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Abstract
Purpose: Patients and families may experience ‘non-physical’ harm from interactions with the
healthcare system, including emotional, psychological, socio-behavioral or ﬁnancial harm, some
of which may be related to experiences of disrespect. We sought to use the current literature to
develop a practical, improvement-oriented framework to recognize, describe and help prevent
such events.
Data Sources: Searches were performed in PubMed, Embase, PsychINFO, CINAHL, Health
Business Elite and ProQuest Dissertations & Theses: Global: Health & Medicine, from their inception through July 2017.
Study Selection: Two authors reviewed titles, abstracts, full texts, references and cited-by lists to
identify articles describing approaches to understanding patient/family experiences of disrespect.
Data Extraction: Findings were evaluated using integrative review methodology.
Results of Data Synthesis: Three-thousand eight hundred and eighty two abstracts were reviewed.
Twenty three articles were identiﬁed. Components of experiences of disrespect included: (1)
numerous care processes; (2) a wide range of healthcare professional and organizational behaviors; (3) contributing factors, including patient- and professional-related factors, the environment
of work and care, leadership, policies, processes and culture; (4) important consequences of disrespect, including behavioral changes and health impacts on patients and families, negative
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effects on professionals’ subsequent interactions, and patient attrition from organizations and (5)
factors both intrinsic and extrinsic to patients that can modify the consequences of disrespect.
Conclusion: A generalizable framework for understanding disrespect experienced by patients/families in healthcare may help organizations better prevent non-physical harms. Future work should
prospectively test and reﬁne the framework we described so as to facilitate its integration into
organizations’ existing operational systems.

Introduction
Despite efforts to improve the safety of care, patients and their families still suffer harm from interactions with the healthcare system.
To date, harm reduction has been focused primarily on physical
harm [1], but other harms—including emotional, psychological,
socio-behavioral and ﬁnancial—are prevalent and important to
patients and families [2–5]. Such ‘non-physical’ harms have not yet
been fully integrated into organizations’ safety and quality improvement (QI) systems. For example, the National Quality Forum’s list
of serious reportable events only includes physical harms and criminal acts [6]. Although patient complaints describing non-physical
harms are an important source of information [4, 7, 8], many organizations lack systems to learn from them and have not integrated
them into their quality and safety departments [9].
There are numerous barriers to treating non-physical harms with
the same rigor currently applied to physical harms: organizations
may not recognize such events as forms of harm nor routinely capture them, non-physical harms may be perceived as subjective and
prohibitively complex, bad experiences may be attributed to patient
factors or to isolated ‘bad’ professionals rather than to system failures, and targets for improvement may not be apparent [9, 10].
Expanding incident analysis systems to encompass non-physical
harms requires a framework with broad consensus. The concepts of
respect and dignity may provide that consensus, having emerged as
foundational standards of care for the patient and family experience
[11, 12], with increasing recognition of organizational accountability for harm from disrespect [10], and the engagement of broad coalitions of professionals and organizations [10, 13–15].
Recent research further supports the utility of a framework for
disrespect in healthcare. While disrespect itself has been described as
intrinsically wrong and harmful, a number of connections with secondary harms have been described, including negative psychological
and behavioral effects [16]. A national survey of Americans who had
experienced a medical error revealed that 4 out of 10 people indicated
that at least one component of the error was that they had not been
treated with respect [17]. Furthermore, a number of studies suggest
that disrespect in healthcare—whether experienced by patients or professionals–seems to inhibit communication and team function, and
has been associated with a greater risk of physical harm [18–21].
Accordingly, the beneﬁts of expanding incident analysis systems
to address disrespect may extend beyond an improved patient
experience, to include an improved culture of respect, and safer
care, with a lower risk of both physical and non-physical harm. A
recent interdisciplinary consensus statement notes that organizations
should ‘learn from episodes of disrespect by recognizing, capturing,
categorizing and analyzing them, as is done through incident analysis’ and then ‘prevent future harm by designing and implementing
changes based on what is learned’ [22].

Despite the recognition that harm from disrespect may be preventable, evidence-based approaches to such events are lacking [10, 22].
For instance, to our knowledge, few organizations use incident analysis
systems to address non-physical harm events from disrespect, and
when our organization began doing so in 2014 [23], we found variability in the deﬁnitions of disrespect, how incidents are analyzed and
categorized and how the impact of disrespect is communicated to
others. We recognized that to best prevent future events, we needed to
develop a more structured approach (see Fig. 1), so we sought to
develop a generalizable, practical, improvement-oriented framework
for recognizing and describing reports of non-physical harm from disrespect experienced by patients and/or families. We envisioned that
such a framework would be used by healthcare organizations’ quality
and safety professionals and incorporated into the existing workﬂows
for patient complaints and incident analyses, thereby better informing
the leaders that review and mitigate safety risks.
Our objectives were to: (1) Conduct a scoping review of the literature to identify existing approaches to recognizing and describing
disrespectful events experienced by patients and family members; (2)
Develop a generalizable, QI-oriented framework for patient and
family harms resulting from disrespect and (3) Apply the framework
to several cases of disrespect to explore its functionality, demonstrate its potential utility to organizations and identify opportunities
for future research.

Methods
Key terminology
We deﬁne dignity as the intrinsic, unconditional value of each person, and respect as the action(s) that honor and acknowledge dignity
(see Appendix A for rationale and references). Given the close relationships between these terms, and our experience that they are
often used interchangeably, we included both in our search terms as
described below. However, for purposes of our framework, we
found it most practical to focus on disrespect rather than indignity.
The term indignity is commonly used to refer to the impacts from illnesses as well as to the impacts from interactions with the healthcare
system, and this lack of speciﬁcity makes it difﬁcult to assign
accountability, which may in turn impair improvement efforts.
Accordingly, in our results, we reframed any antonyms of dignity
due to interactions with the healthcare system as disrespect.

Key components of a framework
Building from recently published best practice guidelines about incident analysis [24], we identiﬁed ﬁve key components of a framework for incorporating non-physical harms from disrespect into
incident analysis systems:
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Framework for disrespect

Developing a framework for recognizing and
describing disrespect is the focus of this research

Non-physical
harm event
reports

Events
related to
disrespect
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analysis &
sharing of
ﬁndings

High-risk
events

Further process events through a system
* to focus
of risk-based
and resources on the subset of
events that represent the highest risk

Reduced risk of future

Focused eﬀorts to prevent future disrespect

Figure 1 Comprehensive system for preventing harm from disrespect. *Risk-based prioritization involves considering both the severity of the event as well as
the frequency with which such an event might recur. The events that represent the greatest risk of future harm are those that are most severe and most frequent, and focusing on them is more likely to build consensus for system changes designed to prevent future harm.

1. Inadequately organized ‘care processes’—deﬁned as groups of
related actions performed to fulﬁll patient–family care needs—
have been identiﬁed as an important barrier to improvement
[25]. Naming the speciﬁc care processes within which disrespect
occurred may help when aggregating the lessons learned from
incident analyses.
2. Identiﬁcation of the behavior(s) of the involved professional(s)
and/or the organization is required for the application of just culture algorithms [26] that consider the historical and environmental context in order to fairly balance accountability.
3. Most adverse events have numerous ‘contributing factors’—anything that creates the conditions and context within which disrespectful behavior then occurs—which must be addressed to
effectively prevent future harms.
4. Describing the ‘consequences’ of disrespect may help organizational leaders appreciate its full impact, a critical part of creating
a sense of urgency to improve [27].
5. Once disrespect has occurred, ‘modifying factors’ can shape the
subsequent consequences, accounting for the variable impacts of
disrespect and representing potential opportunities for mitigating
harm.

6160
through database searching

removed
Primary
3024 excluded
screening
858 records
Secondary
801 excluded
screening
57 records

and ‘cited by’ searches
44 excluded for: only discussed respect
and dignity, not their antonyms;
only referenced the eﬀects of
disease(s) on the antonyms of
dignity; used the terms disrespect
or indignity without including
details of those experiences; the
framework, taxonomy, typology,
scheme, or
review lacked a signiﬁcant focus on
disrespect or indignity

screening

Data Sources and Study Selection
We searched PubMed, Embase, PsychINFO, CINAHL, Health
Business Elite and ProQuest Dissertations & Theses: Global: Health
& Medicine, in July 2017, including articles from the inception of
the databases written in English. Search terms were developed
through an iterative process and utilized a combination of keywords
relating to disrespect and indignity, experiences or interactions and
study methodology.
All identiﬁed citations underwent screening according to inclusion/exclusion criteria to increase the relevance and speciﬁcity of our
ﬁndings. Articles about residential settings, healthcare professionals
being treated with disrespect, pediatric patient/family experiences, or
indignities attributable to illnesses or conditions rather than to the
healthcare system, were excluded. Articles describing a framework or

through other sources

n

and
underwent review and coding

Figure 2 Article selection ﬂow diagram.

related system (i.e. taxonomy, typology, categories, a classiﬁcation
scheme or a review) for conceptualizing and understanding disrespect
or indignity in healthcare were included. Additional studies were identiﬁed by manually searching reference lists of the articles that met
inclusion criteria, as well as by conducting ‘cited by’ searches using
Web of Science. See Appendix A for further details about search
terms, the screening process, and inclusion and exclusion criteria.
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experiences in
health care

or health care
professionals
report some
events

Country/Region

Clinical situation

Article type

Synopsis

Baillie (2009) [46]

The UK

Acute hospital
care

Qualitative study
(observations
and interviews)

Berglund et al.
(2010) [47]

Sweden

Care experiences
of patients with
Ehlers-Danlos

Qualitative study
(questionnaire)

Billings et al.
(2009) [48]

The UK primarily

Incontinence care
in hospitals and
care homes

Informal review

Bohren et al.
(2015) [49]

Multinational

Facility-based
childbirth

Systematic review

Bowser and Hill
(2010) [34]

Multinational

Facility-based
childbirth

Informal review

Bradley et al.
(2016) [35]

Sub-Saharan Africa

Facility-based
childbirth

Systematic review

Clementi (2006) [42]

The USA

Care experiences
of those with
cardiovascular
disease

Qualitative study
(interviews)

Ebrahimi (2012) [50]

Iran

Acute academic
hospital care

Qualitative study
(interviews)

Gallagher et al.
(2008) [51]

The UK primarily

Care of older
people

Scoping review

Investigation of the meaning of patient dignity, threats to it and how it
can be promoted. Thematic analysis of observations and interviews of
24 patients and 32 healthcare professionals. Identiﬁed a number of
categories of threats to dignity from the healthcare system and
professionals.
Description of encounters where dignity was not fully upheld. Qualitative
content analysis on 22 questionnaires completed by participants with
Ehlers-Danlos who attended a national conference. Five categories
where dignity was not upheld were identiﬁed and described, and the
consequences were explored.
Identiﬁcation and validation of person-centered attributes of dignity in
relation to continence. Deﬁned the attributes of digniﬁed bladder and
bowel care using an informal literature review (no search strategy
described, only that it focused on ‘dignity and older people, dignity and
continence, and dignity and care’), and qualitative analysis of
interviews.
Synthesis of evidence on the mistreatment of women from 65 qualitative,
quantitative and mixed-methods studies. A seven category typology was
described.
Synthesis of the deﬁnition, scope, contributors, and impact of disrespect
and abuse, from over 150 documents from a variety of disciplines and
publications, including ‘up to seventy peer reviewed articles’ were
identiﬁed based on discussions with experts and a web-based search
using a large number of diverse search terms. Seven categories of
disrespect were identiﬁed, and conceptual diagram is provided.
Review and synthesis of the themes of women’s experiences and
perceptions of intrapartum care, with a focus on (dis)respectful care
either as the main focus of the studies or as a substantial element of
them, from 25 articles identiﬁed using a well-deﬁned search strategy.
Two analytical themes and 11 sub-themes were identiﬁed, along with
factors driving midwives’ behavior. A conceptual framework was
developed to show how various drivers of disrespectful care interact.
Exploration of patients’ perceptions about feeling listened to by healthcare
professionals, using grounded theory to analyze interviews with 18
adults who attended an outpatient appointment. Two taxonomies were
described, the ﬁrst about respect, the second about disrespect, with the
latter including six categories. Consequences were also discussed.
Exploration of patients’ perception of dignity using qualitative analysis of
interviews with 20 hospitalized patients. Nine categories and four
themes about indignity were described.
Investigation about the meaning of dignity, and what promotes and
diminishes it, from 49 articles with deﬁnitions and types of dignity. A
taxonomy of dignity violations is provided, including a synthesis of
‘concerns about dignity’ into four common themes.

Relevance

Rigor

High

High

High

High

High

Moderate–Low

High

High

High

High

High

High

High

High

High

High

High

High
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Table 1 Summaries of articles meeting scoping review inclusion criteria (n = 23)

Author, Year

Country/Region

Clinical situation

Article type

Synopsis

Guo and Jacelon
(2014) [52]

Multinational

End-of-life care

Integrative review

Hawkins (2015) [53]

The USA primarily

Informal review

Ishola et al. (2017)
[54]

Nigeria

Nursing care,
primarily
inpatient
Facility-based
childbirth

Jacobson (2009) [41]

Canada

Care experiences
of patients
marginalized by
their health

Informal review
and qualitative
study
(interviews)

Karnieli-Miller et al.
(2010) [55]

The USA

Qualitative study
(written
narratives)

Leape et al.
(2012) [56]

The USA

Acute hospital
care on internal
medicine
services
Not speciﬁed

Lin et al. (2013) [43]

Multinational

Acute hospital
care

Narrative review

Mak-van der Vossen
(2017) [57]

Multinational

Not speciﬁed

Systematic review

Mangset et al.
(2008) [58]

Norway

Rehabilitation
hospital care
for elderly
stroke patients

Qualitative study
(interviews)

Mannava et al.
(2015) [36]

Multinational

Maternal
healthcare

Systematic review

Periyakoil (2009) [59]

The USA

End-of-life care

Qualitative study
(surveys)

Synthesis about dying with dignity from 52 articles, with exploration of
the categories of factors that positively and negatively inﬂuence dignity,
dignity models, and dignity measurement instruments.
Comprehensive exploration of the literature on feeling disrespected trough
96 articles from a variety of disciplines, including nursing. Four themes
of disrespect and its consequences are described.
Description and analysis of the nature of disrespect and abuse of women,
including the contributing factors and consequences, from 14 articles.
Uses the seven categories of disrespect and abuse in childbirth described
by Bowser and Hill 2010.
Development of a taxonomy of dignity and its violation using grounded
theory to analyze relevant literature and interviews with 64 persons
who were either marginalized by their health or social status, health or
social services providers for these populations, or people working in the
ﬁeld of health and human rights. The taxonomy identiﬁed components
of dignity and explored violations and the consequences.
Description of students’ experiences of respect or disrespect using
thematic analysis of 595 narratives written by 152 third year medical
students that ‘taught them something about professionalism.’ Within
the category of disrespect, six thematic subcategories were identiﬁed.
Discussion about a broad range of disrespectful conduct, suggesting six
categories for classifying disrespectful behavior in the healthcare setting,
along with contributing factors and consequences.
Exploration of the nursing literature and research on dignity in care,
summarizes the deﬁnitions, themes, and components of dignity from 37
articles, as well as the violations of dignity, contributing factors and
consequences.
Descriptions of medical students’ unprofessional behaviors, witnessed by
stakeholders or admitted by students themselves, from 46 articles.
Analysis revealed 8 descriptors relating to disrespect, and consequences.
Description of factors inﬂuencing patients’ satisfaction through analysis of
interviews with 12 patients. Being treated with respect and dignity was
identiﬁed as a core factor contributing to patients’ satisfaction with
rehabilitation services and ﬁve subcategories were described, along with
consequences.
Identiﬁcation of the attitudes and behaviors of formal-sector maternal
healthcare providers in low- and middle-income countries towards their
patients, the inﬂuences on these attitudes and behaviors, and their
impacts, through analysis of 81 articles. Disrespect and indignity are
described in relation to several behaviors, contributing factors, and
consequences. A conceptual framework is provided.
Exploration of patients’ and health professionals’ perspectives of factors
inﬂuencing loss of dignity at the end of life through analysis of surveys
of 100 multidisciplinary providers. Several categories relating to
disrespect or indignity were described.

Systematic review

Perspective

Relevance

Rigor

Moderate–Low

High

Moderate–Low

Moderate–Low

High

High

Moderate–Low

Moderate–Low

High

High

High

Moderate–Low

High

High

Moderate–Low

High

Moderate–Low

Moderate–Low

Moderate–Low

High

High

High

Framework for disrespect

ed from https://academic.oup.com/intqhc/advance-article-abstract/doi/10.1093/intqhc/mzy231/5182329 by guest on 14 November 2018

Table 1 Continued

5
Table continued

Sokol-Hessner et al.

High

Moderate–Low

Moderate–Low

Moderate–Low

Synthesis of qualitative studies exploring patients’ experiences in
communicating with a primary care physician, and exploration of
speciﬁc factors pertaining to ethnic minority or majority patients and
their inﬂuence on patients’ experiences of communication. Analysis of
57 articles found several concepts and themes, including a number
relating to disrespect. Contributing factors and consequences are also
described.
Description and analysis of how racism in the form of racial
microaggressions—described as indignities—is particularly problematic
for mental health therapists to identify. A taxonomy of racial
microaggressions is proposed, along with contributing factors and
consequences, and the implications for practice, education and training,
and research are described.

High
Moderate–Low
Review of evidence about dignity and person-centered care through
analysis of 33 articles. Several categories of threats to dignity are
described, along with contributing factors and consequences.

Rigor
Relevance

Data extraction
Our scoping review identiﬁed both experimental and nonexperimental articles, so we used integrative review methodology to
evaluate our ﬁndings [28]. First, we assessed the quality of the articles
identiﬁed by our scoping review in order to articulate any limitations
of our ﬁndings and inform next-step recommendations. In the context
of our research question and objectives, we graded each article’s relevance and rigor with regards to methodology. Second, within the
‘Key components of a framework’ (see above), two researchers (LSH
and GJK) independently coded each article using conventional content analysis [29]. Codes were compiled, reviewed and discussed
between the two coders, using the constant comparison method [30].
Third, we shared the compiled codes with the other authors who had
each reviewed a representative sample of the articles identiﬁed by the
scoping review. The group then collaboratively clustered the codes
into general themes in order to organize and further focus the framework. See Appendix A for an example of this process.

Case selection and framework application
Since beginning in 2014, our organization has reviewed hundreds of
events of disrespect each year, and prior to deriving the aforementioned framework, we had published a number of cases that were
representative of the range of prevalent themes we had been observing [22, 23]. After the framework was developed, we applied it to
six of these cases to test the components of the framework and provide practical examples of how professionals might use it to identify
improvement
opportunities
for
healthcare
organizations.
Recognizing that full testing of the framework with a large number
of randomly selected cases was beyond the scope of this study, we
also used this preliminary exploration to identify areas for future
reﬁnement and research.

The USA primarily
Sue et al. (2007) [62]

Informal review
Ambulatory
mental health
counseling

Multinational
Rocque and Leanza
(2015) [61]

Systematic review

Acute hospital
care for patients
with palliative
care needs
Ambulatory
primary care
Multinational
Pringle et al. (2015)
[60]

Systematic review

Clinical situation
Country/Region
Author, Year

Table 1 Continued

Article type

Results
Twenty-three articles met inclusion criteria, each published during
or after 2006 (see Fig. 2). Eight drew on multinational evidence,
whereas others were more regionally focused: the USA (n = 6);
Europe (5); Canada (1); Nigeria (1); sub-Saharan Africa (1) and Iran
(1). A variety of clinical situations were included: acute hospital care
(7); facility-based childbirth or maternal health (5); palliative or endof-life care (3); ambulatory care (2); and other or not speciﬁed (6).
Fourteen articles involved some form of literature review, seven
involved qualitative research, two involved both a review and qualitative research, and one was a perspective piece. Fourteen articles
(61%) had high relevance to our research question and objectives,
and 17 (74%) had high methodological rigor. Each article is summarized in Table 1.
The framework is summarized in Fig. 3, with details including
the frequency of speciﬁc terms in Appendix B. Articles described disrespectful events in numerous care processes spanning the continuum of care. The ﬁve most commonly mentioned care processes
were: (1) encounter initiation, referring to the way in which professionals enter rooms, introduce themselves, and address patients; (2)
history and physical exam; (3) discussing medical care with patients
(e.g. diagnosis, prognosis, treatment options, informed consent or
shared decision-making); (4) treatment, including pain management,
procedures, and the use of restraints and (5) assistance with
inpatient activities of daily living, such as toileting and clothing.
Violations of conﬁdentiality or physical privacy were also commonly
mentioned, often in the context of other care processes, such as
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Consequences

Care processes

Modifying factors
behaviors

s
• Environment of work
and care (15)
•
• Professional-related (12)
• Culture (beyond
)
•
Factors (8)
• Leadership (7)
• Processes (7)
• Policies (2)

• Undue familiarity; labeling (10)
• Uncaring; indiﬀerent; impersonal (15)
• Dismissing; disregarding (13)
•
abandoning (19)
•
)
• Patronizing; condescending (3)
•
an object (12)
(incl. microaggressions) (14)
•
• Controlling or withholding
autonomy (16)
(5)
• Tricking; deceiving;
•
or privacy (19)
• Controlling
physical movement (6)
• Poor quality medical care (17)
• Verbal abuse (17)
• Physical or sexual abuse/assault (9)

•

or spiritual
distress, and
(e.g. from prior experiences) (13)

•
ethnicity, language,
socioeconomic status, etc.) (11)
• Resilience and other coping
strategies (8)
• Decision-making capacity (5)
•
and social support (2)
• Health care
)
•

of the disrespect
that occurred (role of
perpetrators, number of them,

visibility
frequency) (1)
• How professionals and the
respond (1)

•
• Loss of trust/distrust (10)
• Behavioral changes
• Decreased
(2)
• Uninformed decision-making (3)
• Less engagement (less likely to share
less likely to follow medical advice, etc.) (14)
• Avoidance of health care (leave encounters early,
delay returning or never return) (10)
• Change health care professional(s) and/or
)
•
(inf.)
)
•
•
of legal proceedings (1)
• Health impact
• Risky
avoidance (4)
• Lower quality of care (5)
•
physical health (5)
• Undigniﬁed death (2)
Professional
•
more
diﬃcult to care for them (2)
(verbal and/or
•
physical) (inf.)
• Observed disrespect becomes normalized and
)
n
•
and lower quality outcomes (inf.)
• Increased risk of injury to professionals (inf.)
• Damage
• Increased
Society
•

"culture of disrespect“ (1)

Figure 3 Framework for healthcare organizations to describe patient and family harm from disrespect and promote improvement. Note: All 23 articles included
Care processes and Professional Behaviors, all but two [57, 58] included Contributing factors, all but eight [42, 43, 55–57, 60–62] included Modifying factors, and
all but one [59] included Consequences. Numbers in parentheses refer to the number of articles that mentioned each item. ‘inf.’ = inferred based on previously
mentioned consequences. Items are listed under each component as follows: Care Processes and Consequences according to their typical sequence from the
patient perspective; Professional/organizational behaviors from lower to higher severity; Contributing and Modifying factors according to the number of articles
that mentioned them. *ADLs: activities of daily living. †Family: anyone the patient wants involved in their care, regardless of whether they are legally, biologically or otherwise related [63].

encounter initiation, or while a professional obtained a history or
performed a physical exam.
We identiﬁed many disrespectful professional and organizational
behaviors. The terminology used to describe behaviors ranged from
non-speciﬁc and/or subjective (e.g. ‘rude’ or ‘insensitive’) to highly
speciﬁc and objective (e.g. ‘answered phone during rounds’ or using
an endearment to address a patient such as ‘honey’). Some behaviors
were verbal (e.g. the words that were spoken) and others were nonverbal (e.g. the tone used or body positioning). Some behavioral
descriptions implied the professional had negative intentions (e.g.
‘uncaring’). Other descriptions were not attributable to a speciﬁc
professional, but rather to the organization (e.g. moving patients frequently between beds within a hospital). The severity of behaviors
ranged from mild (e.g. ‘unfriendly’) to severe (e.g. physical assault).
Contributing factors that ‘set the stage’ for disrespectful behaviors included patient-related and professional-related factors, the
environment of work and care, leadership, policies, processes and
culture. Patient-related factors were not causative of disrespectful
behavior, but were associated with a higher likelihood of disrespect
and included their illnesses or conditions, demographics, socioeconomic status and primary language. Professional-related factors
included their training, the presence of burnout, the desire to retain
control of situations and their prejudice. Policy factors were about
problematic standards of care or governance. Process factors were
about series of actions that were oriented around the organization’s

or professional’s needs rather than patient/family needs (e.g. repeatedly asking patients for information that had previously been provided), or about the lack of certain processes (e.g. no clear way for
patients to make a formal complaint). Some articles described the
cultural normalization of disrespect—both within healthcare organizations and in societies more broadly—as a factor.
Consequences included impacts on patients/families, professionals, organizations and society overall. With regards to patients/
families, numerous negative emotions and feelings were described,
in addition to the development of distrust, behavioral changes—
including decreased engagement or complete avoidance of healthcare professionals and organizations—and negative health impacts.
Potential consequences for healthcare professionals, organizations
and society included the normalization of disrespect, lower quality
outcomes, increased malpractice risk and group ‘traumatization.’
After disrespect had occurred, modifying factors could alter the
consequences. Modifying factors were both intrinsic to patients,
such as resilience and coping strategies, and extrinsic, such as the
ways in which professionals and the organization responded to
disrespect.
All six cases of disrespect to which we applied the framework
were found to have elements of each of its ﬁve components (Table 2),
although one case involved a care process that we had not discovered
in our literature review: post-death care. Building from the contributing factors, we identiﬁed corrective actions that represented
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• Ambulatory care access (2)
• Hospital bed management (1)
(6)
•
• History and physical exam (10)
diagno
•
consent, or shared decision-making (18)
)
• Medical
• Treatment (11)
• Assistance
)
• Family† engagement and support (4)
• Personal possession management (1)
• Privacy (17)
• Adverse-event management (1)
• Hospital discharge (1)
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Table 2. Applications of the framework for describing disrespect to real cases
Care process(es)

Prof./org. behav.b

Contributing factorsc

Modifying factorsc

Potential consequences

Opportunities to improve quality
or safety

An 85-year-old man is admitted
to the hospital with
pneumonia. He is confused
and his family is involved. He
suffers a fall in the early
evening. The medical team
obtains X-rays and discovers
he has fractured his hip. No
one calls the family to let them
know about the fall or the Xrays. The ﬁrst notiﬁcation is
from the orthopedic surgeon
calling to get operative consent
for repair of the broken hip
late that night.
A patient posts this on the
hospital’s Facebook page.
‘Ok…I have surgery scheduled
today and the paperwork says
check in @ 5 am. I wake at
3:30 to make the 1 hr. drive
from [far away] only to learn
that on one can ever check in
B4 6 am?? The staff here states
it is a little trick they do??
Hope surgery doesn’t have any
little tricks or surprises!’ You
investigate and determine that
the surgeon’s ofﬁce staff has
been telling patients to get
there early as the trafﬁc is
terrible and a lot of patients
scheduled for the ﬁrst case of
the day arrive late.
A patient had a procedure that
required her to stay overnight.
She was in a two-person room.
Her surgeon came into talk
with her about how the
procedure went and mentioned
the fact that she had humanimmunodeﬁciency virus (HIV)

Adverse event
management

Controlling or
withholding
information (about
the fall)

• Patient-related:
confusion
• Policy: unclear who is
responsible for
notifying the family of
confused patients

Limited decisionmaking capacity,
physical distress
and impaired
functional status
from pneumonia
and pain

• Family feels excluded,
angry
• Family distrust of care
team/hospital
• Change healthcare
professional
• Initiation of legal
proceedings

Revise policy to standardize
processes for notiﬁcations after
adverse events like falls,
especially when patients lack
capacity and educate the
involved professionals

Ambulatory care
access

Tricking; deceiving
(the patient so he/
she would show up
on time)

• Professional-related:
staff who designed
paperwork did not
trust patients to budget
enough travel time
• Leadership: pressure to
ensure the ﬁrst case of
the day starts on time

Physical/emotional
distress from
having gotten up at
3:30 am

• Patient feels misled, and
that his/her time was not
valued
• Development of distrust
• Negative impact on
hospital’s reputation from
public posting

Revise pre-procedure instructions
to patients and coach ofﬁce
staff to ensure expectations
about trafﬁc and the timing of
arrival are appropriately
described

Discussions with
patients about
prognosis
AND
Privacy

Violating
conﬁdentiality
(with regards to the
patient’s HIV
status)

• Environment of work
and care: room design
allows frequent
violations of auditory
privacy (beds
separated only by a
curtain)

• Prior
stigmatization
based on HIV
status
• Physical distress
from postprocedure pain

• Patient felt shamed,
violated
• Decreased cognition from
emotion (e.g. making it
harder to comprehend the
surgeon’s post-procedure
care recommendations)

• Explore methods of enhancing
privacy in two-person rooms
(e.g. white noise machines)
• Build more single rooms
• Increase professionals’
awareness and sensitivity
about the impact of privacy
violations

Table continued
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Event descriptiona

in his description of her
condition. While patient
already knew this, the doctor
spoke loud enough for the
roommate to hear. The
roommate yelled, ‘I am not
going to share my room with
an AIDS patient!’ The patient
felt her privacy was violated.
An inpatient dies unexpectedly
and the primary care physician
(PCP) is not notiﬁed. A week
later, the PCP learns of the
patient’s death from his
bereaved wife when she calls
the PCP’s ofﬁce with
questions. The PCP has cared
for the patient’s family for
many years, they have been
grieving deeply, and the PCP
did not know they needed
support.
A patient being taken in for a
surgical procedure was asked
to remove his wedding ring,
which was a family heirloom
that belonged to his now
deceased father. A staff
member took the ring and said
he would ‘lock it up.’ When
the patient awoke from his
procedure no one remembered
who took the ring, and it
could not be found. The
heirloom was lost and never
recovered.
A patient and her sister come to
an appointment with an
oncologist. The patient is
greeted in the clinic and placed
in the room by a medical
assistant. 35 min later the
patient’s sister comes out to

Care process(es)

Prof./org. behav.b

Contributing factorsc

Modifying factorsc

Potential consequences

• Professional-related:
surgeon’s role models
routinely discussed
sensitive information
in shared rooms,
thereby normalizing
privacy violations

• Surgeon was
immediately
apologetic

• Less engagement (e.g. less
likely to share HIV status
with a future surgeon)

Opportunities to improve quality
or safety

Post-death care

Abandoning (the
family, albeit
inadvertently)

Professional-related: the
doctor reporting the
death was busy and
rarely manages the
post-death process

• Family’s emotional
distress after loved
one’s death
• Family perceived
that they were
strongly connected
to the PCP

• Family feeling
unsupported and alone
• Distrust of the hospitalbased professionals (i.e.
concerns about future
information transfer)

Automate the PCP notiﬁcation
process following inpatient
deaths to ensure PCP
awareness

Personal possession
management

Inattentive (to the
promise to ‘lock
up’ the ring)

• Professional-related:
lack of training about
how to manage
valuables
• Leadership-related:
professional lacked
oversight

Patient’s emotional
distress from
having had a
troubled
relationship with
his father

• Patient feeling physically
worse, having complicated
grief
• Distrust of staff
• Negative ratings of care
• More antagonistic
relationships with future
professionals who make
and break promises

Improve staff training and
oversight regarding the
management of patients’
valuables to make the process
more reliable

Ambulatory care
access
AND
Adverse event
management

Neglecting (the
patient in the
room)
Dismissing (the
sister’s concerns by
denying
responsibility)

• Professional-related:
an oncologist left the
practice so many
patients’ appointments
needed to be rebooked

• Patient/sister
emotional distress
from anxiety about
overall health
status (especially
with regards to
cancer)

• Feeling time was wasted
• Loss of trust
• Change healthcare
organizations

• Redesign the appointment
scheduling system,
incorporating human factors
• Train staff how to respond to
adverse events and how to
conduct service recovery

9

Table continued

Framework for disrespect

Event descriptiona

ed from https://academic.oup.com/intqhc/advance-article-abstract/doi/10.1093/intqhc/mzy231/5182329 by guest on 14 November 2018

Table 2. Continued

Sokol-Hessner et al.

10

Opportunities to improve quality
or safety

opportunities to improve the quality and safety of care by mitigating
or eliminating the risk of similar events in the future.

Cases have been adapted from prior publications [22, 23].
Professional/organizational behaviors.
c
Contributing factors ‘set the stage’ before disrespect occurs, modifying factors alter the consequences after disrespect occurs.
b

• Professional’s
response to the
event
• Environment of work:
re-booking system has
many inaccurate alerts
about when
appointments cannot
be scheduled, so the
relevant alert was
inadvertently bypassed
• Professional-related:
staff member not
trained in ‘service
recovery’
ask about the delay in being
seen, at which time it is
discovered that her oncologist
is not in the clinic that day.
When the sister asks how this
could happen, a staff member
responds by saying ‘It’s not my
job to schedule appointments.’

a

Modifying factorsc
Contributing factorsc
Prof./org. behav.b
Care process(es)
Event descriptiona

Table 2. Continued

Patient–family experiences of disrespect in healthcare span across
many care processes, result from numerous professional and organizational behaviors, are potentiated by many contributing factors,
and can have profound consequences for patients, families, professionals, organizations and society. Our scoping review adds to the
literature in four ways. First, our framework is the ﬁrst to be specifically designed for incident analysis of non-physical harm caused by
disrespect. Building upon other approaches to patient complaints
[31–33] our framework is intended for use by quality and safety
professionals in the course of comprehensive incident analysis—the
process most likely to identify the corrective actions that will effectively prevent future harm [24]. Whereas some approaches to patient
complaints focus on coding physician behaviors and assigning complaints to one of a few event-types [33], our framework considers
the behavior of all members of the care team and provides comprehensive event descriptions.
Second, our review synthesizes evidence from several countries
and care settings into one summative framework that can be applied
across a broad range of healthcare organizations and clinical situations (i.e. beyond facility-based childbirth and maternal care, about
which the most detailed frameworks to date have been developed)
[34–36].
Third, while many prior studies have primarily focused on professional behaviors, our framework highlights the role of contributing factors to disrespect, enabling broader preventive measures than
isolated corrective actions or individual discipline. Interestingly, the
contributing factors we identiﬁed are quite similar to those for physical harm events [24]. As the patient safety movement emphasizes, a
shift from blaming errant professionals to focusing on the contributing system factors that promote human error and/or allow it to
reach patients [37] our ﬁndings suggest that a similar conceptual
shift may also help accelerate more meaningful progress. Framing
non-physical harms from disrespect as a ‘systems’ issue may help
balance efforts to hold professionals accountable for their behavior
[38, 39] with organizational accountability for the system factors
that contribute to experiences of disrespect [40].
Fourth, our framework provides a detailed accounting of the
potential consequences of disrespect, which may help increase
awareness about the impacts of such harms, and the urgency to
improve. We were struck by the range of potential consequences
from disrespect. Initial emotions such as humiliation and anger may
evolve into loss of trust, harmful behavioral changes, and even negative health impacts [41]. Whether such mechanisms are responsible
for the associations between disrespect and ‘chronically poor physical and mental health,’ [41] feeling ‘mentally and physically depressive,’ [42] and impaired recovery [43] is unclear. Recent work
suggests that disrespectful communication may also have a direct
effect on somatic symptoms [44]. More research is needed to better
understand the many consequences of disrespect [5, 17]. We also
noted that none of the articles in our review discussed positive consequences of disrespect, although it is possible such effects may
occur [5]. For example, after experiences of disrespect, conversations
among patients, their families, healthcare professionals, and organizational leaders, could theoretically lead to improved relationships
and care.
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Conclusion
Existing approaches for understanding disrespect experienced by
patients and families from interactions with the healthcare system
have not been generalizable or designed for incident analysis. Using
a scoping literature review and integrative review methodology, in
the context of healthcare organizations’ QI and safety programs, we
have described a ﬁve-component framework designed to expand
organizations’ ability to recognize, describe and understand nonphysical harm events using the concept of disrespect. Future work
should test and further develop the framework to help organizations
expand their preventable harm programs to include non-physical
harms from disrespect.
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Supplementary material is available at International Journal for Quality in
Health Care online.
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