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INTRODUCTION

WHAT IS DISRUPTIVE BEHAVIOR?

The professional behavior of physicians
and medical students has received and continues to be a focus of increasing attention
from medical school educators, the general
community of medicine, and society at large.
Most healthcare institutions, state medical
licensing boards, and state medical societies
have policies and procedures in place for
identifying, treating, and monitoring distressed professionals. In addition, the Joint
Commission on Accreditation of Healthcare
Organizations (JCAHO) recently developed a
new standard on disruptive behavior. The
new disruptive behavior standard, LD 3.15, is
contained within the proposed new “Culture
of Safety” section of the chapter on leadership. The new standard links behavior to
safety. Personal interactions are a critical part
of a culture of safety and quality, and the proposed Joint Commission standards ask leaders to set expectations for behavior among
those who work in the organization. Because
safety and quality thrive in an environment
that supports teamwork and mutual respect,
the standard calls for leaders to impose
expectations on everyone, regardless of their
position.1
The increased focus on disruptive professional behaviors is due in part to the significant consequences that can result from
these behaviors. These outcomes include:
impaired physician personal well-being, loss
of professional stature, threatened positive
patient care outcomes, an unhealthy working
environment for the healthcare team, and
specifically negative effects on nursing retention.2 This paper reviews disruptive professional behaviors.

The American Medical Association
(AMA) defines disruptive behavior as “a style
of interaction with physicians, hospital personnel, patients, family members, and others
that interferes with patient care…”2 Some
examples of disruptive behavior are: sexual
harassment, racial or ethnic slurs, intimidation, abusive language, persistent lateness in
responding to calls, intimidating or threatening physical contact, public derogatory comments about other staff or quality of care,
inappropriate medical record entries and
inadequate documentation.3,4
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INCIDENCE
The estimated prevalence of disruptive
behavior in the United States for physicians is
five percent. The most recent data published
by the American College of Physician
Executives shows more than 95 percent of
physician executives surveyed (n=1,627)
reported they encountered disruptive behavior regularly.4,5,6

CONSEQUENCES
Significant consequences exist because
of disruptive behaviors. These include detrimental effects on physician well-being and
professional stature, patient care outcomes,
the working environment for the healthcare
team, and nursing retention.7,8,9
The nursing shortage has become one of
the most pressing concerns for hospitals
nationwide. Various reasons for the shortage
have been cited. Findings of several studies
have suggested a relationship between workplace stress and nurses’ morale, job satisfaction, commitment to the organization and
finally an intention to quit. Dr. Greenfield

TENNESSEE MEDICINE / NOVEMBER 2007

with the American Surgical Association stated
that as many as two thirds of nurses say
they’ve been abused by physicians at least
once every two to three months. This is supported by the nursing literature.10
Other factors associated with disruptive
behaviors in healthcare settings include services being reduced or canceled and
increased medical errors. Thus, patient satisfaction, quality of care and patient safety are
compromised.10 In fact, a recent study
showed support for ICU staff nurse-physician
collaboration as a variable associated with
favorable ICU patient outcomes. In other
studies, collaboration among healthcare
providers in patient-transfer situations has
reduced patient or family problems.11
The association of disciplinary action
against practicing physicians and previous
unprofessional behaviors has been reviewed
as well. One study found physicians who were
disciplined by state medical licensing boards
were three times as likely to have displayed
unprofessional behavior in medical school as
the control students.12 Another study by the
University of California found students in
medical school who received comments
about unprofessional behavior were more
than twice as likely to be disciplined by the
Medical Board of California when they
become practicing physicians. Most actions
taken against physicians are for deficiencies
in professional behavior rather than incompetence. In this study, negligence was included.13

STRATEGIES FOR ADDRESSING
DISRUPTIVE BEHAVIOR
There are many ways to address physician disruptive behaviors and among them is
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to promote a work environment that emphasizes a culture of safety. A safety culture is one
that does not value hierarchy and not only
encourages but promotes individuals to
speak up in the face of imminent danger.
Striving for better nurse-physician relationships is advocating for a healthy work environment for all individuals in the workplace
and ultimately results in a more positive
experience and outcome for patients. This in
turn enhances nursing retention. The leadership team at the highest levels of an organization needs to internalize these values and
demonstrate its commitment in clearly visible
and strategic ways. This commitment must
include creating a culture in which respect
and integrity are valued, disruptive behavior
is not tolerated, and the reporting milieu is
non-punitive.9,14,15
Strategies for addressing disruptive
behavior in the workplace include:
• Perform organizational self-assessment.
• Increase staff recognition of the nature
and severity of the issue.
• Create a non-threatening environment
in which important issues can be openly discussed.
• Provide appropriate classes to support
mutual respect among colleagues and
the benefits of collaboration.9,14,15
Strategic approaches also include setting
measurable goals for improvement. For
example, every individual should have a part
of his or her compensation attached to a
dimension of the organization’s strategic
goals. The use of metrics may be used to
monitor progress toward such a goal.15 As
part of this process, organizations must
develop an equitable process for evaluating
and intervening in staff grievances. A well
articulated code of behavior that is applied
uniformly to all members of the organization
is essential. The organization must also formulate an effective disruptive behavior policy
to confront those individuals who continue to
be abusers of the system and fail to improve
after education and brief counseling.2,9

The causes of disruptive behavior are not
idiosyncratic and do not arise overnight.
Rather, they are gradual in development.
Common causes of disruptive behavior are
medical problems, sleep deprivation/fatigue,
adjustment disorder and, lastly, personality
disorders/traits which characteristically are
enduring. The physician with disruptive
behavior is often a highly-skilled clinician;
nonetheless, their self-assessment often goes
beyond authenticity. Typically the physician
with disruptive behavior is unaware of their
effect on others. When disruptive behavior
persists despite policies in place, education,
and brief counseling within the organization,
then it is time for referral to specialized programs designed to further address this
behavior.
In the State of Tennessee, The Physicians
Health Program (PHP; Medical Director Dr.
Roland W. Gray), and The Program for
Distressed Physicians at Vanderbilt address
these problems. Their role in these cases is
to serve primarily as a consultant about

resources available for assessment and therapy for these physicians. For these doctors to
change their behavior, the hospitals have to
be the disciplinary arm. It is important to
turn this experience from disciplinary to
rehabilitative.
The PHP has a long history of expertise
in this area and is well equipped to work with
disruptive physicians to teach them to deal
with the stresses and/or issues that lie
beneath their troubling behavior. The
Program for Distressed Physicians at
Vanderbilt was organized in 2005. The vision
and mission of this program is for all physicians with disruptive behavior in the United
States to be afforded an opportunity to learn
new behavioral skills to empower them to
function properly in an increasingly complex
and changing healthcare environment,
authenticate specific behavioral changes, and
maintain their stature and professional privileges.16
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CONCLUSION
The distressed physician is well-known
in many healthcare settings. However, their
behaviors can have serious effects on patient
care, staff relations and physicians’ personal
and professional future. Addressing the issue
of disruptive behavior in a positive, strengthbased manner that has the potential for significant, personal, collegial and community
benefits may prevent untoward outcomes. I
References:
1. Massachusetts Medical Society: Proposed
JCAHO Standard Addresses Disruptive Behavior. MMS
Vital
Signs,
April
2007.
Available
at
http://www.massmed.org. Accessed Jul 16, 2007.
2. AMA Code of Ethics: E-9.045 Physicians with
Disruptive Behavior. December 2000. Available at
http://www.ama-assn.org/ama/pub/category/8533.html.
Accessed Jul 16, 2007.
3. Wilkerson M: Disruptive physician metamorphosis. North Carolina Physician Health Program, 2001.
4. Wilheml KA, Lapsley H: Disruptive doctors:
unprofessional interpersonal behavior in doctors. Med
J Aust 173(2):384, 2000.
5. Weber DO: Poll results: Doctors’ disruptive
behavior disturbs physician leaders. Phys Exec 30(4):614, 2004.

6. Donaldson LJ: Doctors with problems in an NHS
workforce. BMJ 308:1277-1282, 1994.
7. Piper L: Addressing the phenomenon of disruptive physician behavior. Heal Car Mgr 22(4):335-339,
2003.
8. Murff HJ, France DJ, et al: Relationship between
patient complaints and surgical complications. Qual Saf
Heal Car 15(1):13-16, 2006.
9. Rosenstein A, O’Daniel M: Original research:
Disruptive behavior and Clinical Outcomes: Perceptions
of nurses and physicians: Nurses, physicians, and
administrators say that clinicians’ disruptive behavior
has negative effects on clinical outcomes. Am J Nurs
105(1):54-64, Jan 2005.
10. Rosenstein A: Nurse-physician Relationships:
Impact on Nurse Satisfaction and Retention. Am J Nurs
102(6):26-34, Jun 2002.
11. Baggs J, Schmitt M, et al: Association between
nurse-physician collaboration and patient outcomes in
three intensive care units. Crit Car Med 27(9):19911998, Sep 1999.
12. Papadakis M, Teherani A, et al: Disciplinary
Action by Medical Boards and Prior Behavior in
Medical School. N Engl J Med 353(25):2673-2682, Dec
22, 2005.
13. Papadakis M, Hodgson C, et al: Unprofessional
Behavior in Medical School is Associated with
Subsequent Disciplinary Action by a State Medical
Board. Acad Med 79 (3):244-249, Mar 2004.
14. Greene J: No abuse zone. Hosp Heal Ntwks,
Mar 2002.

15. Smith A: Partners at the Bedside: The
Importance of Nurse-Physician Relationships. Nurs
Econ 22(3):163-164, May/Jun 2004.
16. Vanderbilt Medical Center Center for
Professional Health: The Program for Distressed
Physicians: CME Course Overview. Available at
http://www.mc.vanderbilt.edu. Accessed Jul 16, 2007.

Dr. Samenow is co-chief resident with
the Department of Psychiatry, Vanderbilt
University Medical Center; Dr Spickard is
professor of medicine and psychiatry and
Chancellor’s Chair in Medicine at the
Vanderbilt University School of Medicine,
and medical director for the Vanderbilt
Center for Professional Health; Mr.
Swiggart is training director with the
Vanderbilt Center for Professional Health;
Dr. Regan is chief of TVHS Mental Health
Care Line and associate clinical professor
of Psychiatry, Vanderbilt University School
of Medicine; and Ms. Barrett is with
Mental Health Care Line, TVHS.
From the TVHS Mental Health Care
Line and Vanderbilt Medical Center.

Spoken Spanish for the
Medical Professional
Learn to communicate with your
Spanish-speaking patients.
UT’s new online course is designed exclusively for medical professionals
who need to communicate directly with a patient (or family) about injury,
disease, and treatments.

Course fee: $295

includes all instruction via the web, tutoring
from the instructor, customized workbook
with written exercises, and audio files
Group Discount: Save 20% off each
enrollment when enrolling 3 or more!

Distance Education and Independent Study

Enroll online at www.anywhere.tennessee.edu or call (800) 670-8657
40

TENNESSEE MEDICINE / NOVEMBER 2007

