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Abstract

Disruptive behaviors in health care can have a profound effect on staff relation-
ships that can lead to impaired communication, reduced information transfer,
and dysfunctional team collaboration that can negatively impact patient care.
Recognizing what disruptive behavior is and what it can do is the first step in
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enabling organizations to develop appropriate programs and effective strategies
to reduce its occurrence. Disruptive behaviors occur across all disciplines, but
when physicians are involved, by virtue of their role as captain of the ship, it can
set off a chain of events that seriously compromises process and flow. By gaining
a better understanding of the forces shaping physician attitudes and behaviors,
organizations can then provide the necessary assistance and resource support to
enhance behavioral adjustments. The ultimate goal is to not only reduce the inci-
dence of disruptive events, but to also improve overall staff relationships, care
efficiency, and instill a positive work atmosphere that increases staff morale,
physician engagement, and overall satisfaction.

3.1 Introduction

Physicians spend years of training and dedication developing their skills to provide
excellent care to their patients. Most of their training focused on improving their
knowledge and technical competencies in an effort to master their craft. Until recently,
little attention has been paid to improving their interpersonal skills which are neces-
sary for effective leadership, communication efficiency, and team collaboration. Most
of the time physicians provide services in a professional manner leading to successful
outcomes of care. However, for a variety of different reasons, there are other times
when physicians act unprofessionally to the point where it becomes disruptive to staff
relationships and can compromise patient safety and quality of care (Rosenstein and
O’Daniel 2008; The Joint Commission 2008; Dang et al. 2016). Despite the fact that
this is such a significant issue, many organizations still struggle to address disruptive
behavior in an effective manner (Rosenstein 2015a). Reducing the incidence of dis-
ruptive behaviors will require a multistep approach that includes a combination of
education, training, intervention, counseling, and resource support to enhance com-
pliance with expected professional behavioral standards (Rosenstein 2015b).

3.2 Definition

The first step in the process is to raise awareness of what disruptive behavior is. The
term disruptive behavior was originally used to describe any inappropriate behavior,
confrontation, or conflict ranging from verbal abuse to physical or sexual harass-
ment that can potentially negatively impact patient care (Rosenstein and O’Daniel
2008). The types of offensive behaviors described in this category include yelling;
abusive language; condescending, berating, or disrespectful behaviors; overt bully-
ing; or intimidation. Direct physical abuse is reported to occur less than 5% of the
time (Fig. 3.1). More recently, The Joint Commission modified the definition to
remove the term “disruptive behavior” and to redefine such behaviors as any behav-
ior that can undermine a culture of safety (http://www.jointcommission.org/
assets/1/6/Leadership standard_behaviors.pdf). While that is a general definition,
each organization should develop its own operational definition of disruptive
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Fig. 3.1 Types of disruptive behaviors

behavior that is clear and appropriate to their organizational mission and objectives.
This is crucial prior to developing appropriate policies (such as a Code of Conduct
Policy) and procedures (such as how the organization will respond to alleged dis-
ruptive behaviors), which set the expectations for professional behaviors and hold
noncompliant individuals accountable for their actions.

3.3 Causes

The next step is to try to figure out why these types of behavior occur. Nobody
intentionally starts the day planning to be disruptive; it’s just that a variety of
disturbances can get in the way. In an effort to provide effective strategies to
reduce their occurrence, we need to gain a better understanding of the factors
affecting physician values, attitudes, and behaviors. Table 3.1 divides these fac-
tors into two categories: internal and external forces. We recognize that it is
impossible to apply a cause-and-effect relationship to each individual factor;
instead, we need to consider the interplay of these factors and their role in
influencing emotions and reactions.

Table 3.1 Influencing factors

Internal factors External factors

Age and generation Training

Gender/sexual orientation Health care reform
Culture/ethnicity/spirituality Complexity/electronic medical record
Geography/life experiences Adverse events/litigation/personal issues/debt

Mood/personality Stress and burnout
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3.3.1 Internal Factors

Age and generational issues are based on the values and perceptions reinforced by
the existing status of the social, economic, and political environment at the time in
which the individual grew up. Differences in views as to work ethic, commitment,
views of authority, and work-personal life balance are different for each of the
groups (variously defined such as Millennials <1980-1995>, Generation X or Gen
X<1965-1979>, Baby Boomers <1946—1964>, Veterans/Traditionalists <pre 1946>),
which under stressful situations may lead to conflict in the workplace environment.
Various assumptions are made about generational differences and medical profes-
sionalism among millennials and those from Gen X, such as a declining work ethic
and commitment, less willingness to work long hours, and a greater focus on life-
style balance compared to the older generations (Smith 2005). During stressful peri-
ods some of these differences can lead to potential conflicts in workplace dynamics.
Other differences have been noted between millennials and Gen X medical trainees
(Borges et al. 2010). On the other hand, a survey study of 1178 physicians compar-
ing baby boomers to Gen X doctors found no generational differences regarding
commitment to medicine, job satisfaction, patient care attitudes, work-home bal-
ance, perceptions of work load, or use of harmful coping strategies (Lemaire et al.
2013). Moreover, Gen X physicians did not work fewer hours but were more likely
to report burnout than baby boomers. While conclusions cannot rest on a single
study, it is important not to stereotype generations based on impressions, which may
increase conflict between them, nor to minimize real differences. It’s not that either
group is right or wrong, it’s just that they have different ideas and approaches to
work responsibilities (Executive Dialogue 2013). As the older workforce retires and
the younger workforce moves in, the issue of how to deal with millennials is taking
center stage (Thew 2015). Accordingly, many organizations have addressed the
issue by offering programs that educate physicians about generational differences
and similarities and to provide strategies to help them reach compromises during
periods of conflict or disagreement (Roberts et al. 2012).

Gender: Women make up an increasingly larger proportion of physicians in
Canada, the USA, Australia, the Netherlands, and the UK (Lemaire et al. 2013).
Differences between male and female physicians may affect the way they react in
stressful situations. Women are more likely than men to feel overworked and burned
out, report work-family conflicts, shoulder child care and household duties, and
reduce their work hours after their children are born. Consequently, they have been
considered to be less committed to their medical career (Lemaire et al. 2013). In
terms of coping responses, women are more likely than men to talk with colleagues
about problems and to receive social support from relatives and friends in addition
to coworkers. Men are more likely to keep their stress to themselves, dig in, and
focus all their attention to the task at hand. They are also more likely to use humor
as a way to pacify the situation (Gray 2004). In the past these differences were exac-
erbated by the predominantly female nursing workforce and the predominantly
male physician task force. While the percentages are changing, potential conflicts
may still arise. Many organizations have addressed these issues by educating staff
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on sexual equality and harassment (Jagsi et al. 2015). Other issues related to gender
workforce equality and tolerance or discrimination to sexual orientation may also
influence individual behaviors.

Culture and ethnicity: As the world situation changes, we are seeing a greater
diversity in our patient and staff populations with a greater influx of foreign-born or
foreign-trained nursing and medical staff in the USA. They come with their own
ethnic, cultural, and religious beliefs that affect values, thoughts, and beliefs as to
religion and spirituality, hierarchy, authority, and communication styles. In difficult
situations this can lead to misunderstandings in purpose and intent that may nega-
tively affect communication efficiency, expectations, and outcomes. In this regard,
there is a big push toward training providers on cultural competency and/or provid-
ing diversity training to help individuals better understand individual needs and
values, address hidden assumptions or biases, and provide effective solutions for
more effective communication (Beach et al. 2005; Williams and Wyatt 2016; Curtis
et al. 2007; Holm et al. 2017).

All of these factors combined with genetics, socioeconomic factors, geographic
influences, and other individual life experiences help to shape an individual’s per-
sonality (McCracken and Hicks 2012).

Relationship management: Given the multidimensional influences contributing
to attitudes and behaviors, key strategies for improvement should focus on introduc-
ing a variety of different training programs designed to enhance personality and
relationship management. These programs might include such topics as sensitivity
training, diversity management, cultural competency, mindfulness, generational gap
values, personality traits, conflict management, stress management, anger manage-
ment, sexual harassment training, customer satisfaction, and improving overall
communication and collaboration skills. Some organizations have added a more
in-depth focus by providing training in emotional intelligence to enhance staff and
patient relationships (Rosenstein and Stark 2015; Goleman 1995). The process
includes a four step approach designed to (a) enable the individual to gain a better
understanding of their own individual perceptions, values, biases, and trigger points,
(b) raise social awareness by enabling the individual to better recognize the percep-
tions, needs, and values of others, (c) learn how to modify their own behaviors, and
(d) be more sensitive to the cues and reactions needed to foster a positive relation-
ship and positive outcome. Each of these programs have value, but success will
depend on the specific situation, underlying organizational dynamics, culture, lead-
ership commitment, and individual motivation.

All of these internal factors have a deep-seated impact on a person’s mood, dis-
position, character, and personality, and may be more difficult to address than some
of the external factors to be discussed in the next section.

3.3.2 External Factors

Training environment: The external factors include current day circumstances that
influence present state perceptions. For physicians one of the key factors starts with
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the training environment. Some equate this training to a fraternity/sorority hazing
type environment where individuals are harassed to the point of losing self-esteem.
In some cases, this can lead to severe cases of stress, burnout, depression, and sui-
cidal ideation (Karim and Duchcherer 2014; Mata et al. 2015; Dyrbye et al. 2010).
In response, trainees try to develop knowledge and technical competencies through
exhaustive independent study. As a consequence, there is less focus on developing
personal and team collaboration skills, which leads to a lower degree of sensitivity
and emotional intelligence. This presents a definite liability in today’s complex
multi-spectrum health care environment so dependent on multidisciplinary collabo-
ration and full spectrum care. The problem is further exacerbated by the traditional
hierarchal health care structure with dedicated roles and responsibilities and set
boundaries between the different health care disciplines. This is further accentuated
by the different incentives and priorities of administrative management. Fortunately,
there are movements in place to try and deal with these training hazards. Many
medical schools are now looking for more “well-rounded” and “better adjusted”
students who are majoring in something other than the traditional math and science
tracks (Schwartzstein 2015; Rappleye 2015). The MCAT (Medical College
Admission Test) now includes questions on sociology and humanities (Schwartzstein
et al. 2013). Some of the more progressive medical schools are adding programs
that focus on improving emotional intelligence and communication skill efficien-
cies, in some cases pairing medical students with nursing students, pharmacy stu-
dents, and individuals from other disciplines during their freshman year to learn
about the different perspectives on care management responsibilities (Lutfiyya et al.
2016; Muller 2013; Reeves et al. 2015; Brock et al. 2013). The overall goal is to
build personal relationships and develop team competencies along with clinical
expertise.

Health Care Reform has added another level of stress to the work environment.
Whereas physicians used to pride themselves on their ability to provide excellent
care with autonomy and control, the introduction of new regulations, utilization
controls, changing incentives, and performance/accountability metrics has forced
many physicians to reassess their positions and change models of care. In addition,
the growing complexity of health care management, frustrations of dealing with
electronic documentation and other administrative requirements, less time spent on
direct face-to-face patient care with increasing productivity demands, and medical
school debt can have a significant negative impact on physician attitudes and behav-
iors (Shanafelt et al. 2016). Furthermore, many physicians fear adverse outcomes,
malpractice litigation, and having to share bad news with families. During tense
moments in the operating room, emergency department, and critical care units, a
physician’s perception of non-responsiveness or incompetence on the part of other
team members may fuel disruptive behavior. Ironically, such behavior can increase
the risk of adverse events and litigation (Hickson and Entman 2008; Rosenstein
2013). As far as a remedy, it’s unlikely that we’ll be able to change the system,
although physicians can hopefully expect that electronic health record software will
evolve to better facilitate physician work-flow (Ratwani et al. 2015). We can also
provide more education to help the physician better understand why this is
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occurring, the intent, what the projected service impact will be, and then provide the
necessary support to help physicians adapt in meeting these new objectives. Dealing
with stress and burnout has the greatest potential for success.

Stress and Burnout: Stress and burnout can often provide the tipping force for the
onset of disruptive behaviors (Rosenstein 2016a). Recent studies have shown that
more than 50% of physicians report a significant amount of stress and burnout that
has led to increasing irritability, cynicism, apathy, fatigue, disillusionment, dissatis-
faction, and in some cases more serious depression, behavioral disorders, and even
suicidal ideation (Shanafelt et al. 2015a; Privitera et al. 2014; Danielson et al. 2013;
Rosenstein 2012a). As a result, there has been a significant drop in physician morale
and a growing amount of physician dissatisfaction, and many physicians have either
changed practice settings, joined different groups, or moved into salaried positions
(The Physicians Foundation 2016). Others have either left the profession entirely or
chose early retirement. Not a good situation particularly with the looming physician
shortage.

So how should physicians deal with stress and burnout? The first issue is physi-
cian awareness. Many physicians are unaware that they are working under stress
and the physical and emotional toll it’s taking on their livelihood. If they do admit
that they are under stress, they accept it as being part of the job and rationalize that
they have been working under stress all their lives. Even if they think they may need
some outside help, they are reluctant to ask in fear of concerns about their compe-
tency, confidentiality, discoverability, or being stigmatized (Kay et al. 2008;
O’Reilly 2012). These are significant barriers that need to be addressed before mov-
ing forward. If physicians are reluctant to admit their distress or receive assistance,
we need to look for the organizations that they are associated with to take a more
proactive role in trying to encourage and provide support.

Where to begin? As mentioned previously, there is a growing amount of evidence
suggesting that high levels of stress, burnout, depression, and even suicidal ideation
start during the first year of medical school (Schwenk et al. 2010). This probably
results from a combination of factors of having individuals driven by a strong, com-
petitive, and egocentric personality being dropped into an intensely complex and
bewildering hierarchal system without direction and a sense of nowhere to go. These
problems are further exacerbated by a sense of physical and emotional exhaustion,
stress, and fatigue, which can take a toll on physical and mental well-being. One of
the major barriers is the student’s as well as physicians’ reluctance to seek help for
issues related to stigma and/or time (Gold et al. 2016). Fortunately, many organiza-
tions are making a concerted effort to provide resources to help trainees adjust to the
pressures in the academic environment (Salles et al. 2015).

Once a physician gets out into practice, there are other day-to-day pressures that
promote a stressful environment. As mentioned previously, many physicians are
either unaware or reluctant to admit that they are under stress, and even if they do
recognize it, they won’t take any action on their own. In this case, physicians need
to look for outside assistance from friends, peers, or the organizations with which
they are associated to help. The most consistent approach is to provide proactive
support at the organizational level. Unfortunately, many physicians feel that their
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organizations don’t support them. In a recent study conducted by Cejka Search and
VITAL WorkLife, when asked if their organization did anything currently to help
physicians deal more effectively with stress and/or burnout, 85% of the respondents
said no (2014). Another study conducted by InCrowd showed similar findings
reporting that 75% of surveyed physicians did not feel that their organization was
doing anything to address burnout (Rappleye 2016). So, in an effort to better address
the issue of physician stress and burnout, we need to (1) raise awareness, (2) moti-
vate effective physician responses, and (3) have organizations take a more active
role in providing support services to help physicians better adjust to the stress and
pressures of today’s health care environment.

Support can come from a variety of different directions and a variety of individ-
ual and organizational interventions demonstrate effectiveness (West et al. 2016). At
one level the organization can provide training in stress management, time manage-
ment, conflict management, business management, and other appropriate programs
to teach basic skill sets on stress reduction. On a deeper level the organization can
provide more personalized support services through Physician Wellness Programs,
Wellness Committees, Physician EAPs (Employee Assistance Programs), or
through individualized coaching or counseling. Some physicians may require more
in-depth behavioral modification programs. Organizations need to approach these
programs with greater empathy and understanding of the physician’s world, show
that they respect and value the physician’s time and what physicians do, and rein-
force the point that they are here to help. They need to make an effort to promote
individualized support and be responsive to physician resistance, time constraints,
and fears of confidentiality. To motivate physician action, the focus needs to be on
the goal of helping the physician do what they want to do, which is to practice good
medical care.

Oneexcellent case example is the approach taken by the Center for Professionalism
and Peer Support at Brigham and Woman’s Hospital in Boston (Shapiro and
Galowitz 2016). Recognizing the impact of physician burnout and the emotional
stress it has on physicians and organizational culture, the hospital started its peer
support program in 2008 in an effort to provide resources to support physician well-
being and resilience. Through a multistep process that includes education, proactive
outreach, peer training, peer support, and individualized coaching, the organization
has led the way in developing programs that have now been replicated across the
country. Many other examples from the Mayo Clinic, Stanford University, Case
Western, and other hospital centers across the country provide a variety of different
innovative approaches designed to reduce physician stress and burnout (Shulte
2015; Snowbeck 2016; Rovner 2016).

3.4 Consequences

Despite all the evidence and concern about physician behavioral turmoil, in many
cases it goes unresolved. Depending on the circumstances, the combination of inter-
nal and external factors can result in inappropriate actions that lead to disruptive
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Table 3.2 Reluctance and ramifications

Organizational reluctance Risk of nonaction
Awareness/accountability/tolerance Staff retention/recruitment/patient satisfaction
Financial Staff/patient satisfaction
Hierarchy/boundaries/sacred saints Reputation/social media

Physician autonomy Quality/patient safety

Code of silence/fear of reporting Medical errors/care efficiency

Conflicts of interest Joint Commission accreditation standard
Structure?/skill set?/solutions? Non-compliance/penalties/liability/litigation

behaviors. Unfortunately, many disruptive events either go unrecognized, go unre-
ported, or are ignored for a variety of different reasons (MacDonald 2014). The
problem with this personal and organizational reluctance is the potential for bad
things to happen to patients and staff (see Table 3.2).

One of the issues raised earlier was the importance of defining what disruptive
behavior is and holding individuals accountable for their actions. Many individu-
als who act “disruptively” are not aware that they are acting in an inappropriate
nonprofessional manner. This is particularly true for physicians who are used to
taking control and “giving orders.” Under times of stress they may yell and
intimidate others and not even realize they are doing it. Even if they are aware,
they justify their behaviors as being necessary to direct patient care. The problem
is that they are oblivious to the downstream negative consequences this may
cause on care relationships, communication efficiency, task accountability, and
patient care.

A second big concern is the issue of organizational tolerance. Many of the
events involve very prominent physicians who bring a large number of patients and
revenue into the organization. Many organizations are reluctant to address the issue
in fear of antagonizing a physician to the point where they worry that the physician
will not bring their patients into the facility. This is particularly true for smaller
organizations where there may be a shortage in supply of certain specialties. There
is also the concern about traditional hierarchy and crossing boundaries. Physicians
work autonomously and in many organizational cultures physicians are viewed as
“sacred saints” impeding the willingness to intervene. There is often a hidden
“code of silence” where health care workers are reluctant to report disruptive
behaviors (Boothman 2016). This lack of reporting is accentuated by potential con-
flicts of interest, concerns about lack of confidentiality, uncertainty about how to
report problems, skepticism that the organization will respond, and/or fears of
retaliation. Many who do report are frustrated by the lack of administrative support
and the fact that despite reporting, the perception is that nothing ever changes, so
why bother.

And lastly is the structure and skill set to deal with behavioral problems.
Organizations have policies and procedures in place to address clinical compe-
tency but may not be well equipped to deal with behavioral problems. They need
to have the right structure in place supported by individuals skilled in facilitation
and negotiation techniques. Turning matters over to the Chief or Chairman of the
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Department may not lead to an effective resolution. At one end individuals need to
be trained, empowered, and feel comfortable in speaking up when they are involved
in a disruptive event. These skills can be reinforced through assertiveness training
or through training in how to conduct crucial conversations as taught by Vital
Smarts (Patterson et al. 2002). At the other end is to develop appropriate skill sets
in dealing effectively with conflict resolution (Rosenstein et al. 2014). The impor-
tance of speaking up and resolving conflict in a professional respectful manner is
a crucial step for maintaining workplace integrity and assuring optimal care
efficiency.

3.5 The Risks of Inaction

The risk of inaction can lead to dangerous downstream consequences that affect
morale, culture, workplace atmosphere, and reputation, and/or lead to medical mis-
haps that have significant direct or indirect patient safety and quality defects with
associated financial penalties (Rosenstein 2011) (see Tables 3.2 and 3.3).

On one level disruptive behaviors have been shown to have a significant negative
impact on nurse satisfaction and retention (Rosenstein 2002). Replacing a nurse can
cost the organization anywhere from $60,000 to $100,000 for recruitment, training,
and secondary opportunity costs (Moss et al. 2016). When it occurs in a public arena
disruptive events can also lead to patient dissatisfaction which can negatively impact
Hospital Consumer Assessment of Healthcare Providers and Systems (HCAHPS)
scores and other patient satisfaction pay for performance initiatives which can have
a negative effect on reimbursement. Then there is the spillover effect on hospital
reputation which may negatively impact market share and contracting negotiations.

Table 3.3 Economic consequences

1. Recruitment and retention—Nurse: $60,000—100,000/additional opportunity costs
2. Patient satisfaction/HCAHPS/reputation—Market share implications ($?)
3. Adverse events (“No pay” for adverse events initiatives)
e Medication error: $2000-5800 per case/>length of stay (LOS) 2.2-4.6 days
* Hospital acquired infection: $20,000-38,500
 Deep vein thrombosis: $36,000/>LOS 4.2 days
* Pressure ulcer: $22,000/>LOS 4.1 days
* Ventilator associated pneumonia: $49,000/>LOS 5.3 days
4. The Joint Commission Standard
5. Compliance issues ($?)
e Impact on documentation and coding
» Impact on utilization efficiency (LOS/resource efficiency/discharge planning)
» Impact on quality
» Impact on productivity and efficiency (down time/waste/delays)
e Communication inefficiencies ($4 million for a 500-bed hospital)
6. Risk management/malpractice: $521,560/lawsuits/fines: $25,000-100,000
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From a patient care perspective, the biggest concern is safety and the occur-
rence of preventable medical errors or adverse events (The Joint Commission
2008; Dang et al. 2016; Rosenstein 2013). In addition to waste, duplication, and
inefficiencies in management, lack of communication and collaboration can
lead to task failures that result in medication errors, infections, delays in treat-
ment, and other serious medical conditions, which can increase lengths of stay
and accrue significant non-reimbursable costs of care. To illustrate the point a
little more dramatically, listed below are some of the comments made as part of
our survey linking disruptive behaviors to the occurrence of adverse patient
outcomes (The Joint Commission 2008; Rosenstein and O’Daniel 2006) (see
Table 3.4).

The Joint Commission states that more than 50% of adverse sentinel events can
be traced back to human factor issues and/or failures in communication (http://
www.jointcommission.org/assets/1/18/Root_Causes_by_Event_Type_2004-2014.
pdf). The relationship between human factor contributions and bad outcomes is a
well-known cause of preventable medical errors (Rosenstein 2009a, 2016a).
Communication problems are costly (Agarwal et al. 2010). In response to the con-
cerns about the impact of disruptive behaviors on patient safety in 2010, The Joint
Commission added a new leadership standard requiring hospitals to have a disrup-
tive behavior policy in place and to supply support for its intent as part of the leader-
ship accreditation standards (http://www.jointcommission.org/assets/1/6/Leadership_
standard_behaviors.pdf). In order for hospitals to receive Medicare reimbursements,
they need to pass the accreditation survey requirements (Spok Inc. 2013).

From a compliance perspective, noncompliant behaviors that adversely impact
process flow, coding and documentation requirements, non-adherence to case man-
agement utilization protocols, and/or not following best practice guidelines, poli-
cies, and procedures can all have a significant negative economic and quality impact
on reported patient care outcomes.

Table 3.4 Selected survey comments

* Most nurses are afraid to call Dr. X when they need to, and frequently won’t call. Their
patient’s medical safety is always in jeopardy because of this

 Cardiologist upset by phone calls and refused to come in. RN told it was not her job to think,
just to follow orders. Rx delayed. MI extended

* Poor communication post-op because of disruptive reputation resulted in delayed treatment,
aspiration and eventual demise

* MD was told twice that sponge count was off. She said “they will find it later.”” Patient had to
be re-opened

* When patient brought to unit for GI bleeding patient saw MD yelling at nurses. Patient asked
if that was his doctor. Yes. Patient refused treatment and was transferred to another hospital. I
am retiring early and never recommend someone becoming a nurse

* “Are you aware of any specific adverse events ....?” Yes. Death as a result of disruptive
behavior. Staff nurses advocated for better patient care but MD would not willing to listen to
reason. As a result patient died. The doctor chose to undo all the help that various staff had
been working on for weeks to get this patient the help so badly needed

RN Registered Nurse; Rx Treatment; M1 myocardial infarction; G/ gastrointestinal
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From a risk management perspective issues can arise from not only the occurrence
of medical errors or adverse events, but also to poor compliance, poor communica-
tion and collaboration, impeded information transfer, neglect, failure to respond, and/
or poor patient satisfaction. It is estimated that the average yearly cost for a midsize
hospital due to communication deficiencies is $400,000 (Agarwal et al. 2010).

More egregious cases can lead to litigation. Time, preparation, and malpractice
awards can result in significant dollar amounts with average malpractice settlements
averaging above a half-million dollars (Hickson and Entman 2008; Crico Strategies
2015; Hickson et al. 2002; Beaulieu-Volk 2013; Lindro 2013). In California there is
the additional penalty of hospital fines (ranging from $25,000 to $100,000) for the
occurrence of significant adverse events (Seipel 2015).

3.6  Addressing Disruptive Behaviors

Recognizing the multidimensional cause, nature, and extent of disruptive behaviors,
it is clear that there is no one solution to resolve the problem. The ultimate objective
is to prevent disruptive behaviors from occurring. If they do occur, the organization
and staff need to take immediate action to lessen the likelihood of any adverse event
on staff or patient care. Depending on the nature and frequency of events, further
interventions may be required to prevent repeated incidents. Table 3.5 provides a list
of recommended strategies. In addition to its focus on reducing the incidence of
disruptive behaviors, this approach can also improve overall organizational culture,
staff relationships, team collaboration, communication efficiency, physician engage-
ment, and physician well-being.

3.6.1 Training Redesign

One of the earliest steps is to improve the process and criteria for medical school
selection. As discussed earlier, many medical schools are looking for more “well-
rounded,” medical school applicants who majored in something other than pure
science and mathematics (Schwartzstein 2015). The new MCAT (Medical College
Admission Test) is now introducing more questions on humanities and social sci-
ences (Schwartzstein et al. 2013). The goal is to look for individuals with more
highly developed social and personal skills rather than only technical skill sets.
Many medical schools in the USA, supported by large grants from the American
Medical Association (AMA) and Robert Wood Johnson Foundation, are in the
process of revising their curriculum to focus more on the importance of develop-
ing strong individual communication and team collaboration skills early in the
education process (Frieden 2015; Vassar 2015).

3.6.2 Organizational Culture and Work Environment

From an organizational perspective, hiring and retaining the right people is key
to success. Many organizations are recognizing the importance of the right
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Table 3.5 Recommended strategies

1.

10.

Training re-design:
* Applications/Medical College Admission Test (MCAT) testing
» Revised curriculum

. Organizational culture and work environment:

 Hiring/on-boarding

e Mutual alignment

* Leadership commitment/structure and process

* Encourage motivation/address barriers/set priorities
* Engage champions/catalysts/role models

* Recognition and rewards

. Education:

* Awareness, responsibility, and accountability
* The business of health care
» Expectations vs. reality

. Relationship training:

» Address factor influences: generation, gender, culture, and ethnicity
 Diversity management/cultural competency/sensitivity training

* Personality profiling

e Customer satisfaction

* Stress, conflict, and anger management

* Emotional intelligence

. Communication skills/team collaboration training
. Behavioral policies and procedures

* Definition/accountability/incident reporting and review
» Risk management

. Intervention:

* Prevention
* Tiered approach: informal/formal/disciplinary

. Staff support:

* Administrative/clinical/behavioral (EAP/wellness committees/coaching/counseling)
* Behavioral modification programs
e Career guidance

. Physician well-being:

¢ Awareness, reflection, self-care, and relaxation
e Stress reduction

e Quadruple aim

* Mindfulness

* Resilience

Physician engagement:

¢ Input/empathy/responsiveness/alignment

* Recognition and respect

EAP employee assistance program

“cultural fit” and are using more selective interviewing techniques to assure
that new hires will work well with the mission and operational needs of the
work environment (Byington 2013; Stark et al. 2014; White and Burroughs
2010). Once hired, there should be a comprehensive on-boarding process to
first welcome the physician, explain organizational priorities and incentives
working under the complexities of today’s health care environment, and then
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emphasize the support available to help physicians negotiate through the maze
of medical requirements (Wagner 2014; Hobson 2016). Recognizing adminis-
trative concerns for financial viability, and clinical staff concerns about quality
and safety, there needs to be discussions around the business side of medicine
ending in a mutually agreed upon rallying point and alignment around best
patient care.

Organizational culture sets the tone. Strong and supportive organizational cul-
tures have been shown to significantly enhance staff morale, satisfaction, motiva-
tion, and engagement which leads to behaviors that result in the best patient care
outcomes (Shanafelt et al. 2015b). Having a strong, committed, and respectful lead-
ership, an effective structure and process in place covered by skilled individuals, a
willingness to address and respond to individual concerns and barriers that pose a
potential disturbance in the workforce, establishing priorities, and enlisting the help
of key individuals who act as champions and catalysts to help promote a positive
work environment are the key ingredients to a successful culture. In today’s multi-
tasking and pressure-filled “here’s what you need to do world,” always remember to
take a step back and take time to involve, thank, and recognize physicians and staff
for their efforts and a job well done.

3.6.3 Education

Another crucial step is to make an effort to educate staff about healthcare reform,
what we need to do in response, and how it might impact individual roles and
responsibilities. Providing educational sessions on the evolving healthcare environ-
ment, value-based care, system redesign, performance-based accountabilities, and
the business implications of clinical practice will help set realistic expectations by
giving physicians a better understanding of current trends and how it might affect
their individual practice.

3.6.4 Relationship Training

Providing training to enhance relationship management is crucial. Under an
umbrella of increasing complexity and accountability, more segmentation between
specialty and discipline-specific tasks and responsibilities, and a greater focus on
care responsibilities that extend across the entire spectrum of care, it is crucial for
all members of the health care team to work well together to achieve best patient
care outcomes. In order to accomplish this, we need to gain a better understanding
of the factors affecting individual values, perceptions, and behaviors.

As discussed above, disruptive behaviors derive from a number of different inter-
nal and external factors influencing one’s personality, mood, and demeanor.
Providing specific training programs to address some of these specific factors are
beneficial in gaining a better understanding of contributing circumstances and how
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individuals can deal more effectively with complicated issues. These programs
might include training in diversity management, cultural competency, emotional
intelligence, generational values, personality assessments, and patient satisfaction.
Additional programs on conflict management, anger management, and stress man-
agement may also be of value.

3.6.5 Communication and Team Collaboration

Beyond addressing disruptive behaviors is the need to improve overall communica-
tion and team collaboration skills. Physicians are typically not the best communica-
tors. There are many barriers that get in the way (Rosenstein 2012b). First, many
physicians approach patient management through a one-way dictatorial process.
They are trained to work autonomously, to take control, and give orders.
Communication gaps are further accentuated by a bureaucratic health care hierar-
chy; a teaching focus on gaining knowledge and technical competency rather than
personal skill development; segmented, siloed, and discipline-specific priorities
which focus more on the organ or disease rather than overall patient needs; and an
overriding strong ego that resists outside advice, interference, or involvement. In
today’s complex healthcare world, improving communication skill sets should be a
number one priority.

There are many different types of communication skills training programs
available. At one level is the SBAR (Situation/Background/Assessment/
Recommendation) script available to help nurses more effectively organize their
thoughts in presenting patient information to the physician (De Meester et al. 2013).
At a deeper level are the basic communication techniques taught by a number of
different programs such as the AIDET, BAYER, and STARS programs. The focus
is to get the physician more in synch with the values of two-way communication.
Crucial points emphasized include a proper introduction and acknowledgement,
making time and patience, exhibiting positive body language and verbal tone,
enabling trust, avoiding distractions or conflict, reflective listening, being sensitive
to the other’s values, needs, and desires, providing clarification and understanding,
and setting appropriate expectations. In a demanding hectic environment, taking the
time to listen, understand, respond, discuss, and explain are the keys to gaining
cooperation and a successful interaction and outcome (Joshi 2015; Wen and
Kosowsky 2012).

A further extension of communication is to teach team collaboration. One of the
most effective programs in health care is the TeamSTEPPS program (2016; Helfner
et al. 2016). Based on the crew resource management techniques used by the avia-
tion and race car industries, the focus of the training program is to teach team mem-
bers how to (a) anticipate and assist, (b) build trust, respect, and commitment, (c)
understand one’s own role and the roles of others, (d) reinforce accountability and
task responsibilities, (e) avoid/manage conflict or confusion, (f) be assertive and
speak up, (g) have follow-up discussions, and (h) give thanks for a job well done.
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Assertiveness training is a crucial part of the process reinforcing the need to speak
up when there is a question of patient safety. In addition to the TeamStepps program
is the training offered through the VitalSmarts Crucial Conversations program
(Patterson et al. 2002).

3.6.6 Behavioral Policies and Procedures

In order to hold individuals accountable for their behaviors, the organization needs
to have a code of conduct policy in place that outlines unprofessional behaviors and
the ramifications of non-compliance (Rosenstein and O’Daniel 2005; Shapiro et al.
2014). The policy must be backed by an effective incident reporting system where
each complaint is evaluated on its individual merits with recommendations given
for appropriate follow-up action. In order for the program be effective, individuals
need to be willing to report. Barriers to reporting include fear of whistleblower
retaliation, a double standard of reluctance to apply consistent reprimands when it
involves physicians, and the sense that people report and report and nothing ever
changes. On the incident evaluation side, determinations need to be made by trained
individuals functioning without personal bias or conflicts of interest, with recom-
mendations passed on to an individual or committee who has the appropriate facili-
tation skills to foster accountability and resolution. When patient quality or safety
is of concern, many of these issues fall under a risk management protocol.

3.6.7 Intervention

When it comes to intervention, the first intervention is prevention. As discussed
previously, taking a proactive approach in trying to get a better understanding of
behavioral characteristics, and teaching basic principles about behavioral manage-
ment can certainly reduce the predilection for behavioral problems. For recurring
issues, early intervention has a much greater potential for success than waiting until
a bad incident occurs where the interactions take on more of a remedial tone
(Rosenstein 2009b).

Interventions can occur at several different levels. In all cases it is crucial to
intervene at the appropriate time and place with the intervention conducted by
someone skilled in the arts of facilitation and conflict management.

The first intervention is real time. If somebody is acting inappropriately, the
recipient needs to be assertive in addressing their concerns in a respectful profes-
sional manner. Assertiveness and Crucial Conversations training can help reinforce
these capabilities. In some organizations they will call a “code white” or a “code
lavender” where a group of trained individuals are paged to the scene in an effort to
provide emotional support to diffuse a difficult situation (Advisory Board 2013).

The next series of interventions are post-event interactions. Hickson and his
group at Vanderbilt University have come up with a four-phase process for
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intervention that includes informal, awareness, authority, and disciplinary actions
(Hickson et al. 2007). The informal interaction is often described as the “cup of cof-
fee” approach where you take the physician aside, describe the series of events, and
ask for their opinion. The usual response is that they were not aware of any problem
and question how someone could think that they were acting in a disruptive manner.
The next thought is justifying their need to take control during a period of uncer-
tainty or crisis. Following that is rationalization and/or blaming someone or some-
thing else for their behavior without taking any responsibility for their own actions.
A good facilitator will listen to what the physician has to say, ask if they thought that
their action was appropriate and address their concerns; but then bring the focus
back to their behaviors, reframe the issue to bring it into context, ask them to think
about the impact it had on the other person(s) involved, and what they could have
done differently to ease the angst of the situation. When the situation is addressed
under the guise of raised awareness and care improvement, most physicians will
self-correct.

For repeated offenders, or when the incident is of a serious nature, there needs to
be a more formal intervention. The physician needs to recognize the ramifications
of non-compliance with the code of behavioral standards and the organization needs
to reinforce the importance of a zero tolerance policy with the potential of disciplin-
ary action. In some cases, the recommendations may be made for anger manage-
ment, stress management, conflict management, or diversity training, and in more
serious cases the need for individualized counseling and/or coaching. Always keep
in mind the underlying possibility of a psychiatric illness or a substance use disorder
that may contribute to disruptive behaviors and require a psychiatric evaluation.
Depending on the nature of the problem, some physicians may be required to attend
an outside behavioral therapy program offered through state-sponsored physician
health programs (PHPs) (see Chap. 12), university-sponsored programs and work-
shops or private outside resources (Vanderbilt University Medical Center 2017; UC
San Diego PACE Program 2016; Boyd 2016).

In the more extreme cases where physicians are resistant to follow recom-
mended actions, the only recourse may be sanctions or termination of privileges.
Having served as an expert witness on both sides of the picture (representing hos-
pitals, representing individual physicians) termination cases stir up a lot of legal
entanglement and organizational aggravation. Most physicians will fight and appeal
termination decisions based on failure of the hospital to follow due process, breach
of contract, anti-trust issues, bad faith, malice or discrimination, defamation of
character, or undue harassment and retaliation. In their defense hospitals need to
have a clear line of documentation as to the issues, follow due process, adhere to
the bylaws and Health Care Quality Improvement Act (HCQIA) requirements, be
consistent with similar types of cases, document follow-up discussions, comply
with the rights of the physician to be heard, provide specific recommendations
designed to resolve problems, and state the ability to reapply once the issues are
addressed and resolved. Hospitals win more than 80% of the appeals (Rosenstein
et al. 2016).
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3.6.8 Physician Support

When possible the focus of any intervention should be on trying to help the physi-
cian better adjust to the situation by offering assistance and career guidance rather
than punishment. The primary focus should be on positive physician support.

As mentioned previously, physicians are overwhelmed by administrative require-
ments and time constraints and are being asked to take on more and more responsi-
bilities that take them away from direct patient care. There are several ways in
which the organization can help. From an administrative and logistical perspective,
having the organization be more sensitive to on-call schedules, workflow dynamics,
productivity requirements, and meeting or committee attendance will help reduce
some of the administrative load. Offering administrative assistance by providing
more help with documentation and compliance with electronic medical records
through additional training, staff support staff, or “scribes” will help ease physician
frustrations in this area (Schultz and Holmstrom 2015).

From a clinical perspective, using physician assistants, nurse practitioners, or
case coordinators to help cover some basic medical necessities will free the physi-
cian to concentrate on more complex patient management issues.

From a behavioral perspective, providing services to help the physician better
adjust to the pressures of medical practice, organizations can offer services through
wellness committees, employee assistance programs, individualized coaching and
counseling sessions, or other services offered though Human Resources, Medical
Staff Services, or outside referral services.

3.6.9 Physician Well-Being

As mentioned previously, stress and burnout are a major problem affecting physi-
cian satisfaction and overall well-being (Rosenstein 2015c¢; Ariely and Lanier 2015).
Both organizational support and individual resilience and wellness strategies are
important. Unfortunately, motivation for change can be challenging and there is
often a significant gap between intentions and action (Saddawi-Konefka et al. 2016).
Achieving a proper balance between intrinsic and extrinsic motivators can be help-
ful in this regard (Judson et al. 2015).

Motivation for physician well-being needs to be linked with the physician’s pri-
mary goal and aspirations to provide best practice care. They need to recognize,
understand, and accept the fact that emotional and physical well-being affects their
levels of energy and the joy of being a physician. Many recent studies have docu-
mented that emotional and physical wellness is a strong contributor to physician
satisfaction, improved care relationships, and improved patient outcomes of care
(West et al. 2014; Friedberg 2016). This all starts by understanding the importance
of good health and the negative consequences of ill-health on performance that
impacts family, friends, colleagues, staff, and ultimately patients. Physicians under-
stand the importance of relaxation and recreation, adequate sleep, regular exercise,
and good nutrition but have difficulty integrating such self-care activities into their
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own lives. Avoiding stressful situations, setting limits, learning to comfortably say
no, and willingness to accept outside advice are necessary components of well-
being. Most importantly, teaching techniques to support self-awareness, reflection,
and self-preservation as well as taking time off for relaxation and energy restoration
help to achieve inner peace. Most physicians recognize that these activities are
important, but they become a secondary priority to the daily grind. Currently, pro-
fessional culture supports self-sacrifice in the interest of patients and organizational
culture focuses on productivity and reimbursement. To aggressively promote and
support the importance of physician well-being will require commitment at the indi-
vidual, professional, and organizational levels (Rosenstein 2015d, 2016b).

There are now a growing number of different initiatives being introduced to sup-
port this point. From a health care policy perspective, the Institute of Healthcare
Improvement (IHI), the AMA, and other health care societies are promoting the
extension of the Triple Aim (enhancing the patient experience, improving popula-
tion health, reducing costs) to the Quadruple Aim, adding to these goals the impor-
tance of improving the work life of health care providers (Bodenheimer and Sinsky
2014; Wallace and Lemaire 2009). Many organizations are introducing the concepts
of mindfulness and meditation training programs for physicians as a way to promote
self-refection, purpose, and fulfillment (Krasner et al. 2009; Beach et al. 2013).
Mindfulness activities help to reinforce purpose and meaning by focusing on the
benefits of the current activity or task. It incorporates many of the ideals of medita-
tion and relaxation techniques with the goal of providing a more productive and
fulfilling interaction. Many organizations have successfully used these techniques
to improve overall physician satisfaction, well-being, and engagement (Beckman
et al. 2012). The term resilience is used to describe the capacity to “bounce back”
and respond to stressful situations in a successful manner (Epstein and Krasner
2013; Beckman 2015). Positive organizational and social support, mindfulness,
relaxation, self-care, and setting limits can all help to facilitate resilience.

3.6.10 Physician Engagement

The final phase is to enhance physician engagement. The key steps include estab-
lishing an underlying culture of positive support for physician livelihood, giving
physicians an opportunity for input and discussion, and responding to their needs
and concerns (Rosenstein 2015e, 2015f, 2015g; Whitlock and Stark 2014; Lister
et al. 2015; Henson 2016).

Physicians are a precious resource. All they really want to do is to practice good
medical care. But growing frustrations arise from outside intrusions and other forces
unidirectionally telling them what they need to do. Morale is at an all-time low (The
Physicians Foundation 2016). Part of their frustration is the lack of physician input.
Physicians want to have a voice particularly when it involves issues affecting patient
care. Input can be gathered from several different sources. These include surveys,
discussions at Town Hall or Department meetings, specialized task forces, or better
yet, one-on-one conversations with administrative and clinical leaders. Allowing
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input diffuses some of the frustrations particularly if there are expressions of empa-
thy and understanding of the physician world. Input must be followed by respon-
siveness. This may include administrative, logistical, clinical, or behavioral support.
Not every problem can be solved, but at least leaders can provide an explanation and
coordinate next steps on achieving mutually aligned objectives. There is a strong
correlation between physician engagement, physician alignment, physician well-
being, physician satisfaction, physician motivation, improved relationships, and
improved outcomes of care. At the end, always remember to visibly show respect
and thank physicians for what they do. Physicians are a precious resource and excel-
lent healthcare cannot do what it does without them.

3.7 Conclusion

Increasing complexities in today’s healthcare environment have introduced a num-
ber of different factors distracting physicians from their primary goal to provide the
best possible care. At times the resulting levels of frustration, dissatisfaction, stress,
and burnout can affect their attitudes and behaviors to a point where they become
disruptive and their actions can negatively impact relationships that adversely affect
patient care outcomes. With this in mind, we need to do what we can to help physi-
cians better adjust to the pressures of medical practice. To do this, we must first get
a better understanding of the contributing factors that impact their world, give them
an opportunity to discuss their concerns, and then provide proactive support to help
them thrive. This will require a multistep process that includes raising levels of
awareness and accountability; education; advanced training to enhance work rela-
tionships, improve communication, conflict, and stress management skills; and
providing the necessary logistical, clinical, and behavioral support to help them
deal with the day-to-day operations and distractions. In some cases more in-depth
support needs to be provided to help reduce the effects of stress and burnout. More
difficult cases may require more comprehensive individualized coaching or coun-
seling. Many of these services can be provided through a physician wellness com-
mittee, a physician EAP, or other internal or outsourced professional resources. At
the same time we need to support physician health and well-being by limiting their
stress and providing appropriate relaxation, mindfulness, and coping skills to
enhance their resilience and endurance. When more serious behavioral problems
occur, the organization needs to take the necessary steps to address the issue head-
on before it can compromise care. Organizations need to have the right policies and
procedures in place, provide the necessary intervention protocols to hold the physi-
cian accountable for their actions, and implement the appropriate recommenda-
tions for improvement. To better motivate and engage physicians, we need to listen
to their concerns, address the barriers, overcome resistance, and emphasize the
value of change by buffering their reluctance from “what’s in it for me.” We need
to provide a supportive culture that makes an effort to better understand their world
and motivate engagement by giving them an opportunity for input and discussion
and reminding them of the pride and joy of who they are and what they do. In the
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end always treat them with respect and thank them for a job well done. Recognize
that most physicians will not act on their own. We all need to take a proactive role
in trying to help them better adjust to the pressures of today’s medical world.
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