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Civility in the Health Care Workplace: Strategies for Eliminating Disruptive Behavior

Health care leaders and caregivers have known for years that disruptive behavior is a serious problem in medicine. Increasingly, provider organizations are recognizing that disruptive behavior is not just a job satisfaction issue but a patient safety issue as well. In response to growing demands to confront the problem, several organizations have developed effective strategies for ending once-accepted behaviors that put patients at risk. 

Negative Impact on Care
The American Medical Association defines disruptive behavior as “personal conduct, whether verbal or physical, that affects or that potentially may affect patient care negatively…” (AMA Code of Medical Ethics, E-9.045). According to Grena Porto, R.N., M.S., ARM, CPHRM, a member of the Joint Commission’s Sentinel Event Advisory Group, many caregivers do not realize the full implications of this definition. “Disruptive behavior is anything that interferes with good and safe patient care in any way,” she says, adding that the problem includes nurses and administrators, not just physicians. Porto groups disruptive behavior into three main categories: 

Physical intimidation and violence—As most physicians and nurses can affirm, extreme behavior is not unknown in health care. Examples include throwing objects and pushing other workers. Tantrums, including yelling directly in another person’s face, are also physically intimidating. 

Unpleasant and abusive behavior—Anecdotal evidence suggests that abusiveness is a very common form of disruptive behavior. One example is a physician who becomes nasty when called at home. Another instance is a surgeon who shows open disdain for a coworker in the operating room. Although this category includes demeaning others through overtly sarcastic remarks, it also encompasses covert actions and statements that undermine coworkers professionally. 

Refusal to cooperate—Even though it often does not involve open abuse, the refusal to follow directives, cooperate with group decisions, or accept input is a behavior pattern that can adversely affect patient care. “Examples include the physician whose attitude is ‘stop bothering me with that timeout stuff ’ and the nurse who ‘knows it all’ and will not listen to anyone else,” says Porto. Other instances can be even more subtle, says Robert Pendrak, M.D., M.S., ARM, PAHM, DFASHRM, DFACMQ, the director of risk management at Inservco Insurance Services. He says disruptiveness includes behaviors such as writing illegible orders and failing to answer pages. “If it compromises care,” says Pendrak, “it is disruptive.” 

How does disruptive behavior endanger patient safety? The common denominator for all three forms is a breakdown in the communication that is essential to safe care. Martin Diamond, F.A.C.H.E., a former hospital CEO, says disruptive behavior of all kinds makes staff refrain from needed interactions. “Disruptive behavior causes stress, anger, and conflict, and people are not at their best when they are in conflict,” he says. “It interferes with accurate communication and causes people to be reluctant to ask questions and engage in true dialogue.”(See the sidebar on workplace intimidation and its effect on patient safety.) 

	Sidebar. Survey Shows Link Between Intimidation and Safety Risk 

In 2003–2004, the Institute for Safe Medication Practices (ISMP) surveyed health care providers on workplace intimidation. The survey results shed light on how disruptive behavior affects patient safety: 

Behaviors staff encountered during the past year
% of respondents
Condescending language or vocal intonation

88%

Impatience with questions

87%

Reluctance/refusal to answer questions or phone calls

79%

Strong verbal abuse

48%

Threatening body language

43%

Physical abuse

4%

Other findings
% of respondents
Past experiences with intimidation have altered how a staff member handles order clarification/questions about medication orders.

49%

During the past year, a staff member felt pressured to accept an order, dispense a product, or administer a medication despite concerns.

49%

A staff member was involved with a medication error in the past year in which intimidation played a role.

7%




Setting the Tone
Even though disruptive behavior may appear to be firmly entrenched in the health care industry, many organizations have found that it is possible to confront the issue. The keys are to clearly define disruptive behavior and refuse to tolerate it. Organizations that are designated “magnet hospitals” have zero-tolerance polices for disruptive behavior. 

“Start with a strong policy statement on disruptive behavior that is issued jointly by administration and staff,” says Porto. “The medical staff has to be on board because they may need to take privilege action.” Because many people are unaware of the full extent of disruptive behavior or may be reluctant to report it, leadership will need to work initially to uncover problems. “You literally have to do some detective work,” says Porto. She suggests making rounds to talk directly to staff members about disruptive behavior. When you uncover a problem, dig further: “One way is to get someone from outside the organization to run a focus group with the people in the affected area.” 

Pendrak emphasizes making sure everyone is aware of and understands the disruptive behavior policy. “You need to communicate to the entire staff—not just physicians, but food service and housekeeping as well,” he says. Pendrak believes a disruptive behavior discussion should be a part of orientation and education. 

Diamond believes executive leadership has a key role to play in addressing the issue of disruptive behavior. “Leaders should be reinforcing a cultural tone that says the workplace is one where everyone should operate with courtesy and respectfulness,” he says. To deal effectively with disruptive behavior, leaders need to be involved in daily life and be open to staff. “Eat in the cafeteria, spend time in the lounge, make yourself accessible, and encourage your staff to do the same,” says Diamond. “Just by being available, you hear a lot.” Not only does involvement help you find out about behavior problems, it helps you be a part of the solution once they are uncovered: “You cannot go out and start a relationship with the staff only when there is an incident.” 

Code of Conduct
An essential element of an organization’s response to disruptive behavior is a strong code of conduct. “The code for employees and the code for physicians need to be exactly the same,” says Porto. She notes that an effective code covers disruptive behavior in all its forms, including making other people think they are incompetent to do their job. 

Diamond suggests the following approach to developing a code of conduct with broad organizational support: 

· The human resources director puts together a committee with broad horizontal and vertical representation from throughout the organization. 

· Committee members poll colleagues for ideas on what to include in the code. 

· The committee has a dialogue around the suggestions and develops a draft code of conduct. 

· The CEO and his or her direct reports review and discuss the draft and issue it in report form to all employees, requesting feedback. 

· The chief of staff presents the code (possibly revised) to the medical staff for feedback. 

· The board of directors endorses the code. 

· The final code of conduct is distributed to all employees by letter and then posted prominently throughout the organization. 

One issue that leaders need to hammer out is the reporting mechanism. Who will handle disruptive behavior complaints? What route will they take through the organization? What documentation will be required? On the front end, Porto recommends taking a realistic approach to reporting. “Some people say all complaints should be written up as an incident report,” she says. “But to expect someone to sit down and write ‘so-and-so is a big stupid bully’—that is optimistic in most cases.” Although written documentation is important, employees should be able to trigger the complaint and investigation process through an oral report to a designated contact. 

Organizations often make the mistake of focusing reporting at too low a level within the organization. Porto says that in most cases complaints need to go higher than the nursing director. She also believes peer review and quality committees are not equipped to deal with disruptive behavior. “Peer review committees do not know what to do with this problem,” she says. A reporting mechanism should include “immediate access to and review by senior leaders, including senior physician leaders empowered to take immediate actions to safeguard both patients and staff.” If the medical executive committee cannot deal with the issue effectively, the organization should form a special disruptive behavior committee consisting of the CEO, the CMO, representatives of the human resources and medical staffs, and the chief nurse. Porto advocates strong executive involvement. “This is a CEO-level problem,” she says. 

However, in some cases, leadership must also recognize that disruptive behavior is an impairment issue. “This kind of behavior is often one of the early signs of substance abuse,” says Rick Croteau, M.D., executive director of strategic initiatives for the Joint Commission. “The initial response should be the same as for other impairment situations; the disruptive individual may need help, not punishment.” 

When developing policies on disruptive behavior, organizations inevitably run up against the issue of how and where to draw the line on repeat offences. Although immediate suspension may be appropriate for the most serious incidents, other violations require a more deliberate process. “A three strikes approach is a good recommendation, but it must somehow align with the offense,” says Diamond. He says that the policy must differentiate between a person who yells a couple times a year and one who gets angry and throws a scalpel. Pendrak agrees, saying that organizations should develop a graded response to code of conduct violations, including (when appropriate) education and peer counseling. “The critical issue is protecting everyone involved, Including the physician,” says Pendrak. “This is not a witch hunt. The aim is to try to correct the behavior in a particular professional so he or she can provide safe care to patients.” 

Set the Limits
Overall, the most effective way to counter disruptive behavior within a health care organization is to set limits. Whether disruptive behavior is caused by stress or a narcissistic sense of entitlement, Diamond believes the underlying issue is lack of self-control: “In the situations I have dealt with, the offender had typically been around for a very long time, and no one had ever set any boundaries.” 

Porto underscores the need to define expectations: “Nurses and doctors will keep testing the limits.” Ultimately, the key to making a policy work is to be serious about enforcing it. “You have to bite the bullet,” she says. “You cannot have the same person acting out over and over again.” 
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Source: Joint Commission Resources: Civility in the health care workplace: Strategies for eliminating disruptive behavior. Patient Safety 6:1-8, Jan. 2006.

