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Abstract
Aim: Workplace incivility is a barrier to safe and high-quality patient care in nursing 
workplaces and more broadly in tertiary hospitals. The present study aims to system-
atically review the existing evidence to provide a comprehensive understanding of 
the prevalence of co-worker incivility experienced and witnessed by nurses and other 
healthcare professionals, the effects of incivility on patient safety culture (PSC) and 
patient outcomes, and the factors which mediate the relationship between incivility 
and patient safety.
Methods: A systematic review with narrative synthesis and meta-analysis was under-
taken to synthesize the data from 41 studies.
Data Sources: Databases searched included MEDLINE, PubMed, SCOPUS, CINAHL, 
PsycInfo, ProQuest, Emcare and Embase. Searches were conducted on 17 August 
2021 and repeated on 15 March 2023.
Results: The pooled prevalence of experienced incivility was 25.0%. The pooled prev-
alence of witnessed incivility was 30.1%. Workplace incivility was negatively associ-
ated with the PSC domains of teamwork, reporting patient safety events, organization 
learning/improvement, management support for safety, leadership, communication 
openness and communication about error. The composite pooled effect size of in-
civility on these domains of PSC was OR = 0.590, 95% CI [0.515, 0.676]. Workplace 
incivility was associated with a range of patient safety outcomes (PSOs) including 
near misses, adverse events, reduced procedural and diagnostic performance, medi-
cal error and mortality. State depletion, profession, psychological responses to incivil-
ity, information sharing, help seeking, workload and satisfaction with organizational 
communication were found to mediate the relationship between incivility and patient 
safety.
Conclusion: Experienced and witnessed incivility is prevalent in tertiary hospitals and 
has a deleterious effect on PSC and PSOs. A better understanding of the mechanisms 
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1  |  INTRODUCTION

Emerging as a discrete concept in the late 1990s, ‘workplace inci-
vility’ is defined as low intensity deviant behaviour with an ambigu-
ous intent to damage the target, which breaks the norms of mutual 
respect in the workplace (Andersson & Pearson, 1999). Uncivil be-
haviours are characteristically rude and discourteous, revealing a 
lack of respect towards others. Incivility is different from bullying. 
While both are negative interactions, bullying has a clear target, is 
repeated, and usually with an intent to harm, whereas incivility is 
characterized by its lower intensity, ambiguous intent to harm and 
violation of social norms (Cortina et  al.,  2022). Within the nurs-
ing profession, the nature of incivility includes wrongfully blaming 
others for own errors, gossiping, cursing at others, ignoring, yell-
ing, interrupting, or taking credit for someone else's work (Layne 
et al., 2019; Phillips et al., 2018). Each of these behaviours violate 
social norms of respect but may remain ambiguous in their target 
or intent, and may not be the repeated, high-impact behaviours 
characteristic of bullying. Despite its lower intensity and ambigu-
ous intent, workplace incivility causes substantial disruption to cli-
nician's well-being, organizational culture and patient care (Martin 
& Zadinsky, 2022).

Workplace incivility is commonly witnessed and experienced by 
healthcare professionals, including nurses. For example, Addison 
& Luparell (2014) reported that the prevalence rate among nurses 
in acute hospitals who witnessed incivility from other nurses with 
daily, weekly and monthly frequencies were 18%, 95% CI [0.10, 
0.30], 27%, 95% CI [0.17, 0.40] and 31% 95% CI [0.20, 0.44], respec-
tively. According to Rosenstein & O'Daniel (2006), daily and weekly 
incivility from peers was observed by 15% and 22% of surgeons, re-
spectively, and 8%, 22% and 26% by physicians on a daily, weekly 
and monthly basis, respectively. As indicated in the definition of in-
civility, workplace incivility is often difficult to detect and hard to 
address due to its characteristically ambiguous nature and lower 

intensity, which may result in its frequent occurrence in healthcare 
settings being underreported. However, incivility has a deleterious 
effect on patient safety culture (PSC) and outcomes.

Patient safety culture is defined as the product of individual 
and group values, attitudes, perceptions and patterns of behaviour 
that determine the commitment to, and the style and proficiency 
of, an organization's health and safety management (Halligan & 
Zecevic,  2011). PSC is an important component, and a valid pre-
dictor, of good clinical safety practices and quality improvements 
in patient safety outcomes (PSOs; Braithwaite et al., 2017; Hodgen 
et al., 2017). A reliable PSC measurement could assist wards, units, 
departments and hospitals in understanding and improving their 
culture of care (Hodgen et  al.,  2017). There are several PSC mea-
sures, including Hospital Survey on Patient Safety Culture survey 
(Sorra & Dyer, 2010), Safety, Communication, Operational Reliability 
and Engagement survey (Adair et  al.,  2022), Safety Attitudes 
Questionnaire (Sexton et  al.,  2006), Safety Climate Survey (Kho 
et  al.,  2005), Patient Safety Climate in Healthcare Organizations 
survey (Benzer et al., 2017), Modified Stanford Instrument (Singer 
et al., 2003) and the Manchester Patient Safety Framework (Parker 
et al., 2008). These measures cover different areas of PSC. Built upon 
the HSOPS Hospital Survey, the Australian Commission on Safety 
and Quality in Health Care (2021) developed the Australian Hospital 
Survey on Patient Safety Culture 2.0 (A-HSOPS 2.0). According to 
the A-HSOPS 2.0, PSC consists of nine domains: supervisor/man-
ager/clinical leader support for patient safety; teamwork; commu-
nication openness; reporting patient safety events; organizational 
learning for continuous improvement; communication about error; 
hospital management support for patient safety; response to error 
and handovers/information exchange (the Australian Commission 
on Safety and Quality in Health Care, 2021). The current systematic 
review employs the nine domains to measure PSC.

Extant literature provides empirical evidence for the negative 
correlation between workplace incivility and PSC. In a cross-sectional 

of this relationship will support the development of interventions aimed at reducing 
both incivility and patient harm.
Implications for the Profession and/or Patient Care Impact: This study quantifies 
the effect of incivility on PSC and outcomes. It provides support that interventions 
focusing on incivility are a valuable mechanism for improving patient care. It guides 
intervention design by highlighting which domains of PSC are most associated with 
incivility. It explores the profession-specific experiences of workplace incivility.
Reporting Method: This report adheres to PRISMA reporting guidelines.
Patient or Public Contribution: No patient or public contribution. The focus of this 
study is the nursing and healthcare workforce, therefore, patient or public involve-
ment not required.

K E Y WO RD S
adverse events, disruptive behaviour, incivility, patient safety culture, patient safety outcomes, 
quality of care
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survey of acute care nurses in Saudi Arabia exploring incivility and 
PSC, Alquwez (2022) reported that peer and supervisor incivilities 
predict 19.9% of the variance of the hospital-level PSC. Alquwez's 
study also reported that a point rise in ‘general incivility’ and ‘su-
pervisor incivility’ caused 0.24 and 0.26 point drops in the hospital-
level PSC scores, respectively. Higher levels of experienced and 
witnessed incivility are reported to be associated with lower scores 
in several individual domains of PSC, including communication about 
error (Haines et al., 2007), reduced communication openness (Doo 
et al., 2021), reduced reporting of safety events (Cho et al., 2020) 
and reduced teamwork quality (Keller et al., 2019).

Patient safety outcomes in hospitals include iatrogenic harms 
(or potential harms) and adverse events experienced by patients, 
such as hospital-acquired infections, falls resulting in patient harm 
in hospitals, unplanned readmissions following surgery, and other 
hospital-acquired complications (Eagar et al., 2013). Incivility is re-
ported to be associated with increased patient harm. For example, 
Laschinger  (2014) found that physician incivility had a significant 
effect on patient care quality and was strongly related to overall 
frequency of patient adverse events. Incivility is also reported to 
be positively associated with surgical complications (Cooper, 2019). 
Veltman (2007) reported that 53% of health professions had wit-
nessed near misses where incivility contributed, and 41.9% had wit-
nessed adverse events where incivility contributed.

Considering the impact of workplace incivility on PSC and PSO 
and the human and economic costs of lapses in patient safety, it 
is of significance to tackle workplace incivility in hospitals. Taking 
Australia as an example of the substantial human and economic costs 
of lapses in patient safety, in 2019 between 12% and 16.5% of total 
hospital activity and expenditure was the direct result of adverse 
events. Hospital-acquired complications were estimated to cost the 
public healthcare sector $4.1 billion, or 8.9% of total hospital ex-
penditure (Australian Commission on Safety and Quality in Health 
Care,  2019). Although there has been a proliferation of research 
about incivility in healthcare workplaces in the past two decades, 
a search of eight databases (Medline, PubMed, SCOPUS, CINAHL, 
PsycInfo, Proquest, Emcare and Embase) confirmed that while there 
is a systematic review and meta-analysis on incivility towards nurses 
(Shoorideh et al., 2021), no meta-analysis on the prevalence of inci-
vility in hospitals and effects of incivility on PSC and PSO have been 
published. There is also limited research into the mechanisms under-
lying the relationship between workplace incivility and PSC and PSO 
(e.g. moderating and mediating effects). The analysis of the mecha-
nisms and contributing factors through which incivility improves or 
decreases PSC and PSO will enhance the existing knowledge of this 
important relationship. Literature searches in preparation for this 
study found no systematic review on the mechanisms underlying the 
relationship between incivility and PSC and PSO.

Therefore, the current systematic review aims to build a knowl-
edge base relating to the prevalence of workplace incivility among 
healthcare professionals and the effects of incivility on PSC and 
PSO. The healthcare setting targeted in the current review is hos-
pitals, rather than other health workplaces such as primary care 

or aged care. This is because hospitals are characteristically large, 
complex organizations where clinical care is reliant on collabora-
tion between different professions, teams or units. This complex-
ity and requirement for collaboration means that incivility and 
other negative interactions are more likely to have an association 
with the safety and quality of care in hospital settings. The impor-
tance of communication in complex health systems is described in 
Complex Adaptive Healthcare Systems theories (Freedman, 2018). 
Considering that interdisciplinary collaboration plays a vital role in 
PSC and PSO in hospitals, the current systematic review does not 
narrowly focus on nurses, but all healthcare professionals. This 
focus will provide nurses with a more comprehensive understand-
ing of incivility in broader context, which is helpful in fostering a 
collaborative work environment, where all healthcare professionals 
work together to offer the best possible care for patients. While 
Shoorideh et  al.'s  (2021) systematic review includes incivility to-
wards nurses by patients and their families, this review focuses on 
interprofessional incivility among healthcare professionals towards 
one and other. This focus is established based on the earlier work of 
Guidroz et al. (2010) on source-specific impacts of incivility; that is, 
negative interactions of between professionals are more likely to re-
sult in incivility spirals and impact on patient safety, compared with 
incivility from patients and families.

To achieve the aim of the current study, four research questions 
(RQs) are proposed:

RQ1. What is the pooled prevalence of experi-
enced and witnessed incivility among healthcare 
professionals?

RQ2. What is the pooled effect size of workplace in-
civility on PSC?

RQ3. What is the pooled effect of workplace incivil-
ity on PSO?

RQ4. What mechanisms underpin the relationship 
between incivility and PSC and PSO?

2  | METHODS

2.1  | Design

A systematic review with narrative synthesis and meta-analysis was 
undertaken to synthesize the data from the included studies.

2.2  |  Inclusion and exclusion criteria

The inclusion criteria were empirical papers presenting qualitative 
and quantitative studies, published in English and in peer-reviewed 
journals, studying workplace incivility and its relationship with 
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4  |    FREEDMAN et al.

patient safety, with a study population involving health profession-
als in tertiary health settings.

Exclusion criteria are studies published in languages other than 
English, studies that do not report on original research (letters, ed-
itorials, conceptual articles), studies using data from shared data-
bases (for example, systematic reviews) to prevent data duplication 
and non-peer review studies (e.g. grey literature). No limitations on 
the timeframes of publication were applied. The subject of work-
place incivility receives equal treatment from qualitative and quan-
titative studies. To best capture the available data, all peer-reviewed 
research studies were included in the current review, with qualita-
tive studies feeding into the narrative synthesis.

For a study to be included in the meta-analysis the data must 
have reported on the same categories for each research question 
(for example, frequency or witnessed incivility, frequency of experi-
enced incivility, etc). Studies that met the inclusion criteria but could 
not be included in the meta-analysis were included in the narrative 
synthesis.

2.3  |  Information sources

Databases searched included MEDLINE, PubMed, SCOPUS, 
CINAHL, PsychInfo, ProQuest, Emcare and Embase. Reference lists 
of relevant studies were scanned during the full text review process 
to identify any relevant research not identified in the initial literature 
searches. The search was first conducted between 10 and 17 August 
2021 independently by the first two authors and repeated on 15 
March 2023 to include the new studies since the last search.

2.4  | Database search strategy

Medical Subject Headings (MeSH) terms and key words of incivil-
ity, harassment non-sexual, bullying, hostility, workplace violence, 
patient harm, patient safety, medical errors, malpractice, clinical 
competence, interprofessional relations, interdisciplinary com-
munication, physician-nurse relations, clinical governance, quality 

of health care, intersectoral collaboration, health personnel, hos-
pitals, tertiary health care were used. Table 1 presents the search 
strategy structured in line with the Cochrane PICO (Participant, 
Interventions or exposure, Comparisons, Outcomes) framework 
(Higgins et  al.,  2022). Key terms were connected using Boolean 
terms ‘AND’ or ‘OR’. The results of search in each database are pre-
sented in S1 of the Online Supplemental Materials. The researchers 
used Microsoft Excel and Endnote to assist with managing the litera-
ture search and findings.

2.5  |  Study selection

A blinded title and abstract screen was first completed independently 
by two authors (B.F. and W.L.), using the following codes: ‘yes’, ‘no’ or 
‘maybe’. Articles that were coded as “yes” or “no” by the two authors 
were included in or excluded from the second step of study selection, 
respectively. Articles coded as “maybe” or with divergence in coding 
were subject to discussion to achieve consensus (Li et al., 2021).

The second step of study selection was methodological ap-
praisal using a Mixed Methods Appraisal Tool (MMAT) Version 2018 
(Hong et al., 2018). Four authors (B.F., W.L., Z.L., N.B.) were inde-
pendently involved in the MMAT assessment. The MMAT contains 
seven methodology-specific quality appraisal questions applied to 
each study which are scored ‘yes = 1’ ‘no = 0’ or ‘can't tell = 0.5’. The 
quality of studies was assessed employing the inter-rater agreement 
measure of Fleiss' kappa (k) with k = .20, .40, .60 and .80 suggesting 
poor, fair, moderate, substantial and perfect agreements, respec-
tively (Fleiss, 1971). Studies with k ≤ .40 were discussed among the 
four reviewers until an agreement was reached for inclusion or ex-
clusion (Astridge et al., 2023; Fisher et al., 2023). No papers were 
excluded through the MMAT process.

2.6  | Data extraction

A standard data extract form was developed, including the items 
of (1) name of first author, year of publication, country, (2) sample 

TABLE  1 PICO search terms table.

PICO MESH and keyword search

Participants anatomist* OR anaesthetist* OR audiologist* OR “case manager*” OR “dental staff” OR dentist* OR doula* OR 
“emergency medical dispatcher*” OR epidemiologist* OR “health educator*” OR “health facility administrator*” OR 
“infection control practitioner*” OR “medical laboratory personnel” OR “medical staff” or nurse* or “nursing staff” 
or nutritionist* or “occupational therapist*” or optometrist* OR pharmacist* OR “physical therapist*” OR “physician 
executive*” OR physician* OR psychotherapist* OR “health personnel”) AND (Hospital OR “tertiary health care”).

Exposure incivility OR rude* OR “uncivil behaviour*” OR discourt* OR “uncivil behaviour*” OR bullying OR “workplace violence” 
OR harassment OR hostil*

Comparison NA

Outcome (“patient safet*” OR “patient harm” OR “patient safety culture” OR iatrogen* OR malpractice OR “clinical competence” 
OR “interprofessional relation*” OR “interdisciplinary communication*” OR “physician-nurse relation*” OR “medical 
etiquette” OR “adverse health care events” OR “clinical governance” OR “quality of health care” OR “intersectoral 
collaboration”
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    | 5FREEDMAN et al.

characteristics (number, age, gender, profession, practice setting) 
(3) study design, (4) prevalence of incivility, (5) measures used and 
(6) the relationship between incivility and PSC/practices/outcomes. 
Two authors (B.F. and W.L.) independently assessed the extracted 
findings using coding of ‘unequivocal’, ‘credible’, or ‘unsupported’ 
to evaluate the evidence for findings claimed in the articles. An 
Evaluation Agreement Index for each article was calculated using 
the equation = ((Nunequivocal+credible)/Nreviewers; Astridge et al., 2023; Li 
et  al.,  2021). The evaluation agreement indexes of the articles in-
cluded in data extract were higher than 0.80 and thus included for 
data synthesis.

2.7  | Data synthesis

Where narrative synthesis was employed, Popay et al.'s (2006) and 
Ryan's (2013) narrative synthesis guidelines were used. First, the A-
HSOPS 2.0 and PSO (including two domains: iatrogenic/potential 
harms and adverse events experienced by patients) were employed 
as the analytical frameworks to conduct the review. Second, an ini-
tial analysis of the data was carried out by interpreting the results 
of each included study. Third, guided the nine domains of PSC and 
two domains of PSO, a preliminary synthesis of findings of included 
studies was developed. The findings from each study were then 
grouped by the domains of PSC and PSO for both the research ques-
tions relating to prevalence and effect size. Fourth, to address RQ4, 
moderating and mediating variables in the relationship between PSC 
and PSO were extracted.

Comprehensive Meta-Analysis V3 software was used for the 
meta-analysis. For studies reporting multiple effect sizes that were 
non-independent (e.g. the effects of incivility were investigated by 
several sources of the incivility in a single study), if an overall ef-
fect size was available, the overall effect size was used (Fisher 
et al., 2023). If it was not available, a two-level meta-analysis was 
employed (Astridge et  al.,  2023): First, the fixed effect model a 
meta-analysis was used to synthesize the multiple effect sizes in a 
single study to one synthetic effect size for the study. The results of 
this first level analysis are presented in S2, S3 and S4 in the Online 
Supplemental Materials. Second, this synthetic effect size was used 
in the main meta-analysis where the random-effects model was 
employed, to yield the overall pooled effect size across all included 
studies (Hedges, 2019).

The pooled effect size was reported using odds ratio. In the mod-
elling of the pooled effect size, different types of effect sizes were 
entered in the modelling, which were odds ratio (OR), log odds ratio 
(log OR), chi-squared for 2 × 2 (χ2) and Pearson correlation coefficient 
(r). Meta-analysis on PSC was conducted using multiple outcome 
analysis that generated a composite pooled effect size for overall PSC 
and individual effect sizes for each of the nine domains of PSC.

Adopting the approach of Borenstein (2019), heterogeneity was 
evaluated using I squared (I2). The cut-off I2 of 25, 50 and over 75 

respond to low, medium and high heterogeneity. The Egger's regres-
sion test was performed to detect publication bias. Significant p val-
ues indicate publication bias was detected. Publication bias occurs 
when studies with statistically non-significant results are biased the 
decision to publish the studies (Borenstein, 2019). Because signifi-
cance is not tested in prevalence studies, publication bias analysis 
was not performed.

2.8  | Assessing risk of bias in included studies

The assessment of the risk of bias and applicability in the 
Prediction Model Study Risk of Bias Assessment Tool (PROBAST; 
Wolff et al., 2019) was used to assess the risk of bias of each in-
cluded study. In PROBAST, four domains (participants, predictors, 
outcome and analysis) are employed to examine where bias is de-
tected, and concerns are raised. The risk of bias is assessed by 
the item of ‘risk of bias introduced by selection of participants/
predictors or their assessment/the outcome or its determination/
the analysis’. The first three domains (participants, predictors, 
outcome) include an item of concerns: ‘Concern that the included 
participants and setting do not match the review question/that 
the definition, assessment or timing of predictors in the model do 
not match the review question/that the outcome, its definition, 
timing or determination do not match the review question’. The 
overall judgement of risk of bias is also included in PROBAST. The 
levels of risk of bias were rated as low, high, or unclear. BF and 
WL independently rated the levels of risk of bias. The levels of 
risk of biases of all included articles were rated as low by the two 
raters across four domains and in the overall judgement. The re-
sults of the PROBAST rating are presented in S5 of the Online 
Supplemental Materials.

3  |  RESULTS

The current review is registered in PROSPERO (CRD42021289349). 
Figure  1 presents the PRISMA flow diagram that mapped out 
the number of records identified, included, and excluded, and 
the reasons for exclusions in each step of this review (Page 
et al., 2021). A total of 41 studies, including 37 quantitative and 
four qualitative studies, were included in the systematic review 
and meta-analysis.

Of the 41 studies, 21 were conducted in the USA, five in Canada, 
three in Israel and two each in Switzerland, Saudi Arabia. There was 
one study from each of Japan, Egypt, Costa Rica, United Kingdom, 
Brazil, Singapore and South Korea. The sample size of the individual 
studies varied (n = 6–4530), with 16,199 total participants including 
at least 11,123 nursing participants. Nurses were predominant par-
ticipants in 34 of the 41 studies. Table 2 presents a summary of the 
included studies.
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6  |    FREEDMAN et al.

3.1  |  The analysis of RQ1: 
Prevalence of experienced and witnessed incivility 
among healthcare professionals

3.1.1  |  Prevalence of witnessed incivility

Of the 41 included studies, six reported prevalence of healthcare 
professionals witnessing workplace incivility with a range from 0.8% 
to 60% (Addison & Luparell,  2014; Lim et  al.,  2022; Rosenstein & 
O'Daniel, 2005, 2008; Veltman, 2007; Wilson & Phelps, 2013). The 
results of meta-analysis suggested a pooled prevalence of witnessed 
incivility being 30.1%, 95% CI [0.236, 0.375] (see Figure  2). The 
heterogeneity test showed that the prevalence of incivility varied 
substantially with I2 = 88.69. Due to the high level of heterogeneity, 
meta-regression was warranted to investigate moderators that might 

contribute to the differences in the observed prevalence. Moderators 
of, sample size, publishing year, participant type, incivility source and 
incivility frequency were entered into the meta-regression models. 
The results showed that the factors of sample size (Q = 0.00, df = 1, 
p = .961), publishing year (Q = 1.80, df = 1, p = .179) and participant 
type (Q = 1.72, df = 1, p = .190) were not predictive for the differences 
in the observed prevalence of witnessed incivility.

A post-hoc analysis of prevalence of witnessed incivility was 
conducted using comparison analysis by its frequency and source. 
The results indicated that the prevalence of nurses witnessing was 
35.4% (95% CI [0.228, 0.503]). The prevalence of witnessed incivil-
ity by its sources of physicians, nurses, ‘not specified’ source and 
surgeons was 32.5% (95% CI [0.209, 0.468]), 23.2% (95% CI [0.153, 
0.336]), 22.4% (95% CI [0.135, 0.346]) and 18.3% (95% CI [0.063, 
0.425]), respectively.

F IGURE  1 PRISMA flowchart.

Records screened 
(n = 1119) 

Records identified from: 
Databases  (n = 2553) 
 CINAHL  (n = 267) 
 Embase  (n = 212) 
 Emcare  (n = 188) 
 Medline  (n = 356) 
 Proquest  (n = 199) 
 PsycInfo  (n = 501) 
 Pubmed  (n = 477) 
 Scopus  (n = 433) 

Records removed before 
screening: 

Duplicate records removed (n 
= 1434) 
Records marked as ineligible 
by automation tools (n = 0) 
Records removed for other 
reasons (n = 0) 

Records excluded 
(n = 1050) 
Reasons for exclusion: 
Not original research (n = 309) 
Physical violence (n = 131) 
Not health staff population (n = 129) 
Not patient safety (n = 189) 
Not incivility (n = 293) 

Reports sought for retrieval 

(n = 69) 

Reports not retrieved. 
(n = 2) 
No English trans (n  = 1) 
Retracted/unpublished (n = 1) 

Reports assessed for eligibility 

(n = 67) Reports excluded: 
Physical violence / bullying (n 
= 22) 
Not original research (n = 4) 

Studies included in systematic 
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14  |    FREEDMAN et al.

3.1.2  |  Prevalence of experienced incivility

Of the 41 included studies, nine reported prevalence of experi-
enced workplace incivility, ranging from 7% to 76.4% (Addison & 
Luparell, 2014; Cho et al., 2020; Dabekaussen et al., 2023; Haines 
et al., 2007; Laschinger, 2014; Purpora et al., 2015; Riskin et al., 2019; 
Walrath et  al., 2013; Yokoyama et  al.,  2016). The results of meta-
analysis suggested a pooled prevalence of experienced incivility was 
25.0% (95% CI [0.144, 0.397]), see Figure 3.

The heterogeneous test showed that the prevalence of expe-
rienced incivility varies substantially with I2 = 98.77. Moderators 
of sample size, publishing year and country were entered into the 
meta-regression models. The results showed that the factors of sam-
ple size (Q = 0.75, df = 1, p = .385), publishing year (Q = 0.22, df = 1, 
p = .641) were not predictive for the differences in the observed 
prevalence, while country (Q = 6.63, df = 3, p = .0848) was predictive 
for the differences in the observed prevalence in different countries.

A post-hoc analysis of prevalence of experienced incivility was 
conducted using comparison analysis on prevalence of incivility by 
its frequency and source. The results indicated that the prevalence 
of nurses experiencing was 24.7% (95% CI [0.111, 0.463]). The prev-
alence of experienced incivility by its sources of co-worker, physi-
cian, supervisor, nurse, ‘not specified’ source and other employee 
were 34% (95% CI [0.060, 0.806]), 30.5% (95% CI [0.105, 0.621]), 
25.5% (95% CI [0.041, 0.734]), 25.1% (95% CI [0.057, 0.651]) and 
12.3% (95% CI [0.068, 0.212]) and 10.6% (95% CI [0.021, 0.392]), 
respectively.

3.2  |  The analysis of RQ2: Effect of incivility on 
patient safety culture

Of the 41 studies included, 10 reported the effects of experi-
enced or witnessed incivility on one or more of the domains of 
patient safety culture (Cho et al., 2020; Doo & Kim, 2020; Haines 
et al., 2007; Kaiser et al., 2017; Keller et al., 2019; Laschinger, 2014; 
Laschinger & Read, 2016; Purpora et al., 2012; Riskin et al., 2017; 
Yokoyama et al., 2016). Experienced and witnessed incivilities were 
not separated in the analysis many of the studies that looked at in-
dividual domains of PSC did not distinguish between witnessed or 
experienced incivility. The composite pooled effect size of experi-
enced or witnessed incivility on PSC was OR = 0.590, 95% CI [0.515, 
0.676], p < .001, meaning that the participants who experienced 
or witnessed incivility had a reduction of 41% in the odds of main-
taining PSC compared to those who did not. Specifically to the in-
dividual domains of PSC, the pooled effect sizes of experienced or 
witnessed incivility on teamwork, reporting patient safety events, 
organization learning/improvement, management support for 
safety, supervisor/manager/clinical leader support for safety, com-
munication openness, communication about error were OR = 0.250 
(95% CI [0.054, 1.169], p = .078), OR = 0.590 (95% CI [0.458, 0.761], 
p < .001), OR = 0.809 (95% CI [0.652, 1.002], p = .053), OR = 0.387 
(95% CI [0.171, 0.876] p = .023), OR = 0.417 (95%CI [0.302, 0.574], 
p < .001), OR = 0.330 (95% CI [0.178, 0.611] p < .001) and OR = 0.441 
(95%CI [0.251, 0.774], p = .004), respectively. That is, people who 
experienced or witnessed incivility had a 75%, 41%, 19.1%, 61.3%, 

F IGURE  2 Pooled prevalence of 
witnessed incivility.

F IGURE  3 Pooled prevalence of 
experienced incivility.
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    | 15FREEDMAN et al.

58.3%, 67%, 55.9% decrease in the odds of maintaining teamwork, 
reporting patient safety events, organization learning/improvement, 
management support for safety, leadership, communication open-
ness, communication, respectively, compared to those who did not. 
Figure 4 presents the forest plot of the results. The heterogeneity 
indicator I2 = 85.81% (p <. 001) indicated that heterogeneity was 
substantial. The Egger's test (intercept = −2.290, t = 1.636, df = 15, 
p = .122) suggested that publication bias was not detected.

Due to the substantial heterogeneity, a meta-regression was per-
formed. Moderators of sample size, publishing year and country were 
entered into the meta-regression models. The results showed that 
sample size (Q = 13.99, df = 1, p < .001) was predictive for the hetero-
geneity, while publishing year (Q = 3.74, df = 1, p = .053) and country 
(Q = 10.66, df = 5, p = .056) were not predictive for the heterogeneity.

3.3  |  The analysis of RQ3: Effect of incivility 
on PSOs

Due to limited data, a meta-analysis was not conducted to analyse 
RQ3. Instead, a narrative synthesis was used. After extracting the 
data, outcomes were mapped against adverse events, patient safety 
risk, specific events, clinical performance and mortality.

Eight studies found that clinicians reported that they had wit-
nessed adverse events where incivility had contributed, although 
these studies did not describe the specific types of incidents wit-
nessed (Addison & Luparell,  2014; McPherson & Buxton,  2019; 
Patton,  2020; Rosenstein & Naylor,  2012; Rosenstein & 
O'Daniel, 2005, 2008; Veltman, 2007; Walrath et al., 2013). Seven 

studies reported that higher rates of incivility were associated with 
higher staff-rated patient safety risk that was related to the likeli-
hood that an adverse event might occur (Addison & Luparell, 2014; 
Cho et al., 2020; Heslin et al., 2019; Purpora et al., 2015; Rosenstein 
& Naylor,  2012; Rosenstein & O'Daniel,  2005, 2008). Three stud-
ies reported that incivility is associated with the increase of specific 
types of near misses and adverse events, including medication errors 
(Riskin et al., 2019), nosocomial infection, falls (Laschinger, 2014) and 
post-operative complications (Cooper et al., 2019).

Two studies reported that incivility is associated with reduced 
procedural and diagnostic clinical performance (Katz et  al.,  2019; 
Riskin et al., 2017), while one study found no consistent effect on 
clinical performance (Johnson et  al.,  2020). Five studies reported 
that health practitioners perceived that incivility was positively 
associated with mortality. The range of staff reporting the associa-
tion between incivility and mortality was between 12.3% and 28% 
(Addison & Luparell, 2014; Rosenstein & Naylor, 2012; Rosenstein & 
O'Daniel, 2005, 2008).

3.4  |  The analysis of RQ4: What mechanisms 
underpin the relationship between incivility and 
PSC and PSO?

Due to limited data, a meta-analysis was not conducted to analyse 
RQ4. Instead, a narrative synthesis was used.

Mediating effects underlying the relationship between incivility 
and patient safety were explored in five studies (Keller et  al., 2019; 
Riskin et al., 2017, 2019; Wright & Khatri, 2015). State depletion (the 

F IGURE  4 Pooled effect of incivility on domains of patient safety culture.
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16  |    FREEDMAN et al.

exhaustion of mental energy for reflective behaviour) and psycho-
logical responses were found to mediate the negative association 
between incivility, medication protocol compliance and team informa-
tion sharing (Riskin et al., 2019; Wright & Khatri, 2015). Information 
sharing was found mediates the negative association between incivility 
and diagnostic performance, while help-seeking mediates the effect 
of incivility on procedural performance in a high-fidelity simulation 
(Katz,et al., 2019; Keller et al., 2019; Riskin et al., 2017).

4  | DISCUSSION

The systematic review and meta-analysis on the prevalence of work-
place incivility among healthcare professionals and the effects of 
incivility on PSC and PSO resulted in 41 studies with a combined 
sample size of 16,199 participants included in the analysis, including 
at least 11,123 nurses.

The analysis of RQ1 indicates that nearly one-fourth (24.2%) of clini-
cians in hospitals experienced workplace incivility with a range between 
12.7% and 41.3%, while nearly one-third (29.2%) witnessed incivility 
ranging between 20.2% and 40%. Nearly four out of 10 (35.4%) and 
one- fourth (24.7%) nurses witnessed and experienced incivility, respec-
tively. The prevalence rates of experienced incivility in general health-
care professional and nurses are lower than the prevalence of incivility 
towards nurses estimated in a recent systematic review, which was to 
be 55.1%, 95% CI [48.05, 62.06] (Shoorideh et al., 2021). The discrep-
ancies are likely to be caused by the sources of incivility in hospitals. 
Shoorideh et al. (2021) included studies reporting patient-instigated in-
civility, including from emergency department and psychiatric settings 
where there is a high prevalence of patient-related disruptive behaviour. 
The current review focuses specifically on interprofessional incivility, 
where patient-instigated incivility was not included.

While the findings support that the most common sources of in-
civility (witnessed and experienced) were by physicians, supervisors 
and co-workers. Nurses were perpetrators of incivility in nearly one-
fourth of the witnessed (23.2%) and experienced (25.1%) incivility. 
The physicians and supervisors being the most common sources of 
incivility may reflect organizational hierarchies that are prominent in 
hospitals, where differences in organizational and professional sta-
tus are relevant to the patterns of communication and interpretation 
of verbal messages (Porath & Pearson, 2010). Whatever the mech-
anism, the prevalent experience of physician-instigated incivility in 
interdisciplinary teams points to the important role of authority gra-
dient in the experience of incivility, again indicating an area for fur-
ther research and potential intervention. The analysis of the rates of 
nurse-instigated incivility is also concerning. These findings support 
earlier research by Guidroz et al. (2010) that incivilities experienced 
by nurses instigated by other nurses may be underreported as the 
behaviour may be rationalized or empathized because of perceived 
similarity with peers. Further, the experience of incivility form within 
the same professional group may lead to different consequences, 
such as social isolation, fear or anxiety, compared with incivility from 
a different professional group.

The analysis of RQ2 indicates that experienced or witnessed in-
civility was associated with 41% reduced odds of maintaining PSC. 
Of the seven PSC domains reported, while higher incivility was as-
sociated to the reduction of PSC in all seven domains, the two most 
substantially associated with incivility were teamwork and commu-
nication openness, with 75% and 67% reduced odds, respectively. 
The findings in the current study are consistent with findings in a 
recent systematic review predictors and triggers of incivility within 
healthcare teams, which found that communication issues are pre-
dictors of higher incivility levels within healthcare teams (Keller 
et al., 2020). Ineffective communication in healthcare, and the un-
derlying substandard teamwork processes have been identified as 
a public health issue and a significant cause of preventable patient 
harm (Rosen et al., 2018). The impact of incivility on these domains 
relates to patient safety because the delivery of healthcare is highly 
multidisciplinary and interdependent. The current findings suggest 
that the knowledge and skills to respond constructively to incivility, 
to maintain interprofessional teamwork and communication, should 
be included be included in the interventions aiming to improve PSC.

The analysis of RQ3 indicates that incivility is associated with de-
crease of PSOs, including increases of near misses, adverse events, 
mortality and reduced procedural and diagnostic performance. The 
current findings are consistent with findings in Phillips et al.'s (2018) 
integrative review on systems thinking and incivility in nursing prac-
tice, which reported that incivility often interrupts safe healthcare 
and leads to patient-related errors and negative PSOs. Our findings 
also reflect the findings in a recent systematic review on the impact 
of interprofessional incivility on medical performance, service and 
patient care, which found that higher levels of incivility are asso-
ciated with lower levels of medical team performance. In relation 
to patient care, incivility positively correlated with complications, 
medical errors and mortality (Lewis, 2023). As suggested by Pattani 
et al. (2018), poorer PSOs may be a result from decreased PSC caused 
by incivility, including the lack of consultation between colleagues, 
ineffective communication and poor collaboration and teamwork.

The analysis of RQ4 found the mediating effects of state deple-
tion, psychological responses, information sharing and help-seeking 
on the relationships between incivility and several domains/aspects 
of PSC and PSO. The mediating effects are manifested through the 
pathways with multilevel factors, including the individual (state de-
pletion, psychological responses, help-seeking), team level (team-
work quality, information sharing, urgent competing responsibilities) 
and organizational (unclear hospital policies, organizational com-
munication satisfaction). Notably, there were no studies exploring 
communication style and conflict handling style as mediators or 
moderators in the relationship between incivility and patient safety. 
These factors have been explored in non-healthcare literature and 
are relevant to contemporary understandings of incivility (Cortina 
et al., 2022).

This study has several limitations. Firstly, because only studies 
that explored both incivility and patient safety were included, the 
findings of prevalence meta-analysis were not informed by studies 
that looked only at incivility. Secondly, although several robustly 
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designed studies investigated the effect of incivility on PSOs, a 
meta-analysis was not performed due to limited available data. 
Thirdly, most included studies used self-reported PSOs rather than 
objective, clinical sources such as incident reporting system re-
cords. Self-reported PSOs may introduce response bias in the data. 
Fourthly, the heterogeneity analyses showed substantial differences 
in the prevalence of witnessed and experienced incivility, and the 
effect sizes of incivility on PSC among the studies included in the 
meta-analysis. The results indicate that both prevalence and the 
effect sizes vary significantly across the studies (Borenstein, 2019). 
Consequently, the generalization of the current results needs to be 
cautious. Finally, this systematic review included both qualitative 
and quantitative studies. Combining methods in a single system-
atic review (for example, studies with large sample sizes vs very 
small samples) can lead to a risk of distortion of results and thus to 
misrepresentations.

4.1  |  Implications for policy and practice

There are three key implications of this study for practice and theo-
retical understanding of incivility for nurses and health services. 
Firstly, by establishing the effect of incivility on patient safety 
culture and outcomes, it demonstrates that interventions focusing 
on incivility are a valuable mechanism for improving patient care. 
Secondly, it guides the design of interventions by highlighting which 
domains of patient safety culture are most associated with incivil-
ity. In addition to guiding intervention design, this study supports 
an important direction for future research, in exploring the factors 
which mediate the relationship between workplace incivility and 
patient safety. Thirdly, the finding that some nurses were perpe-
trators of incivility provides a theoretical challenge to the model 
of workplace incivility across health systems, proposed by Phillips 
et al. (2018), which suggests that nurses are the core target of inci-
vility within the broader context of healthcare system. The model 
also suggests that within the context of incivility, patients and fam-
ily members often target the nurse. However, our study indicates 
that some nurses are the sources of interprofessional incivility in 
hospitals.

5  |  CONCLUSION

This meta-analysis and systematic review found that incivility, both 
witnessed and experienced, is prevalent in healthcare settings and 
has a negative effect on patient safety culture and outcomes. This 
review highlights a gap in the existing literature about the mecha-
nisms of this relationship, in particular a lack of existing knowledge 
on how interpersonal factors such as conflict handling style, psy-
chological resilience and self-efficacy, mediate the relationship be-
tween workplace incivility and patient safety. This is an important 
direction for future research, now that the association between in-
civility and safety has been established, as an understanding of the 

mechanisms of this relationship will guide the development of effec-
tive interventions.
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