REVIEW

PATIENT SAFETY SERIES

www.AJOG.org

Managing disruptive behaviors in the health
care setting: focus on obstetrics services

Alan H. Rosenstein, MD, MBA

Disruptive behaviors in the health
care setting can have a significant
negative impact on staff relationships,
team collaboration, and communication
flow, all of which can impact patient out-
comes of care adversely. It is not that
anyone starts out the day planning to be
disruptive, it is just that the stress and
pressures of the day may trigger an inap-
propriate or disruptive response, which
may result in behaviors that affect co-
workers’ thoughts and actions that can
interfere with process flow and task re-
sponsibilities. In most cases, individuals
are unaware of the clinical consequences
of their behaviors and the downstream
effect on patient care. With a primary
goal of providing the best quality of care
in a safe medical environment, we must
address the issue head on. Raising levels
of awareness about the seriousness of the
issue, holding individuals accountable
for their behaviors, and providing strat-
egies not only to reduce the incidence
and consequences of disruptive events
but also to improve efficiency of com-
munication and team collaboration are
the crucial steps that are needed to sup-
port these organizational objectives.
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Disruptive behaviors can have a significant negative impact on staff relationships, com-
munication flow, task responsibility, and team collaboration, all of which can adversely
impact patient outcomes of care. Addressing disruptive behaviors in a positive manner by
emphasizing the benefits of mutual understanding, shared goals and priorities, and ad-
herence to accepted standards of care will enhance communication flow and improve the
process and outcomes of care. This is particularly relevant in the obstetrics setting, where
care is delivered over a continuum of time, with multiple different members of the health
care team playing a vital role as the patient progresses from labor to delivery. Critical
strategies for success include having strong organizational commitment and leadership
support, raising provider insight and awareness, implementing appropriate policies and
procedures, providing appropriate educational and training programs, and facilitating

action-oriented interventional support.
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Background

Disruptive behaviors in health care have
been around for years but, until recently,
were never really addressed in a consis-
tent effective manner. Reasons for the re-
luctance to address the issue included a
history of organizational tolerance that
was related to the fear of antagonizing a
physician who might threaten to take his
or her patients elsewhere, the hierarchal
medical structure that propagated physi-
cian autonomy and authority, the un-
written code of silence, concerns about
conflicts of interest, and the lack of will-
ingness, initiative, skill set, and organiza-
tional structure needed to address one’s
peers on behavioral rather than clinical
matters. With the perception of no harm
done, organizations were content to look
the other way.

However, things have changed. First
was the concern about the growing nurs-
ing shortage and the relationship of dis-
ruptive behaviors to nurse satisfaction,
retention, recruitment, and turnover.'
Second was the growing research that
documented the impact of disruptive
behaviors on medical errors, adverse
events, and patient safety.>> Third was
the requirement to have a disruptive be-
havior policy in place as part of the Joint
Commission Accreditation standard.*
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Fourth was the relationship of disruptive
behaviors to patient satisfaction, patient
complaints, and malpractice proceed-
ings.”° The culmination of these factors
can affect the organization’s reputation
as a workplace of choice and quality pro-
vider, which has both staffing and finan-
cial implications.

Research

We originally began our research into
the impact of physician disruptive be-
haviors on nurse satisfaction and reten-
tion during the height of the nursing
shortage crisis in early 2000. When we
went to the literature to review the topic,
other than finding a few anecdotal re-
ports of physicians who yelled at nurses
and nurses feeling bad as a result of the
interaction, there were no documented
studies that related disruptive behavior
to nurse satisfaction. We then decided to
develop our own survey tool. For the
purposes of this survey, disruptive behav-
ior was defined as any inappropriate be-
havior, confrontation, or conflict, which
ranged from verbal abuse (including in-
timidation, condescension, or berating,
disrespectful, or abusive behaviors) to
physical or sexual harassment. Surveys
were distributed to nurses, physicians,
and administrators at >100 acute care
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Linkage between disruptive behavior and undesirable behavioral
factors that occur “sometimes,” “frequently,” and “constantly”
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hospitals that agreed to participate in
the project. What we found was striking.
More than 90% of the respondents re-
ported having witnessed disruptive be-
havior in physicians, and more than one-
third of the respondents reported that
they were aware of a nurse who left the
hospital because of negative interactions
with disruptive physicians.’

Based on comments that were received
from the first phase of the survey, we en-
hanced the survey tool to look at not only

physician disruptive behaviors but also
to assess the incidence of disruptive be-
haviors in nurses and other health care
disciplines. We also added a series of
questions to assess the impact of disrup-
tive behaviors on psychologic factors
that affect emotions and performance
and the linkage of these behaviors to
medical errors, adverse events, and com-
promises in patient safety and quality of
care. What we found is that the incidence
of nurse disruptive behaviors was almost

Linkage of disruptive behavior to undesirable clinical outcomes
that occur “sometimes,” “frequently,” and “constantly”
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equal to that of physicians, but it mani-
fested in different ways. Physician dis-
ruptive behaviors were usually direct and
overt and usually subsided after the
event occurred. Nurse disruptive behav-
iors, on the other hand, were usually
more passive-aggressive in nature, had a
more continuous undermining current
of activity, and usually occurred more
frequently in a nurse-to-nurse rather
than a nurse-to-physician encounter.”®
The most striking findings were in the
respondents’ perceptions of the psycho-
logic impact of these incidents and the
effect on process and outcomes of care.
With the use of a response scale of
“never,” “rarely,” “sometimes,” “fre-
quently,” and “constantly,” Figure 1
highlights the high percentage of stress,
frustration, loss of concentration, re-
duced collaboration, reduced information
transfer, and reduced communication
responses that were based on respon-
dents rating these factors as occurring
sometimes, frequently, or constantly.
Figure 2 highlights the high percentage
of adverse events, errors, compromises
in patient safety, compromises in qual-
ity, linkage to mortality rate, and nega-
tive impact on satisfaction responses
based on respondents rating these fac-
tors as occurring sometimes, frequently,
or constantly.>® Our research and others
showed that these events tended to occur
more frequently in high-stress areas
(Perioperative Department, Intensive
Care Unit, Emergency Department, Ob-
stetrics Department) and occurred more
frequently in certain specialties (general
surgery, anesthesia, cardiovascular sur-
gery, cardiology, neurosurgery, neurol-
ogy, orthopedics, obstetrics).'**

Cause and effect

In an effort to reduce the incidence of
disruptive events, it would be helpful to
have a better understanding of the rea-
sons these events occur. This is a compli-
cated process that involves the interplay
of a number of different deeply rooted
and situational factors (Table 1).

On the deeply rooted side are the val-
ues and preferences that are influenced
by age and generation, sex, culture and
ethnicity, family upbringing, and early
life experiences that shape one’s person-



Influencing factors

Deep-seated factors

Age/generation

Sex

Culture/ethnicity

Upbringing/life experiences

Personality

Situational

Medical training

Recent life experiences

Environmental pressures

Stress/frustration

Fatigue/burnout

Depression

Substance abuse

Medical/psychiatric iliness

Provoked response: confrontational
conversation

Rosenstein. Managing disruptive behaviors in
obstetrics services. Am ] Obstet Gynecol 2011.

ality and behavioral style. Although it is
difficult to change the resulting attitudes
and perceptions that are crafted by these
exposures and experiences, behavioral
reactions may be modified by gaining in-
sight through the introduction of spe-
cialized training programs that focus on
sensitivity training, diversity training,
and personality management and by the
provision of workshops that are de-
signed to improve communication effi-
ciency and team collaboration.'?
Situational factors that are related to
medical training and work experiences,
later life experiences, and current envi-
ronmental, home, and work life pres-
sures also contribute to one’s demeanor
and emotional state that impact behav-
ioral responses. Many of these forces
negatively impact personal satisfaction,
which is influenced by growing levels of
stress, frustration, and anger that may
lead to burnout, depression, substance
abuse, or severe personality disorders
that affect home and work relation-
ships.'®'® Courses in stress manage-
ment, anger management, and conflict
management may be beneficial in the
management of more acute external

pressures. Customized approaches, which
range from individual coaching and coun-
seling to more comprehensive therapy ses-
sions, may be indicated, depending on the
circumstances.

Solution strategies

Fixing disruptive behavior is no easy
task. The ultimate goal is to either pre-
vent disruptive events from occurring or
to minimize their impact if they do. The
overall scope of services includes foster-
ing a strong organizational commitment
to patient safety, developing appropriate
policies and procedures, providing edu-
cation and training, having a consistent
reporting system, and following up on
disruptive events as warranted. Table 2
provides a 10-step process that resulted
from experiences gained from different
hospitals that have taken steps to address
the problem of disruptive behaviors; this
process can be used as a template for or-
ganizations that are beginning their
quest.

The first step is organizational com-
mitment. The commitment must come
from top-level governing and leadership
bodies, which include the Board and se-
nior-level administrative and clinical
leadership, and must extend to middle
management and front-line staff. The
organization must endorse a no-toler-
ance approach toward disruptive behav-
iors and be willing to take action when
individuals refuse to comply with ex-
pected behavioral standards. An internal
assessment will help to identify potential
opportunities for improvement. Provi-
sion of the necessary resources and sup-
port to make it happen are crucial to suc-
cess. The endorsement of the process by
a clinical or project champion will help
to drive the program forward. The
champion should be a well-respected
peer, who firmly believes in the project
and has the leadership and communica-
tion skills to make it happen.

Raising levels of awareness and ac-
countability are important components
to provide insight, affirm roles and re-
sponsibilities, and promote individual
engagement. Providing educational pro-
grams that highlight the downstream
negative effect of disruptive behaviors
touches the core nature of medical prac-
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Strategic approach

. Organizational culture

—_

Leadership commitment

Internal assessment

Infrastructure/resources

2. Clinical champions

3. Awareness/insight/accountability:
general education

4. Structured education/training

Diversity/sensitivity/conflict
management

Etiquette/assertiveness training

5. Communication/team collaboration
tools

. Relationship building

. Policies and procedures

6
7
8. Reporting/follow-up procedures
9. Interventions

Pre-event

Concurrent

Retrospective

10. Reinforcement of patient safety

initiatives
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tice. These sessions can be presented at a
variety of different levels, including
grand rounds, department meetings, or
unit-based discussions. Target audiences
should include physicians, nurses, phar-
macists, technicians, and other clinical
personnel, administration, human re-
sources, risk management, patient safety,
and quality management. Sessions should
be made available to the medical staff, res-
ident staff, medical and nursing students,
and all hospital staff members who are in-
volved in the health delivery process.

The provision of more in-depth struc-
tured educational programs is often ben-
eficial, depending on the demographics
of the organization. As mentioned ear-
lier, there are many deep-seated values
and attitudes that affect one’s percep-
tion that either consciously or subcon-
sciously affect one’s behavior. Courses
on diversity training, sensitivity training,
and differences in generational and cul-
tural values will help to enhance under-
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standing of which inherent values and
priorities individuals have that influence
the way they react to others. Other types
of programs that might be offered in-
clude courses on stress management, an-
ger management, or conflict manage-
ment to help staff adjust to the pressures
of the surrounding environment.

Implementation of processes that im-
prove communication and team collab-
oration skills is a pivotal part of the
solution set. Scripting techniques, such
as the situation/background/assessment/
recommendation tool, have been ex-
tremely helpful in the improvement of
the overall efficiency of 1-on-1 commu-
nication by providing a template that
helps to organize the delivery of impor-
tant information into a format that effec-
tively outlines the issues at hand and the
request for response. Some organiza-
tions have introduced a linguistic train-
ing program to help individuals for
whom English is not the primary lan-
guage to learn how to converse more ef-
fectively with their colleagues.

Team collaboration tools have been
demonstrated to be of benefit in certain
team settings. Many of these programs
have been based on the crew resource
management principles that have been
set forth in the aviation, auto racing, and
nuclear power plant industries that out-
line the importance of team values
related to trust and respect, role un-
derstanding, anticipation, assertiveness,
and group discussion. In the obstetrics
area, the results of these programs are a
little more controversial. Some studies
have shown only incremental value;
other studies have shown more positive
results.'”*' Obviously, more studies in
this area are needed.

Communication and team training
tools provide an operational structure to
improve efficiency of interactions, but
they do not deal with the behind-the-
scene differences in assumptions, per-
ceptions, biases, conflicting opinions,
priorities, and motivations that influ-
ence behaviors and the way they impact
staff relationships.”*?’ Sitting on top of
the deep-seated influences posed by gen-
eration gaps, sex, cultural, and training
differences is the importance of trust, re-
spect, and mutual understanding. One
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part of trust and respect is role recogni-
tion and competency assurance. Partic-
ularly in obstetrics, where the care is de-
livered more over a continuum rather
than as a scheduled timed event or treat-
ment for an emergency situation and
where there may be differences of opin-
ion on how best to get there, sharing a
mutual goal of processes and protocols
that lead to a safe delivery are key to suc-
cess. Physicians must understand the
nurses’ role and believe that they are
competent in carrying out their respon-
sibilities. Competency is a combination
of technical competency, knowledge
competency, and communication com-
petency in being able to get the message
across. Physicians also must understand
the bedside nurse’s priorities for patient
care, discuss the reason that their prior-
ities might be diverging from accepted
procedural guidelines, and make them-
selves available to advise and assist in a
professional manner. Nurses must un-
derstand the importance of physician
priorities to juggle a busy schedule and
maintain work/life balance. Education
and discussion that are based on a truth-
ful and open sharing of concerns and
priorities is the best way to achieve a
happy medium. Changing the practice
model through the use of scheduled in-
house coverage (laborists) and changing
the reimbursement model will also help
resolve some of the underlying concerns
and priorities.*

As part of its basic structure, the orga-
nization must have the right policies
and procedures in place that define ap-
propriate behavioral standards and set a
process for addressing those who are
noncompliant. In 2007, the American
College of Obstetricians and Gynecolo-
gists issued a report that addressed the
issues of disruptive behavior.” In Janu-
ary 2009, the Joint Commission issued a
requirement that a hospital must have a
disruptive policy in place and provide
supporting education as one of its lead-
ership standards for hospital accredita-
tion.”® The policy must be consistently
and equitably applied across all levels of
the organization.

Having a consistent action-oriented
approach to event reporting and fol-
low-up procedures helps to ensure that
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all issues are addressed appropriately in
an efficient manner. One recommenda-
tion is to have a standard process for in-
cident reviews performed by a multidis-
ciplinary committee that is trained to
evaluate each event in a professional
nonbiased manner and to make the
appropriate recommendation for fol-
low-up procedures. Individuals who reg-
ister complaints should be given feed-
back to thank them for the report and to
assure them that the event will be evalu-
ated. Although the specific recommen-
dations should not be discussed to main-
tain confidentiality, they are requested to
report back if they do not see any notable
changes over a selected period of time.
The intervention cycle is the most cru-
cial part of the solution. On the surface,
we recommend that the intervention fo-
cus on the opportunity to raise aware-
ness and facilitate improvement though
self-correction, rather than approaching
the incident in a confrontational puni-
tive manner. Interventions are best con-
ducted by staff members who are trained
in conflict management and dispute-res-
olution skills. There should be no appar-
ent conflicts of interest or other biases
that may impede the process and out-
come of these interventions.
Interventions can occur at 3 different
levels. The first level is the preevent stage.
The changing health care environment
of increasing complexity, growing ac-
countability, sense of loss of autonomy
and control, coupled with reduced reim-
bursements, the escalating costs of run-
ning a practice, and fears of malpractice,
have led to increasing levels of dissatis-
faction, stress, frustration, burnout, de-
pression, and more, all of which certainly
have taken their toll on physicians.'® The
identification of physicians who are at
risk early on and a proactive approach in
helping them adjust to the surrounding
pressures of the environment will help to
improve overall satisfaction and produc-
tivity that affect relationships at home
and the workplace and have a better op-
portunity for success than waiting for an
adverse incident to occur.”” Many of
these services may be available through
an organization’s existing Physician
Wellness Committee, Employee Assis-
tance Program, Human Resources De-



partment, or Medical Staff Office or can
be made available through a variety of
outside services that use experts in phy-
sician coaching or counseling.
Real-time intervention is necessary to
prevent a disruptive event from escalat-
ing to a point at which it potentially com-
promises staff or patient safety. The
problem with this is that the hierarchal
nature of the medical system perpetuates
a code of silence in which individuals are
reluctant to speak up about a negative
incident that involves one of their peers.
Courses in assertiveness training and
team training help to emphasize the im-
portance of speaking up; however, fears
persist, particularly if it involves a physi-
cian who has a history of disruptive be-
havior. The rallying point must be
around patient safety. A recent survey of
obstetrics services suggested that the de-
cision to speak up is predicated on pro-
fessional role, years of experience, and
the perception of potential for harm,
with differing perspectives of harm be-
tween physicians and nurses. Individuals
must understand that it is their duty to
speak up when they see something is
wrong, to be taught how to speak up in a
professional manner, to feel secure in the
fact that the organization is behind them,
and to be protected from retaliation.
Interaction after the event falls into
several categories. First and easiest to ad-
dress is the first-time offender. In many
cases the individual was not aware of the
consequences of the behaviors; after an
informal conversation to make the per-
son aware of the incident, he/she will
take the necessary steps to correct it.
When the level of frequency or intensity
escalates, then the intervention should
involve a conversation that is conducted
by an individual who is trained in con-
flict-resolution  skills. Recommenda-
tions at this level might include courses
on stress management, anger manage-
ment, or diversity management or rec-
ommendations for therapeutic counsel-
ing. Substance abuse must always be kept
in mind as a possibility, with appropriate
referrals as indicated. The most difficult
situation occurs with the physician who
is resistant to change. In these cases, the
organization must be prepared to sanc-
tion the individual and, if necessary, to

terminate privileges. In all cases, the at-
tempt is physician salvage. As are all
health care professionals, physicians are
a precious resource, and we must do our
best to work with them in an effort to
help them maintain a satisfying produc-
tive practice.

In the end, it is all about supporting
patient safety. Programs that are aimed
at reducing the incidence of disruptive
behavior must be intertwined with all the
other programs and initiatives that en-
hance patient safety, quality improve-
ment, and risk-management initiatives.

Given the fact that there are multiple
factors that contribute to disruptive be-
haviors, it is hard to pinpoint a cause-
and-effect relationship as to the benefit
of each of these steps in the reduction of
the occurrence and negative impact of
disruptive behaviors on patient care.
None of the steps are mutually exclusive;
in fact, they all enhance the value of each
other. The real question is, are you will-
ing to pay the price of not addressing
the problem with only a piecemeal
approach?®®

Conclusion

Disruptive behavior is a difficult issue to
address. Recent surveys have confirmed
the continued occurrence of disruptive
behavior and its adverse impact on staff
relationships, communication flow, and
patient care.*® Factors that contribute to
this ongoing problem include a history
of tolerance, a complex hierarchic-based
medical care system, different stake-
holder motivations, priorities and incen-
tives to act, and an overall difficulty in
addressing behavioral rather than clini-
cal issues. The problem is compounded
further in obstetrics services. Issues that
are related to timing, convenience, mo-
tivation, priorities, roles and responsibil-
ities, and clinical interpretation often
put a wedge between the physician,
nurse, and patient. With a primary focus
on providing best patient care, physi-
cians and nurses must work together to
gain a better understanding of each oth-
ers’ roles, responsibilities, and priorities
and come up with a mutually agreed on
process of care to ensure a positive pa-
tient outcome. Organizations must be
committed to the process and provide
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the necessary educational and resource
support to make it happen. Taking a pos-
itive supportive approach to identify po-
tential problem areas early on and imple-
menting appropriate programs, not only
to address disruptive behaviors but also
to enhance opportunities to improve sat-
isfaction, communication, and collabo-
ration, will provide the best opportuni-
ties for success.

CASE EXAMPLE

m Table 2 gives alist of strategies that are
designed to help organizations to ad-
dress disruptive behaviors. Although
the model provides a sound concep-
tual framework for going forward, in
reality, things do not always go ac-
cording to plan. It is not that people
do not know what they must do, it is
the barriers that get in the way of do-
ing it. One way to flush out potential
strategies for action is to use a case ex-
ample for group discussion. An illus-
trative example selected from actual
caregiver comments is presented.

m Dr Sour is a 55-year-old obstetrician
who brings lots of patients to the hos-
pital. He has always had a very strong
demanding personality but recently
appears to be acting more agitated. A
recent incident occurred in what was
scheduled to be a routine delivery. In
the course of induction, the nurse be-
came concerned about the protocol
that was being used for the pitocin
drip and called Dr Sour for clarifica-
tion. Dr Sour yelled at the nurse for
questioning him on what he was do-
ing and told the nurse that he needed
to have the baby delivered by 4:00 pm.
He then went on to make a sly remark
about her training and experience:
“Let me know when you finish medi-
cal school.” Frustrated and intimi-
dated, the nurse continued the drip
and then began to notice signs of fetal
distress. Given Dr Sour’s history, she
begrudgingly called Dr Sour again. He
responded by raising the level of in-
tensity by screaming at her and ques-
tioning her as to how she had the au-
dacity to call him again and said that
he did not want to be bothered unless
there was an emergency. When asked
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to come in to evaluate the patient, he
again questioned the nurse about her
competency and authority and told
her to continue to push the pitocin
drip as he had ordered and that he
would come in when the patient was
ready to deliver. Stressed and aggra-
vated, the nurse called the unit
supervisor.

Questions to consider for discussion in-

clude:

1. What is the concern?

2. What are the underlying issues
(goals/perceptions/motivations/
priorities)?

3. What should the nurse do in real

time?

How do you think it will go?

What should the organization do?

Who will do it?

How will it be done?

What else would you like to know

about the situation?

9. What can be done to prevent further
incidents like this?

10. Describe potential organizational/
personal barriers and how they
might be addressed.

For the correct answers, contact

Dr Alan Rosenstein at ahrosensteinmd@

aol.com. [
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