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A Question of Patient Safety: Disruptive Physicians and Colleagues
Jason Byrd, J.D.
Michael D. Webb, M.D.
neurosurgeon is wrestled to the floor by deputies after
threatening a nurse and attempting to strike a sheriff
because he had to wait for instruments to be sterilized. A
surgeon throws a container of blood contaminated with
hepatitis C at an anesthesiologist who disagreed with his
assessment of the patient. These are not scenes from the
latest television medical drama, but actual examples of a
very serious issue: disruptive colleagues.
On July 9, 2008, The Joint Commission issued a Sentinel
Event Alert (Alert) addressing “behaviors that undermine a
culture of safety.” As stated in the Alert, intimidating and
disruptive behaviors can increase medical errors,
preventable adverse outcomes and the cost of medical care,
decrease patient satisfaction, and cause good, qualified staff
to seek employment in a more professional and welcoming
environment. The bottom line is that these disruptive physicians or colleagues cost practices and/or hospitals money
through increased liability risks (medical- and employmentrelated) and administration and staff time spent managing
situations related to the disruptive environment.
Since it often involves subjective evidence, disruptive
behavior can be difficult to define; however, it can include
anything a staffer/contractor does that interferes with the
orderly conduct of hospital or practice business. Such
behavior is often exhibited by persons in positions of power.
This is important to remember, for while physicians often
receive the majority of attention on this issue, many cases of
disruptive behavior have been documented among nurses,
pharmacists, administrators, support staff and laboratory
staff.
The problematic behavior can be exhibited in overt
actions such as verbal outbursts, verbal and physical threats,
and throwing objects. It can also be exhibited in passive
actions, the more common form of disruptive behavior,
including condescending language or intonation, refusing to

perform assigned tasks, refusing to return calls or pages, and
undermining a patient’s trust in other caregivers or the
hospital, and even impatience with questions. The Joint
Commission views such behaviors as undermining team
effectiveness and potentially compromising patient safety.
The following statistics provide some indication of the
prevalence of disruptive colleagues in health care:
• At least one analysis indicates approximately 3-5 percent
of physicians are disruptive.
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• One study of 130 nurses demonstrated a 90-percent
incident rate of psychological abuse by physicians.
• One study of 461 orthopedic nurses demonstrated
91-percent incident rate of abuse.
• One study showed that 23 percent of nurses reported
at least one instance of physical threat from a physician;
the most common threat was having an object thrown
at them.
The implications of disruptive behavior are very real.
A survey conducted by the Institute for Safe Medication
Practices indicated that 49 percent of clinicians have felt
pressured to dispense or administer a drug despite serious
and unresolved safety concerns, and 40 percent have kept
quiet rather than question a known intimidator. Staff
retention rates are impacted by disruptive behavior, which
affects team morale and the financial bottom line of the
practice or hospital.
To address the issue of disruptive physicians, The Joint
Commission has issued a new Leadership standard
(LD.03.01.01) that will be effective for all accreditation
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programs on January 1, 2009. The applicable elements of
performance are as follows:
EP 4: The hospital/organization has a code of conduct that
defines acceptable and disruptive and inappropriate
behaviors.
EP 5: Leaders create and implement a process for
managing disruptive and inappropriate behaviors.
In addition, The Joint Commission will include
interpersonal skills and professionalism in the credentialing
process core competencies effective January 1, 2009
(TJC Standard MS 4, introduction). Finally, the Alert lists a
number of suggested actions (i.e., not required) an
organization can take to deal with disruptive behavior.
The potential causes for a colleague to become disruptive
are numerous and beyond the scope of this article.
However, it is important for the practice or hospital to
identify such causes should it attempt to retain and
rehabilitate the colleague. Some personal causes might
include the following:
• Stress
• Personality traits
• Perceived loss of autonomy due to
the advent of the care team model
• Substance abuse or addiction
• Depression
• Arrogance
• High-achievement families and the
corresponding pressures
• Early life trauma
• Fundamental religious background
• Reasonable or enhanced medical skills
• Burnout.
Organizational factors could include encouragement of
disruptive behavior through results, rewards or special
treatment.
So how can your practice or hospital prevent disruptive
colleagues from causing a significant problem? While no
measure is completely fail safe, your practice or hospital
should consider adequately addressing the issue in some or
all of the following ways (many of which are taken from
The Joint Commission’s suggested courses of action):
• Develop a code of conduct specifying the professional
behavior expected that is the result of substantial input
from an inter-professional team (medical, nursing,
administrators other employees) – while this may need to
exist in separate codes for medical staff members and
employees, the codes should be similar (though
variations may need to exist with respect to the correct
actions taken for a violation). The code(s) should be
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incorporated into the staff bylaws and hospital policies as
appropriate. Seeking input from all contingencies to
which the code might be applied is important for buy-in.
Finally, the codes and policies, to be effective, will
require committee leadership and observable, equitable
enforcement.
• Ensure retaliation for reporting is not a factor – the code
should explicitly prohibit retaliation and protect those
who report disruptive colleagues. Each member of the
care team must feel empowered to voice their opinion
with respect to the patient’s plan of care.
• Educate all team members on the code of conduct and
appropriate behavior.
• Hold all team members accountable for modeling
desirable behaviors and enforce the code consistently and
equitably – this may seem logical, but proper
enforcement prevents the code from becoming a
symbolic gesture. This is especially critical given the
historical deference or blind eye given to this issue and
its lingering impact.
• Document all attempts to address intimidating and
disruptive behaviors – organizations should thoroughly
document every incident and all actions taken. Efforts
should be made and documented to specifically inform
the disruptive colleague of the code violation and the
reason the behavior violated the code.
The key, of course, is in the drafting of the codes and
policies and their fair and equitable enforcement. As such,
organizations should consult legal counsel to ensure they are
adequately addressing any state or local legal issues.
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