
Humble, gracious, polite, courteous, civil,
considerate, well-mannered. If these words
do not describe the interactions between
healthcare professionals at your hospital,
you are, sadly, not alone. Bullying, incivility,
and other forms of disrespectful behavior
are rampant in healthcare, allowed to exist
while we tolerate the behavior, remain
silent, or make excuses—“That’s just the
way he is”—in an attempt to minimize the
profound and far-reaching devastation that
disrespectful behavior causes.

While a culture of disrespect is harmful on
many levels, its effect on patient safety

makes it a matter of national
urgency, according to Dr.
Lucian Leape, of the Harvard
School ofPublicHealth, andhis
esteemed colleagues, who
authored a two-part exploration
on disrespectful physician
behavior in the journal,
Academic Medicine.1-2Although
disrespectful behavior is not
limited to physicians, they often
dominate the culture and set

the tone—thus the authors’ focus on physi-
cian behavior. What follows is a brief
overview of the compelling call to action to
create a culture of respect in healthcare
fromDr. Leape and colleagues.1-2

According to the authors, the widespread
disrespect that persists unchecked in

healthcare is a substantial barrier to our
progress in patient safety. In Part I, the
authors suggest that our slow progress in
this area is due not to lack of resources or
know-how but to a dysfunctional culture,
central to which is a physician ethos that
favors privilege and autonomy.1 A sense of
privilege and status can lead physicians to
treat nurses and other healthcare profes-
sionals with disrespect, impairing team-
work and communication. Disrespect
causes the recipient to experience fear,
anger, shame, confusion, uncertainty, isola-
tion, self-doubt, and depression. The
authors note that these feelings diminish a
person’s ability to think clearly, make sound
judgments, speak up regarding questions,
and resist engaging in at-risk behaviors. The
authors further suggest that a sense of
physician autonomy can underlie a resist-
ance to collaborate with others, follow
procedures that promote safe practices, or
implement new safety practices.

Dr. Leape and colleagues point out that
students and patients also experience the
consequences of disrespectful physician
behavior. Students and residents suffer
from the traditional medical “education by
humiliation,” lessening their willingness to
speak up about hazards and errors, and
perpetuating the disrespectful behavior
when they later mimic the learned
behavior. Patients suffer from dismissive

Caution!Caution! ChemoPlus gown
may not afford worker protec-

tion. Looking at the product name—ChemoPlus—
health professionals may believe that Covidien
ChemoPlus Protective Gowns offer all the pro-
tection that pharmacists or nurses need against
personal exposure to chemotherapy drugs during
preparation or administration. But a pharmacist
recently reported that a technician he works with
experienced an exposure to a non-chemotherapy
drug despite wearing this gown. While preparing a
dose of iron dextran injection, the technician acci-
dentally sprayed the drug onto her ChemoPlus
gown sleeve and found that the solution had
seeped through the gown and onto her clothes.
The incident caused them to look
more closely at the ChemoPlus
gown product information. They
discovered that, while the product
description states that the fabric is
“splash resistant,” the product
catalog does not specifically rate the
ChemoPlus Protective Gowns as
meeting recommendations from the
Occupational Safety & Health Ad-
ministration (OSHA), the American
Society of Health-System Pharma-
cists (ASHP), and the Oncology Nursing Society
(ONS), for protection while preparing or adminis-
tering chemotherapy drugs (www.ismp.org/sc?id
=80). Only the company’s ChemoPlus Poly-Coated
and the ChemoBloc Poly-Coated Gowns meet
OSHA, ASHP, and ONS recommendations as
chemotherapy-tested gowns that are considered
appropriate personal protective equipment (PPE)
for use when handling chemotherapy. We con-
tacted a representative from Covidien, who told us
the name ChemoPlus is a brand name and is not
an indication of the level of protection against
spills. As far as the claim regarding “splash
resistant” fabric, we were told that a chemo-
therapy drug splashed onto the gown should bead
up and roll off; but if pressure is applied to the
area, the drug will penetrate through the gown
(note: the pharmacist reporting the above expo-
sure did not say pressure had been applied). The
company states that only the poly-coated gowns
are impervious. We believe the name “Chemo-
Plus” may have misled this organization and
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ISMP consumer website updated
ISMP has redesigned our medication safety website for consumers,
ConsumerMedSafety.org (www.consumermedsafety.org). The
website has a wide array of consumer-oriented safety alerts,
medication error reports, articles, drug information, and medication
identification resources. There are also a number of useful medication
safety tools, an insulin safety center, patient information sheets on
high-alert drugs, videos on safety topics, and a system for consumers to report medication errors to
ISMP and the US Food and Drug Administration (FDA). As a result of the recent announcement about
the FDA and ISMP partnership (www.fda.gov/ForConsumers/ConsumerUpdates/ucm297644.htm), a
special section of the website highlights consumer information from FDA. Hospitals should consider how
the website might benefit their patients. For example, you may want to promote use of the website to
your patients by including a link to the website in any consumer information you publish, including drug
information sheets, and on your hospital’s website. Visit our updated website soon! 

http://www.ismp.org/sc?id=80
http://www.ismp.org/sc?id=80
http://www.consumermedsafety.org
http://www.fda.gov/ForConsumers/ConsumerUpdates/ucm297644.htm
http://www.ismp.org
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treatment by physicians who do not listen,
show disdain for questions, or fail to explain
alternatives. The authors remark that the
physician’s failure to provide full and
honest disclosure to patients when things
go wrong is the epitome of disrespect.

The authors identified a broad range of
disrespectful conduct, from aggressive
outbursts to subtle patterns of disrespectful
behavior so embedded in our culture that
they seem normal. They classify the behav-
iors into six categories:

DDiissrruuppttiivvee  bbeehhaavviioorr is egregious conduct
such as angry outbursts; verbal threats;
demeaning comments; swearing; throwing
or breaking objects; bullying; shaming and
censuring staff in front of others; insensi-
tive jokes or remarks; and the threat or
infliction of physical force or contact. 

HHuummiilliiaattiinngg  oorr  ddeemmeeaanniinngg  ttrreeaattmmeenntt
involves patterns of behavior, more
common than isolated egregious behavior,
say the authors, ranging from ongoing
humiliation and exploitation to simply
being ignored. Repetitive demeaning treat-
ment of nurses, medical students, and
residents has resulted in numerous cases of
“burnout” and clinical depression in an
environment where such behavior is toler-
ated, even celebrated.

PPaassssiivvee--aaggggrreessssiivvee  bbeehhaavviioorr includes
negativistic attitudes and passive resistance
to demands for adequate performance.
These individuals are unreasonably critical
of authority and make negative comments
about colleagues. They refuse to do tasks,
deliberately delay responding to calls, and
go out of their way to make others look bad
while acting innocent. 

PPaassssiivvee  ddiissrreessppeecctt  involves uncooperative
behaviors that are not malevolent. These
individuals are chronically late to meetings,
respond sluggishly to requests, and do not
work collaboratively with others. They resist
safe practices such as time-outs and decline
to participate in improvement efforts. 

DDiissmmiissssiivvee  ttrreeaattmmeenntt  ooff  ppaattiieennttss is conde-
scending behavior that makes patients feel
unimportant and uninformed, which can

be particularly devastating to an apprehen-
sive patient. Dr. Leape and colleagues note
that some physicians treat nurses, students,
residents, and even peers in the same
manner, making collaboration impossible. 

SSyysstteemmiicc  ddiissrreessppeecctt involves behaviors so
entrenched in patient care that the element
of disrespect may be overlooked. Making
patients wait for services is one example,
implying that the physician’s time is more
important than the patient’s. Long hours,
sleep deprivation, and excessive workloads
are also examples of systemic disrespect for
both staff and patient well-being.  

Dr. Leape and colleagues suggest that
disrespectful behavior results in part from
the endogenous characteristics of the
individual, such as insecurity, anxiety,
depression, aggressiveness, and narcissism,
which serve as a form of self protection
against feelings of inadequacy. However,
the authors make it clear that disruptive
behaviors are also learned, tolerated, and
reinforced in both the healthcare culture
and the societal culture at large, where
civility is regarded as an invitation to
exploitation, and where a certain degree of
disrespect is considered a normal style of
communication. Dr. Leape and colleagues
link the rise of social media with an oppor-
tunity to greatly expand a culture of “aggres-
sive crudity” that has taken hold in the past
two decades. Nevertheless, the authors are
quick to point out that the major exogenous
factor leading to disrespectful behavior is
the stressful environment of healthcare,
particularly in academic environments and
in the presence of “production pressure”
such as being required to see a high volume
of patients. 

In Part II, Dr. Leape and colleagues
emphasize that eliminating disrespectful
behavior requires cultural transformation
to establish a supportive and nurturing
environment with high levels of mutual
interpersonal trust, interpersonal responsi-
bility, person-centeredness, supportiveness
for coworkers, civility, friendliness, and
creativity.2 The authors suggest that a
culture of respect is a “precondition” to
make healthcare safe.
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Please encourage your patients and staff to visit www.consumermedsafety.org often. It may save a life!

others into thinking they were maximally protec-
ted when they were not. We have asked the com-
pany to give serious consideration to renaming
their product and also to boldly clarify that the
gown does not protect workers from chemother-
apy exposures under many circumstances. If you
are using gowns from Covidien for protection dur-
ing chemotherapy preparation and administration,
please be sure the gowns are poly-coated and
meet OSHA, ASHP, and ONS recommendations. 

Archaic liquid measure a
factor in medication errors. Last

year the ISMP Board of Trustees and staff doc-
umented their support for the complete adoption
of the metric system for prescribing and meas-
uring liquid doses (www.ismp.org/pressroom/
PR20110808.pdf). All too often, mix-ups between
drops and mL, teaspoons and mL, and minims
and mL have caused serious medication errors. So
have abbreviations such as TSP and TBSP, which
sometimes appear on dosage cups. Now we can
also add confusion between “drams” and mL. A
nurse recently gave a patient 5 drams of aceta-
minophen concentrate liquid (100 mg/mL) instead
of 5 mL. That’s 18.45 mL, or 1.845 g of acetamin-
ophen! More than one 15 mL bottle was needed
to administer the dose, which was measured in
the dose cup seen in Figure 1. On the cup, there
are scales labeled in drams, fluid ounces, cc, mL,
TSP, and TBSP. There’s even an abbreviation
“DSSP” for dessertspoon. The hospital is in the
process of removing these cups from use,
exchanging them for dosage cups that measure in

mL only.
Better yet,
the hospital
should use
oral syringes.
This would
be a good
time to
identify
whether

dangerous measuring devices are in use at your
location. If the measuring devices are bought
through your hospital purchasing (e.g., materials
management) department, we highly recommend
oversight by pharmacy. We also suggest that both
pharmacy and nursing are involved in selecting
the measurement devices that are used in patient
care units. Also, some hospitals are still using
concentrated acetaminophen, which was adminis-
tered in this case to a 10-year-old child. Even

Figure 1. Dose cup used to
measure liquid acetaminophen.
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though the mainstream industry has switched
entirely to 160 mg/5 mL strength for all aceta-
minophen, apparently the 100 mg/mL (80 mg/0.8
mL) concentrate is still around and potentially
dangerous. Check your supplies, remove any
concentrated acetaminophen, and replace it with
the new standard concentration.   

While transformation should begin in the
medical schools, where professional
respect should be practiced by working in
teams with nurses and pharmacists, Dr.
Leape and colleagues stress that responsi-
bility for addressing the problem in the
clinical setting belongs to organizational
leaders, who need to: 

11)) Raise awareness of the problem,
motivate and inspire others to change,
communicate respect as a core value
and articulate his or her commitment
to achieving it, and create a sense of
urgency around doing so 

22)) Establish preconditions for a culture
of respect by assessing and revising
policies that affect hours and
workloads for all workers and mitiga-
tion of physical hazards (e.g., needle-
sticks, back injuries)

33)) Lead the establishment of a code of
conduct for all, which calls for mutual
respect regardless of rank or status,
and which outlines details for
managing disruptive behaviors

44)) Facilitate engagement of frontline
workers by addressing systemic issues
such as environmental stressors that
cause and promote disrespectful
behavior

55)) Create a learning environment where
students, who learn by emulating their
teachers, are mentored with mutual
respect and non-tolerance for abusive
behaviors.

Dr. Leape and colleagues highlight the
characteristics of an effective code of
conduct, including fairness to all parties,
consistency in enforcement, a graded re-
sponse to infractions determined by
seriousness and frequency, a restorative
process to help individuals change their
behavior, and surveillance mechanisms for
identifying problems. They remark that,
because the American Medical Association
(AMA) encourages it and The Joint
Commission (TJC) requires it, a process
for managing disruptive behaviors has been
established in most hospitals, but with

variable quality and enforcement. They
note that, a code of conduct from which
some are exempt is useless. As long as the
faculty member who brings in the grant
dollars or the surgeon with the largest
volume is excused from responsibility for
his or her actions, no code of conduct will
have much effect on individual behavior.
The importance of a prompt, predictable,
and appropriate response to an alleged
violation cannot be overemphasized, say
the authors. 

Dr. Leape and colleagues point out that
creating a culture of respect requires
action on many fronts: modeling
respectful conduct; educating staff on
appropriate behavior; conducting routine
evaluation of professional behavior as part
of an annual performance evaluation;
providing counseling and training when
needed; learning to work in teams; and
supporting frontline changes in daily
routines that increase the sense of
fairness, collaboration, and individual
responsibility.

We hope that our newsletter readers will
take the time to read the full articles to
learn more about how to create a culture of
respect. The Academic Medicine editors
have made the electronic publication
(ahead of print) of both articles free at the
links provided with the references below.
Also, we plan to conduct a survey on
professional disrespect in an upcoming
newsletter this summer to learn more
about the scope of the problem. The survey
will be available for use as an internal
hospital survey to learn about the current
state of interpersonal respect and trust
among staff.

RReeffeerreenncceess::  
11)) Leape LL, Shore MF, Dienstag JL, et al.
Perspective: a culture of respect, part 1: the nature
and causes of disrespectful behavior by physicians.
Acad Med. [Epub ahead of print, May 22, 2012]
2012;87:1-8. http://journals.lww.com/academic
medicine/Abstract/publishahead/Perspective___A
_Culture_of_Respect,_Part_1___The.99620.aspx
22)) Leape LL, Shore MF, Dienstag JL, et al.
Perspective: a culture of respect, part 2: creating a cul-
ture of respect. [Epub ahead of print, May 22, 2012]
Acad Med. 2012;87:1-6. http://journals.lww.com/ aca-
demicmedicine/Abstract/publishahead/Perspective__
_A_Culture_of_Respect,_Part_2__.99622.aspx
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ISMP Cheers Awards
Nominations for this year’s ISMP Cheers
Awards are now being accepted through
September 14. The Cheers Awards honor
individuals, organizations, companies, and
agencies that have set a superlative standard
of excellence in the prevention of medication
errors during the previous year. For details,
please visit: www.ismp.org/Cheers.

ISMP webinars
On July 12, we will be presenting Patient
Information Matters: Reducing Harmful
Errors Associated with Weights and
Allergies. Please join ISMP as we describe
the unique challenges associated with
obtaining and using this valuable information
by discussing the analysis of actual medication
errors and strategies for error prevention.

On August 16, ISMP will present Exploring
Medication Safety Off the Beaten Path:
Unique Medication Safety Challenges in
Diagnostic and Procedural Areas. Take a
tour of diagnostic and procedural areas with
ISMP consulting staff to learn what unique
medication safety risks have been
uncovered “off the beaten path.” 

For details on both webinars, visit:
www.ismp.org/educational/webinars.asp.
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