and create positive changes
in the culture of medicine by creating a system that financially punishes those physicians
who are consistent sources of WI. Conversely, linking the metric of civility and
collegiality to reimbursement and promotion will reward those physicians who
consistently demonstrate these attributes of preferred workplace behaviors. This same
metric should be applied to nursing staff, other non-physician providers as well as to the
administrative staff as each of these groups represent known sources of WI as previously
referenced and demonstrated in this study. Although these professions are not typically
reimbursed directly, linking promotions and career progression with metrics that assess
collegiality would incentivize them to adopt these behaviors.

Organizational leaders in the field of healthcare and emergency medicine should adopt
a low threshold of tolerance for workplace incivility. This research confirms the findings
from previous research that indicates W1 carries significant negative implication to both
the person who experiences it and the organization in which it exists. Employees who
experience WI exhibit higher levels of negative emotions (Porath & Pearson, 2012) and a
decreased sense of belonging (Courtney-Pratt, Pich, Lefett-Jones, & Moxey, 2018).
Organizations that do not address WI risk both escalation and perpetration of those

behaviors between employees and staff (Andersson & Pearson, 1999). Healthcare
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organizations that tolerate a culture of W1 risk increased rates of patient harm (Reynolds,
Kelly, & Singh-Carlson, 2014) and place their hospital accreditation in jeopardy (The
Joint Commission On Accreditation of Healthcare Organizations, 2016).

Hospital and emergency department leaders should implement robust strategies to
develop interprofessional collegiality and develop a strong sense of belonging across the
spectrum of the healthcare workforce. Hierarchically mediated W1 is recognized as a
leading cause of patient harm (Reynolds, Kelly, & Singh-Carlson, 2014). Belittlement
along hierarchical lines negatively effects the wellbeing of the subordinate in that
exchange and leads to negative patient outcomes (Leisy & Ahmad, 2016). The findings
of this research confirm the toll WI takes on the wellbeing of EMPAs. Although there
were no reports of patient harm arising secondary to the EMPAs experience with WI, the
findings to demonstrate a pattern of negative adaptation that is contributory to an
increased risk of patient harm. Based upon the information found in prior research and
the findings of this study, forward thinking leaders within the healthcare industry would
be well served to take active measures to change the culture of medicine in which
hierarchically mediated workplace incivility is accepted.

Finally, recognizing that organizational change does not occur rapidly, institutions
should adopt and promote resilience development programs. These programs should be
available for all members of the healthcare team but should also specifically target those
who are new to the career field, as this represents a particularly vulnerable stage of career
progression (Rush, Adamack, Gordon, & Janke, 2014; Hunsaker, Chen, Maughan, &
Heaston, 2015). As a part of their resilience development efforts, organizations at all

levels would benefit from a formalized mentorship program for their newly appointed
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staff as the mentor-mentee relationship has been demonstrated to buffer the negative
effects of workplace incivility (Laschinger, Wong, Regan, Young-Ritchie, & Bushell,
2013). In addition, given the importance of social capital in the workplace, employers
should focus on activities and workshops that specifically support team building and
cohesiveness among members of the emergency department staff.

Summary

The purpose of this narrative inquiry was to explore how EMPAs described their
personal adaptation in response to their experiences with workplace incivility. This
research specifically examined the adaptive responses of the EMPA’s while leaving room
for the expression of both positive and negative adaptive responses. The findings that
emerged from this research provide a much-needed contribution to our understanding of
the unique experiences of emergency medicine physician assistants who encounter
workplace incivility.

The sense of personal agency among EMPASs who experience W1 was
demonstrated. Those behaviors represent both positive adaptations indicative of
resilience as well as negative adaptations that are indicative of dysfunctional behaviors.
Positively oriented agentic behaviors are focused on the improvement of clinical
competence and the development of improved professional communication skills. From
the perspective of the individual EMPA, organizational exit and/or career exit represent a
pathway toward a reduction in the negative emotions associated with WI and a greater
sense of belonging. That sense of belonging is derived from collegiality, mutual respect,
camaraderie, and professional acceptance in the workplace. Negatively oriented agentic

behaviors include avoidance behaviors such as skipping over charts of those patients who
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are under the care of known sources of WI to delaying consultation with known sources
of WI. These findings are consistent with prior research on the negative consequences of
W] as well as research demonstrating positive adaptation to adversity as a marker of
individual resilience.

The importance of social capital in the workplace was demonstrated. The ability
of the EMPA to engage in dialogue with their colleagues represents a strong supportive
element to their process of sensemaking through absorbed coping as well as the
development and maintenance of their individual resilience. Both of these elements are
enhanced by the strength and quality of the EMPASs relationships with their professional
colleagues. Female EMPASs who perceived gender bias as a contributing element of their
experienced WI, value dialogue with their female colleagues as an additional layer of
their sensemaking process. For both male and female EMPAS, relationships founded in
mutual respect and trust provide a valuable resource for resolving the perceived
ambiguities in the workplace incivility experience and they greatly value the sense of
camaraderie they feel with their colleagues. This finding is in keeping with previous
research on the subject of WI, sensemaking, and individual resilience.

Increased risk of patient harm was demonstrated. The avoidance behaviors that
were described by the EMPA’s who participated in this study represent behaviors that are
associated with increased risk of patient harm. These behaviors are emblematic of
negative adaptation. The avoidance behaviors highlighted in this study are associated
with delayed care and increased incidences of adverse patient outcomes. In some cases,
the EMPA delayed the patients’ discharge to avoid engaging with a consultant physician

who was a known source of WI. In other cases, admission and/or follow up scheduling
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were similarly delayed for similar reasons. These finding were supportive of existing
research linking an increased risk of patient harm with workplace incivility.

Recommendations for further research and recommendations for practice are
included within this work. Recommendations for the theory of sensemaking, particularly
to the elements of absorbed coping are also included.

This research was born from the researcher’s desire to contribute to the
improvement of the EMPA work experience. The researcher hopes that the findings
elucidated in this manuscript provide a catalyst for further research that is specific to the
EMPA and the unique and valued role they play in the delivery of emergency medical
care. As a practicing physician assistant for over 25 years and with most of that time
spent working in the field of emergency medicine, the researcher at times felt intimately
embedded in the research himself. The stories shared by the participants resonated
deeply with his own experiences. It is his sincere desire that this work positively impacts
the lived work experience of those physician assistant currently working in the
demanding field of emergency medicine as well as the lived work experience of those

who aspire to that calling.
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Appendix A: Call for Participants

Invitation to Participate in Dissertation Research Study

My name is James McGinnis. | am a doctoral candidate with The George
Washington University in Washington, D.C. My dissertation research explores positive
adaptation (resilience) and negative adaptation (dysfunctional behavior) among
emergency medicine physician assistants who experience workplace incivility. | am
seeking volunteers to participate in this study. You are receiving this invitation to
participate based upon your membership in one or more associations specific to the
emergency medicine physician assistant.

The purpose of this research is to explore how emergency medicine physician
assistants adapt to workplace incivility. Volunteers for this study will be asked to
complete a pre-interview questionnaire to ensure that they meet the established inclusion
criteria. Once selected, there will be a minimum of two interviews conducted either in
person or via Skype with the possibility of follow-up interviews designed to clarify the
researcher’s understanding of your reflections, responses, and reactions to workplace
incivility. All interviews will be video-recorded and you will be asked to sign and/or
state an agreement for this recording to occur. At any point during the interview process
you may terminate this agreement.

The primary investigator for this study is Shaista Khilji, PhD, Professor of Human
and Organizational Learning at the Graduate School of Education and Human
Development with The George Washington University. The IRB approval number for

this research is NCR 191687.
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| want to personally thank you for your consideration as a participant in this

study. If you have any questions, feel free to contact me at jpm62@qgwu.edu. If for some

reason you feel that you are unable or unwilling to participate, please forward this

information to any of your emergency medicine physician assistant colleagues.

Respectfully,

James P. McGinnis

jpm62@agwu.edu
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Appendix B: Pre-Participation Questionnaire

This pre-participation questionnaire is for a dissertation being completed at the George

Washington University Graduate School of Education and Human Development. The

purpose of this research is to explore how emergency medicine physician assistants adapt

to workplace incivility.

Completion of this pre-interview questionnaire is a requirement for participation in

this research study. There are no known risks associated with this pre-interview

questionnaire. All information provided will be treated as confidential and used only to

inform the present study. By completing this pre-interview questionnaire, you are

consenting to the use of this information.

Your completion of this pre-interview questionnaire is voluntary. You may

discontinue it at any time.

1.

What year did you graduate from your physician assistant training program?
Are you male or female?

Are your currently employed as an emergency medicine physician assistant?
How long have you worked full-time as an EMPA?

Is your facility a rural hospital, a suburban community hospital or an
academic/university-based facility?

Please take a few moments to read the following information regarding workplace

incivility as it is defined and described in the academic literature. After reading this

information you will be asked to describe your experience with workplace incivility.
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Andersson and Pearson (1999) provide the definition of workplace incivility as “low
intensity deviant behavior with ambiguous intent to harm the target, in violation of
workplace norms for mutual respect” (p. 457). These behaviors are characteristically
rude and discourteous and display a lack of regard for others on the part of the source
(Andersson & Pearson, 1999). The term “workplace incivility” describes a subset of
deviant workplace behaviors that fall short of high-intensity conflict and overt aggression
(Blau & Andersson, 2005). Ambiguity is the defining element of WI and distinguishes it
from other forms of deviant workplace behavior (Andersson & Pearson, 1999; Pearson,
Andersson, & Porath, 2000). The behaviors that characterize WI are typically subtle in
nature, and they are subjectively assessed by the individual who experiences it (the
target) with perceptions and interpretations of those ambiguous behaviors varying
between individuals (Sliter, Withrow, & Jex, 2015).

Some examples of non-verbal behaviors that typically fall within the definition of W1

include, but are not limited to, arm-folding and eye-rolling (Baumberger-Henry, 2012),

exclusion and having one’s opinions and perspectives ignored (Etienne, 2014), as well as
face-making, turning away or ignoring, and withholding information (Reynolds, 2013).

Examples of verbal forms of W1 include, but are not limited to, condescending language;

criticizing someone without hearing both sides of the story; belittling remarks to or about
coworkers in front of others; or complaining about a coworker to others instead of
attempting to resolve a conflict directly by discussing it with that person (Dumont,
Meisinger, Whitacre, & Corbin, 2012).

With this understanding of behaviors that fall within the spectrum of workplace

incivility, please take a few moments to describe an experience you have had with
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workplace incivility that stands out in your memory. Remember, the examples
provided above are only a few examples of behaviors consistent with workplace
incivility. You are encouraged to describe your own experiences with workplace

incivility based upon your understanding of the term.
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Please provide the following contact information so that I can connect with you for
the interview portion of this study. This information will be kept confidential and
will not be shared.

Name: -

Email:

Phone:

Location (city/state):
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Appendix C: Interview Guide
Opening Dialogue

Thank you for volunteering to participate in this study. As you may recall from the
call for participants, the purpose of this study is to examine how emergency medicine
physician assistants adapt to workplace incivility.

Before we get started, I would like you to know that I am also a physician assistant
with a background in emergency medicine. | undertook this study so that I might better
understand my counterparts’ experiences with workplace incivility and the ways in which
they adapt in response to those experiences. | hope that the information gained from this
study will better inform PA educators, human resource professionals, and leaders in
healthcare and emergency medicine of the unique experiences of an understudied
segment of the larger healthcare team.

In order to maintain confidentiality, before we begin the interview process, | would
like for you to select a pseudonym for yourself. In all of the transcripts and
documentation that arises from this study, your pseudonym will be the only means by
which you or your comments will be identified. Your true name will be kept confidential
at all times.

Now, using your selected pseudonym, take a few minutes to introduce yourself.
Tell me a bit about your background.
1. When did you graduate from PA school?
2. Are you currently working in the field of emergency medicine?

3. Have you worked in other fields of medicine beside emergency medicine?

4. What made you decide to go into emergency medicine?
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5. What are some of the things you enjoy about practicing emergency medicine?

6. What are some of the things you dislike about it?

Thank you for that introductory information. It is extremely helpful and provides
me with a better understanding of your background and experiences. | want to ask you
some further questions about your experience working in emergency medicine.
Specifically, I am interested in any experience you may have had with something called

“workplace incivility.”

Introductory statement to be read to each participant at the beginning of the
interview process:

Andersson and Pearson (1999) provide the definition of workplace incivility as
“low intensity deviant behavior with ambiguous intent to harm the target, in violation of
workplace norms for mutual respect” (p.457). These behaviors are characteristically rude
and discourteous and display a lack of regard for others on the part of the source
(Andersson & Pearson, 1999). The term “workplace incivility” describes a subset of
deviant workplace behaviors that fall short of high-intensity conflict and overt aggression
(Blau & Andersson, 2005). Ambiguity is the defining element of WI and distinguishes it
from other forms of deviant workplace behavior (Andersson & Pearson, 1999; Pearson,
Andersson, & Porath, 2000). The behaviors that characterize W1 are typically subtle in
nature, and they are subjectively assessed by the individual who experiences W1 (the
target) with perceptions and interpretations of those ambiguous behaviors varying

between individuals (Sliter, Withrow, & Jex, 2015).
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Some examples of non-verbal behaviors typically described as falling within the

definition of W1 include, but are not limited to, arm-folding and eye-rolling

(Baumberger-Henry, 2012), exclusion and having one’s opinions and perspectives
ignored (Etienne, 2014), as well as face-making, turning away or ignoring, and
withholding information (Reynolds, 2013). Examples of verbal forms of W1 include, but

are not limited to, condescending language, criticizing someone without hearing both

sides of the story; belittling remarks to or about coworkers in front of others or
complaining about a coworker to others instead of attempting to resolve a conflict

directly by discussing it with that person (Dumont, Meisinger, Whitacre, & Corbin, 2012)

Do you have any further questions about the definition of workplace incivility?

Do you have any further questions about behaviors that would be considered

examples of workplace incivility?

Interview Questions
With your current understanding of workplace incivility, please take a few minutes to
reflect upon your experience with workplace incivility while working as an EMPA.

Describe an incident that stands out in your memory.

What did you first notice that indicated to you that this encounter was going to be

different from what you expected?
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Reflecting on your experience, describe how this encounter differed from the experience

you expected or anticipated.

What was most surprising to you about this experience?

Describe the feelings or emotions that you experienced as a result of this encounter.

How did you respond to those feelings or emotions initially?

What did you do?

How about later on?

Why do you think you experienced those feelings or emotions?

How did you come to understand what happened and why it happened?

Did you share this experience with anyone else?

Tell me about those people with whom you chose to share this experience.

Who were they in terms of your professional or personal relationship?
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What made you select them as someone with whom to share this experience?

What did they have to say about the experience?

How did your thinking about this experience change as a result of those conversations?

Would you say your thinking about this experience changed as a result of those

conversations?

Describe your personal thoughts about this experience.

Why do you view the experience in that way?

Describe changes that you have made as a result of this experience.

Which of those changes would you consider to be positive changes? Why?

Which of those changes would you consider to be less than positive changes? Why?

Thank you so much for sharing your experiences with me. This has been extremely

informative. Over the next few weeks, | will be transcribing this discussion and

examining your comments more closely. Once this process is complete, | will contact
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you to arrange a follow-up discussion to ensure that | am accurately reflecting your

experience.
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Appendix D: Consent Form
Research Consent Form
A Qualitative Study of Resilience, Dysfunctional Behavior, and Sensemaking Among

Emergency Medicine Physician Assistants Who Experience Workplace Incivility

IRB # NCR 191687
Principal Investigator: Shaista E. Khilji, PhD, 202-994-1146

Doctoral Candidate: James P. McGinnis, MPAS, PA-C, 910-624-7072

INTRODUCTION
You are invited to take part in a research study conducted by James P. McGinnis,
MPAS, PA-C under the direction of Dr. Shaista E. Khilji of the Department of Human
and Organizational Learning in the Graduate School of Education and Human

Development at The George Washington University.

Taking part in this research is entirely voluntary. You may choose not to take
part, or you may withdraw from this study at any time. You will receive no benefit from
taking part in this study. This research may provide knowledge about resilience among
emergency medicine physician assistants who encounter workplace incivility and it may
inform future research and practice. Before you decide to take part, please take as much
time as you need to ask any questions and discuss this study with colleagues, family, or

friends.
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ABOUT THE RESEARCH

You are being asked to take part in this study because you are viewed as a

physician assistant working in the specialty field of emergency medicine.

The purpose of this research is to explore how emergency medicine physician

assistants adapt to workplace incivility.

The central question of this research asks, “How do EMPAs adapt to workplace

incivility?”

This question is further explored by asking the following supporting questions:
*  “What is the nature of the WI experienced by EMPAs?”
*  “What positive adaptations are described by EMPAs as a result of their
experience with WI?”
*  “What negative adaptations are described by EMPAs as a result of their

experience with WI?”

The research will be conducted through interviews with you either at an office
location convenient for you or via a Skype session. The intent is to provide a location
and setting that is convenient, quiet, and comfortable for you. An estimate of 10-15

participants will be interviewed for this study.
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WHAT IS INVOLVED IN THIS STUDY?

If you chose to take part in this study, the total amount of time you will spend in
connection with this study is estimated to be approximately 3 hours. There are two
interviews planned as part of this study design. The time required for the initial interview
is estimated to be 1 to 1.5 hours. Once the information shared during this interview has
been analyzed, a second interview will be scheduled. The intent of this interview is to
clarify and confirm that the researcher has accurately categorized your experience. The
time estimate for this phase of the study is approximately %2 to 1 hour. A possible third
interview may be incorporated should any further clarification or confirmation of your
shared experiences be required. Should this third interview be necessary, it is estimated
that this would take no longer than % hour. These interviews will be conducted over a

time span not to exceed 2 months.

If you choose to take part in this study, this is what will happen.

The Initial Interview:

You will participate in an initial interview about your experience with workplace
incivility.

The interview will be audio- and video-recorded with your permission. You will be
asked again at the time of the interview to give your verbal permission to participate
in the study and to be taped. Your permission will be recorded in response to the
statement “Please state ‘yes’ if you are comfortable with this interview being video

and audio recorded.”
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You will not be asked to identify yourself by name during the interview and the
researcher expressly requests that you refrain from doing so. Instead, you will be
asked to provide a pseudonym of your choice at the time of the interview. This is

intended to remove any identification of your voice with your name.

The audio files will be kept on a password-protected digital device and placed in a
secure combination safe when not being used for data analysis. These audio-video

files will be destroyed when the study is complete.

The Follow-Up Interview:

A follow-up interview will be scheduled at a place and time that is convenient for
you. Itis estimated that this follow-up conversation will take no more than %2 to 1
hour. The purpose of this interview is to ensure that the researcher has accurately

captured and categorized your experience with workplace incivility.

Third Interview:

A third interview is not planned but may be requested by the researcher. The purpose
of this interview would be to gain further clarification and confirmation that the
researcher is accurately reflecting your experience. This interview would only be
requested if there were significant uncertainties that had not been resolved by the end
of the second interview.

At any time during any of these interview sessions, you may refuse to answer any of

the questions. You may stop your participation in this study at any time.
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WHAT ARE THE RISKS OF THE STUDY?

The study has the following risks:

Given the nature of the interview questions, you may revisit or re-experience
some of the stress associated with the experience you are sharing. You are asked to only
share to the limit that you are comfortable. You are free to skip any question or stop the
interview at any point.

Every effort will be made to keep your information confidential, however, this
cannot be guaranteed. There is a small chance that someone not on our research team
could find out that you took part in the study or somehow connect your name with the
information we collect about you, however the following steps are being taken to reduce
that risk.

As described above, a pseudonym will be used during your interview. This
pseudonym will be incorporated into the written transcription of the interview. A
hardcopy digital file that links your name to the pseudonym as well as the audio-video
files will be locked in a secure location and kept separate from other research materials
such as written transcriptions and documents pertaining to data encoding and data
analysis.

All computers and storage devices used for this research will be password
protected.

None of the participants of this study will be named or identified when the results of this
research are published or presented. Any direct quotes published or presented will be

attributed to the pseudonym chosen by the participant. GWU will not release any
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information about your research involvement without your written permission, unless
required by law. At the end of the project all material with identifiable data will be

destroyed.

ARE THERE BENEFITS TO TAKING PART IN THE STUDY?

The benefits to science and humankind that might result from this study are: an
increased understanding of how EMPAs adapt to workplace incivility through
sensemaking and an understanding of both the resilience and the dysfunctional behavior

that occur when EMPAS encounter workplace incivility.

WHAT ARE MY OTHER OPTIONS?

You do not have to be in this study if you do not want to.

WHAT IF | CHANGE MY MIND?

You may stop taking part in the study at any time.

WILL | RECEIVE PAYMENT FOR BEING IN THIS STUDY?

You will not receive payment for taking part in this study.

WHAT ARE THE COSTS FOR TAKING PART IN THIS STUDY?

Besides the use of your time, taking part in this study will not lead to added costs for you.
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PROBLEMS OR QUESTIONS
Research-specific questions should be addressed to the principal investigator, Dr.
Shaista E. Khilji, at (202) 994-1146 or sekhilji@gwu.edu. The Office of Human
Research of The George Washington University can provide further information about

your rights as a research subject: (202) 994-2715.

DOCUMENTATION OF INFORMED CONSENT

If you agree to participate in this study, please sign below.

After you sign this consent form, the research team will provide you with a copy

for your files.

Participant—Printed Name and Signature Date
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Appendix E

Participant Demographic

Name Gende Age at Age at | Relationship | Yearsas Years of Years of Hospital
(Pseudonym r Timeof | Time of Status at Practicin | Experienc EMPA Classification at
) Intervie Inciden Time of g PA e as Experienc Time of
w t Incident EMPA eat Time Incident
f
Inc(i)dent
Alycia F 36 35 | Divorce 5 2 1 Communit
d y
Annette F 43 30 Single 15 4 2 Communit
y
Astoria F 38 33 Married 8 6 5 Communit
y
Bayleigh | F 57 57 | Married 28 5 5 Communit
y
Devyn F 37 35 | Married 13 5 4 Communit
y
Ernst M 51 45 Married 24 24 18 Rural
Critical
Access
Geoff M 53 43 Married 21 21 10 Rural
Critical
Access
Kirsten F 39 38 Married 8 6 6 Communit
y
Patrick M 61 61 Married 6 6 6 Rural
Critical
Access
Rory M 46 34 Single 14 8 1 Communit
y
Sawyer M 61 31 “Long 31 19 2 Communit
Term” y
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