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Ever since the publication of the Institute of Medicine
Report To Err Is Human, health care organizations have
received the wake-up call that they need to address the

growing concern about patient safety1; several follow-up reports
have documented moderate improvement, but there are still
large, disconcerting gaps between what we have been able to
achieve and where we need to go.2–5 To advance further we need
to improve our processes, systems, and technology, and at the
same time address the human factor issues that affect bedside
care.     

We originally reported on the impact of disruptive physician
behavior on nurse satisfaction and retention in 2002. The
results of this research showed a significant relationship
between disruptive physician behavior, poor nurse satisfaction
and morale, and an increase in nurse turnover.6,7 As part of the
research for this study, we searched for information on a rela-
tionship between disruptive behaviors and negative outcomes
of care, but other than a few anecdotal stories, we could find no
documented studies directly linking disruptive behavior to neg-
ative clinical outcomes. 

In an effort to address the relationship of disruptive behav-
iors to potential compromises in patient outcomes of care, we
extended the scope of the survey to include assessment of dis-
ruptive behaviors in nurses and other health care disciplines
and evaluated their perceptions and experiences as to the
impact of disruptive behaviors on patient care. These studies
showed a significant relationship between both physician and
nurse disruptive behaviors and worrisome psychological and
behavioral traits, which led to impaired working relationships
hampered by intimidation, hostility, stress, frustration, loss of
focus, poor communication, and reduced transfer of necessary
information, all of which adversely affected patient outcomes.8,9

The Joint Commission reports in its root cause analysis of
sentinel events that nearly 70% of the events can be traced back
to a problem with communication.10 Effective January 1, 2009,
The Joint Commission will require that the hospital (organiza-
tion) “has a code of conduct that defines acceptable, disruptive,
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Background: A recent survey was conducted to assess the
significance of disruptive behaviors and their effect on com-
munication and collaboration and impact on patient care.
Survey: VHA West Coast administered a 22-question sur-
vey instrument—Nurse-Physician: Impact of Disruptive
Behavior on Patient Care—to a convenience sample. Of
the 388 member hospitals (in four VHA regions) invited,
102 hospitals participated in the survey (26% response
rate). Results from surveys received from January 2004
though March 2007 are represented. Of the 4,530 partici-
pants, 2,846 listed their titles as nurses, 944 as physicians,
40 as administrative executives, and 700 as “other.” 
Results: A total of 77% of the respondents reported that
they had witnessed disruptive behavior in physicians—
88% of the nurses and 51% of the physicians. Sixty-five
percent of the respondents reported witnessing disruptive
behavior in nurses at their hospitals—73% of the nurses
and 48% of the physicians. Sixty-seven percent of the
respondents agreed that disruptive behaviors were linked
with adverse events; the result for medical errors was 71%,
and patient mortality, 27%.
Discussion: The results from the survey show that disrup-
tive behaviors lead to potentially preventable adverse events,
errors, compromises in safety and quality, and patient mor-
tality. Strategies to address disruptive behaviors should (1)
prevent disruptive events from occurring, (2) deal with
events in real time to prevent staff or patient harm, and (3)
initiate postevent review, actions, and follow-up. 
Recommendations: Twelve recommendations—including
recognition and awareness, policies and procedures, inci-
dent reporting, education and training, communication
tools, discussion forums, and intervention strategies—
address what hospitals and other organizations can do now
to address disruptive behaviors. 
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and inappropriate behaviors” (Element of Performance [EP] 4)
and that “Leaders create and implement a process for managing
disruptive and inappropriate behaviors” (EP 4).11

In this article, we summarize our ongoing research on the
significance of disruptive behaviors, their effect on communica-
tion and collaboration, and their impact on patient care.

Survey
DEVELOPMENT

The convenience sample survey was conducted by VHA West
Coast, one of 17 regional offices of VHA Inc., a national
alliance of more than 1,400 not-for-profit hospitals across the
United States. In the absence of any prototype surveys address-
ing issues around the frequency, seriousness, or impact of dis-
ruptive behaviors, the investigators developed the 22-question
survey instrument—Nurse-Physician Relationships: Impact of
Disruptive Behavior on Patient Care*—with input from other
VHA staff members and outside consultants. The survey was
based on issues and experiences noted by our VHA member
hospital nursing and physician leaders. The survey was
reviewed and tested internally by distributing it to a subgroup
of physicians and nurses from VHA hospitals. Surveys were
field tested at Mayo Clinic Hospital in Scottsdale, Arizona, and
Barnes-Jewish-Christian Hospitals in St. Louis, and revisions
were made accordingly. The format for responses included “yes”
or “no” questions, questions requiring a numerical grade based
on a 10-point Likert scale, and an open section for individual
comments.

Respondents
Surveys were open to all VHA member hospitals. On request,
surveys were forwarded to the designated hospital contact per-
son, who was responsible for distribution to the hospital med-
ical staff, nursing staff, administration, and other requested
disciplines. Respondents were self-selected and returned com-
pleted surveys to VHA West Coast for analysis. 

Of the 388 member hospitals (in four VHA regions) invit-
ed, 102 hospitals participated in the survey (26% response
rate). The hospitals ranged in size from large metropolitan aca-
demic teaching centers to smaller, rural, not-for-profit commu-
nity hospitals. Results from surveys received from January 2004
though March 2007 are represented in this article. Data were
analyzed using SPSS 15 for Windows (SPSS, Inc., Chicago).
Each of the comments was manually recorded as a direct quote.

There were a total of 4,530 participants in the study. Of the

participants, 2,846 listed their titles as nurses, 944 listed their
titles as physicians, 40 listed their titles as administrative exec-
utives, and 700 were listed as “other.” Included in this category
were pharmacists, respiratory therapists, physical therapists,
laboratory personnel, perioperative staff, and other health care
workers.

Results
PHYSICIANS’ DISRUPTIVE BEHAVIOR

A total of 77% of the respondents reported that they had wit-
nessed disruptive behavior in physicians at their hospitals. Of
interest, 88% of the nurses reported witnessing disruptive
behavior in physicians, and 51% of the physicians reported wit-
nessing disruptive behavior in their peers (Figure 1a, page 466).
When asked about which specialties were most likely to exhib-
it disruptive behaviors, respondents rated general surgery high-
est at 28%, and obstetrics/gynecology lowest (6%); all other
specialties were at less than 5% (Figure 1b). Clinical settings
mentioned most frequently were the medical units (35%),
intensive care units (26%), operating room (23%), surgical
units (20%), and the emergency department (7%). All other
settings were mentioned by fewer than 5% of the respondents. 

NURSES’ DISRUPTIVE BEHAVIOR

A total of 65% of the respondents reported witnessing dis-
ruptive behavior in nurses at their hospitals. These behaviors
were witnessed 73% of the time by other nurses and 48% of the
time by physicians (Figure 1c). 

IMPACT OF DISRUPTIVE BEHAVIOR

A series of questions were designed to assess the respondent’s
perception of the behavioral impact of disruptive behaviors on
factors known to affect psychologic and behavioral reactions
that may affect performance. The respondent was asked to rate
his or her response to the question, “How often do you think
disruptive behavior results in the following?” using a rating
score of “never,” “rarely,” “sometimes,” “frequent,” or “con-
stant.” When the latter three options were combined, 94% of
the respondents, for example, indicated that disruptive behav-
iors provoked stress, 94% indicated that disruptive behaviors
led to frustration, and 99% indicated that disruptive behaviors
led to impaired nurse-physician relationships (Figure 1d). The
next series of questions were designed to assess the respondent’s
perception of the clinical impact of disruptive behaviors on
patient care. The combination of “sometimes,” “frequent,” and
“constant” responses indicated, for example, that 67% of the
respondents felt that there was a linkage between disruptive* The survey is available by e-mail request from Alan H. Rosenstein.
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behaviors and adverse events, 71% felt that there was a linkage
to medical errors, and 27% felt that there was a linkage to
patient mortality (Figure 1e). Eighteen percent of the respon-
dents reported that they were aware of a specific adverse event
that occurred because of disruptive behavior (Figure 1f ), 75%
of whom felt that the adverse event could have been prevented.

OPEN COMMENTS

The Open Comments section provided an opportunity for
respondents to describe in more detail specific circumstances
and events related to disruptive behavior. Several of the more
striking comments are listed in Table 1 (page 467). 

Figure 1. Percentage of respondents are shown for the survey questions. M.D., physician; R.N., nurse; OB/GYN, obstetrics/gynecology; Admin, administration.

Survey Responses (N = 4,530), January 2004–March 2007
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Discussion
The results from the survey show that disruptive behaviors can
cause significant psychologic and behavioral disturbances that
can have a critical effect on focus and concentration, collabora-
tion, communication, and information transfer, which in turn
can lead to potentially preventable adverse events, errors, com-
promises in safety and quality, and patient mortality.

The current survey focused predominantly on disruptive
behavior between physicians and nurses, but our research has
shown that disruptive behaviors can occur across all disci-
plines.12 Although the percentage of physicians and nursing

staff who are truly disruptive is small (3%–5%), these few can
have a profound effect on the organization.6,8,9 The effects of
physician disruptive behavior are more apparent because of
their direct control over patient care. The finding that disrup-
tive behavior in physicians occurs more frequently in particular
specialties such as general surgery, cardiovascular, neurosurgery,
and orthopedics may have to do with the basic personality traits
of the physicians who choose these particular specialties.13

Other contributing factors include stress and satisfaction. A
recent survey on physician satisfaction rated neurosurgery and
neurology, cardiovascular surgery and cardiology, general sur-
gery, and orthopedics as four of the physician specialties with
the lowest overall physician satisfaction scores.14

In nursing and other disciplines, the effects of disruptive
behaviors are more subtle, which may reflect unmet expecta-
tions and the changing role of nursing in today’s health care sys-
tem. With mounting concerns about nurse dissatisfaction,
increasing turnover rates, and a growing shortage of nurses,
more attention is being directed to nurses’ disruptive behaviors.
Whereas physician disruptive behavior is usually more direct
and overt, nurse disruptive behaviors more frequently take the
form of back-door undermining, clique formation, and other
types of passive-aggressive behaviors.15

The effects of disruptive behavior on psychologic factors
that can affect job performance are a significant issue. This is
particularly true in a high-stress, high-intensity environment
that deals with fast-paced complex issues. In such an environ-
ment, critical information and task responsibilities need to be
shared between multiple people playing multiple roles during
the process. The results from the current study indicate that
more than 90% of the respondents felt that disruptive behav-
iors invoked feelings of stress and frustration; more than 80%
felt that disruptive behaviors caused a loss of concentration,
reduced team collaboration, and impaired information transfer;
and more than 90% felt that disruptive behaviors led to poor
communication and impaired nurse-physician relationships.
These human factor issues are all known to play a crucial role
in patient safety.16,17

It is the impact on patient care that is the major concern.
Results from the current study indicate that more than 70% of
the respondents felt that there was a linkage between disruptive
behaviors and medical errors and poor-quality care, more than
two thirds felt that disruptive behaviors were linked to adverse
events, more than 50% felt there was a linkage to compromis-
es in patient safety, and more than one fourth of the respon-
dents felt there was a linkage to patient mortality. We recognize
that these statements reflect the perceptions of the survey

■ Disruptive behavior results in patient dissatisfaction, errors, 

staff dissatisfaction, and lack of teamwork. Some nurses are afraid

to call some physicians because they are afraid they will get yelled

at over the phone, even though they have pertinent data to report.

Nurses need to be organized and know how to give a thorough

report. Physicians need to be patient and courteous and listen,

particularly to young new nurses and not be yelling and intimidat-

ing. 

■ 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.

■ Disruptive behavior results in medication errors, slow response

times, and treatment errors.

■ Disruptive behavior caused increased stress and lack of 

concentration, which caused a nurse to make a mistake.

■ Poor communication postop because of a disruptive reputation,

resulted in delayed treatment, aspiration, and the patient’s 

eventual death.

■ My concern is that the new nurses are afraid to call about

patient problems and issues that truly need to be addressed in a

timely manner, affecting outcomes.

■ Physicians become close minded to suggestions by nurses for

different treatment, and so on, after becoming upset with staff for

other reasons or insulted by nurses’ ideas. All physicians should

look at the physician-nurse relationship as a team approach, and if

their ideas aren’t working they should be willing to entertain the

nurse’s ideas for treatment. Also, some nurses should learn 

verbally appropriate way of approaching physicians.

■ I am largely concerned about nurse-nurse relationships, as there

is so much backbiting and unnecessary scrutiny that is a larger

problem than physician-nurse relationships. 

■ It seems that there is an increasing lack of respect by nurses

and other ancillary caregivers toward practicing clinicians in the

hospital environment. Decisions by clinicians are frequently 

challenged, and some orders are flatly disobeyed or at least not

carried through with almost reflexive propensity, and with little or

no forethought.

Table 1. Selected Respondent Comments
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respondents and that these outcomes result from a number of
different contributing factors, which makes it difficult to pin-
point a direct cause-and-effect relationship. However, 18% of
the respondents reported that they were aware of a specific
adverse event that occurred directly as a result of disruptive
behaviors, and the statements made in the comment sections
attest to the reality of the concern. 

Once we recognize the significance of the problem, the next
step is to implement strategies that address the issue. The goals
are to (1) prevent disruptive events from occurring, (2) deal
with events in real time to prevent staff or patient harm, and
(3) initiate postevent review, actions, and follow-up. 

Many of the organizations that participated in the survey
have subsequently implemented significant changes in the way
they approach disruptive behaviors. In each of these cases there
has been strong clinical leadership, committed support from
both administration and the board of directors, and a strong
clinical champion(s) who helped drive the process. In many
cases the efforts reinforced current projects focused on improv-
ing patient safety, staff satisfaction, and team collaboration. A
common theme throughout was soliciting staff input, educa-
tion and training, the setting of expectations, development of
policies and procedures, and a consistent process in addressing
and following through on specific incidents. A case study de-
scribes one hospital’s approach to this issue (Sidebar 1, right).  

Recommendations
We offer the following recommendations on the basis of what
we have observed in our experiences with information gathered
apart from the survey process from more than 100 hospitals,
which organizations can implement right now to address the
issue of disruptive behavior. 

1. RECOGNITION AND AWARENESS

The first step in the process is to assess the frequency and
significance of disruptive behaviors. The best way to accom-
plish this is to distribute a self-assessment survey in which
respondents are asked to report on behaviors and events and
their effect on job performance and/or patient care. All results
need to be held confidential to ensure privacy and potential
fears about retaliation.

2. CULTURAL COMMITMENT/LEADERSHIP/CHAMPIONS

The organization must adopt a top-down, bottom-up
approach in which all staff and employees have a role and
responsibility for their behaviors and are expected to adhere to
a well-defined professional standard of behavior. Commitment

and endorsement needs to come from the board, administra-
tion, and clinical leadership and be consistently applied across
all levels of the organization. Support by impassioned physi-
cians, nurses, and/or other staff who act as clinical champions
can provide a boost in moving the initiative along. 

3. POLICIES AND PROCEDURES

To reinforce appropriate behaviors, the organization must
develop a clear definition of acceptable behavioral standards
and criteria and establish a zero-tolerance policy for those not
in compliance. These policies need to be standardized and con-

In response to growing concerns about staff satisfaction and reten-

tion, a large metropolitan medical center began a concerted effort

to address disruptive behavior and its effect on staff relationships

and satisfaction. Backed by senior-level administrative and clinical

leadership support, a nurse and physician leader were appointed

as co-directors to develop and lead a process that would address

disruptive behaviors across the entire organization. They started

by developing a multidisciplinary nurse-physician collaborative

committee. The program was rolled out in a housewide kick-off

meeting, which was then followed by a series of monthly meetings

to address key issues and concerns. A dedicated confidential

intranet Web site was established to conduct ongoing surveys,

report incidents, and/or provide other input, suggestions, or recom-

mendations. At the same time, the organization offered a series of

different educational programs, including phone etiquette, phone

messaging, diversification training, and assertiveness training.

Special attention was paid to improving efficiency in communica-

tions. Training was provided on when and how to call physicians

and on the Situation-Background-Assessment-Recommendation

(SBAR) tool, communication techniques, Crew Resource

Management, and “difficult conversations.” Physicians were given

handwriting classes, nurses were given cell phones, and both

nurses and physicians were encouraged to initiate collaborative

morning patient rounds. 

Given the large ethnic diversity of the employee staff, a special

program on language proficiency with English as a second lan-

guage was initiated to improve language competencies specifically

around the medical environment. 

The process was applied at the nursing unit level. Each nursing

unit was required to appoint a nurse and physician champion and,

after staff input, to select a project that the unit would work on in a

collaborative fashion. The co-directors were responsible for facili-

tating and monitoring the unit-based projects and action plans.

Best-practice examples were recognized through a series of differ-

ent employee and physician awards and recognition ceremonies.

To date, there are 47 individual unit-based physician/nurse 

collaborative groups in operation who collectively have been able

to demonstrate repeat survey-supported improvements in satisfac-

tion, morale, and clinical care.

Sidebar 1. Case Study
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sistently applied across all levels of the organization. Specific
disruptive behavior policies should be developed that outline
the process for dealing with disruptive individuals. In many
organizations, employees must sign a code of conduct agree-
ment as part of their employee contracts, whereas physicians
must sign a code of behavior agreement at the time of applica-
tion for medical staff privileges, recredentialing, or employ-
ment. Organizations need to be willing and committed to take
appropriate action in dealing with disruptive individuals
regardless of their position or revenue-producing skills. 

It’s the right thing to do, but is the organization ready?
Leape and Fromson question whether organizations are willing
and able to tackle physician-sensitive issues and set policies and
procedures to monitor and manage behavioral issues.18 A reluc-
tance to confront and address behavioral problems; inadequate
physician executive training, management skills, and experi-
ence; and a lack of a formalized program or systematic
approach to address the more subjective issues of behavioral
performance may all inhibit the development and implementa-
tion an effective disruptive behavior program. 

4. INCIDENT REPORTING

A standardized approach to reporting enables the organiza-
tion to avoid many of the pitfalls and inconsistencies that ham-
per the current reporting process. Rather than depending on a
system of handling complaints brought forth through a variety
of channels such as informal verbal discussions, incident
reports, suggestion boxes, sporadic agenda items at department
or committee meetings, or the like, it would be best to adopt a
uniform approach to event reporting. The survey participants
voiced many concerns about the reporting process,6,8,9 including
perceptions that nothing ever changes, that no feedback is
received, that there is a strong fear of retaliation, and that there
is a lack of confidentiality to the entire process. Encouraging
people to report incidents, making it safe for them to do so, and
providing appropriate follow-up to at least let them know that
the complaint is being addressed are key components of an
effective reporting system. Many organizations have set up a
designated committee or task force, to which all incidents or
complaints are directed and that takes responsibility for direct-
ing the issue to the appropriate authority.  

5. STRUCTURE AND PROCESS

After the policies are in place and the reporting mechanism
is well established, it is just as important to have a consistent,
uniform methodology for addressing the issues. Having a core
team of trained, capable individuals with a multidisciplinary

representation (including administration, human resources,
physicians, and nurses) who follow a standardized process for
event assessment, recommendations, and follow-up is a much
more effective process than leaving it up to different individu-
als—with different roles, responsibilities, skill levels, and prior-
ities—to make an appropriate, nonbiased decision.   

6. INITIATING FACTORS

To prevent the occurrence of disruptive episodes, it is nec-
essary to understand the background as to why these events
might occur. Some of the outbursts are related to acute stress-
ful situations, whereas others may reflect deep-seated values,
perceptions, and actions based on gender, culture and ethnici-
ty, age, personality, training, and life experiences. All these fac-
tors interact and affect staff perceptions, values, interactions,
and relationships. Having a better understanding of such forces
will provide a better opportunity for education and training
programs designed to improve communication efficiency.12–25

7. EDUCATION AND TRAINING

Education and training can play a key role in addressing
many of the issues and potential barriers as described. The first
level of education should be to focus on raising awareness of the
concerns about disruptive behavior and its effect on patient
care. In many cases, these issues can be discussed under the
umbrella of an existing initiative, which might include pro-
grams focused on patient safety, risk management, and/or staff
satisfaction. Depending on the situation, educational programs
can range from something as simple as phone etiquette or
“charm school” to more involved programs on sensitivity train-
ing, diversity training, stress management, anger management,
conflict management, or assertiveness training. In some cases,
individualized behavioral or psychological counseling may be
required. Given some of the underlying issues related to cul-
ture, ethnicity, gender, and organizational hierarchy, specific
courses on how to hold “difficult conversations” can be of par-
ticular value in reinforcing the importance of speaking up when
something appears to be wrong.26 In organizations where a large
percentage of the staff speaks English as a second language, spe-
cial courses on conversational English specifically tapered to the
health care environment can be of tremendous benefit.

In addition, when staff interact with other staff members
they want to be sure that the person is skilled and competent in
following through on his or her expected duties. Competence
can refer to knowledge and technical competence, as well as to
communication competence in understanding what is being
asked and how best to respond.  
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8. COMMUNICATION TOOLS

The issue is not just the 3%–5% of the medical or nursing
staff who exhibit disruptive behaviors. The goal is to improve
communication effectiveness in the other 50% of the staff who
are just not good communicators. Communication is a two-
way process. The first step is the intent of the initial message
and the way the message is delivered. Body language and voice
inclination have a greater impact on the receiver than the con-
tent of the message per se. The second step is the perception of
the receiver as to the intent, meaning, and best way to respond.
Teaching basic communication skills through training courses
and role play is an excellent way of improving communication
proficiency.

Beyond the basic communication skills, there are several spe-
cific tools and strategies designed to improve communication
flow. The Situation-Background-Assessment-Recommendation
(SBAR) tool provides a scripted way of presenting the necessary
information in a concise expedient manner that gives the
receiver the necessary information to give a timely, appropriate
response.27 Many organizations have adopted experiences
learned from the airline and car racing industry that focus on
the benefits of Crew Resource Management, which supports
the principles of teamwork and collaboration in regard to roles
and responsibilities, trust, anticipation, discussion, and active
involvement.28–31

9. DISCUSSION FORUMS

One good way to improve communication is to just get peo-
ple together. This can either be done informally, by encourag-
ing staff interaction during patient rounds or joint conferences,
or more formally, by putting nurses, physicians, and other staff
members on specific task forces or committees to discuss nurse-
physician-staff relationships.

10. INTERVENTION STRATEGIES

If disruptive events do occur, direct steps can be taken to
minimize their impact. Some organizations have implemented
a “code-white” policy, according to which selected individuals
will respond to a call for assistance and help mediate during a
disruptive event.32 Other organizations have implemented an
immediate debriefing procedure to discuss conflicts or con-
frontations with constructive suggestions on how the situation
could be handled better the next time. Above all, the organiza-
tion must encourage and support any individual to speak up
when he or she knows or sees something happening that can
adversely affect patient care.

Conclusion
Although disruptive behavior is a sensitive subject that may
involve prominent physicians or employee staff, the issue must
be addressed to ensure best patient care. The organization needs
to be committed to a culture of zero tolerance and to develop
policies and procedures that define appropriate behavior stan-
dards that hold staff accountable for their actions. Offering
education programs that provide a better understanding of
background issues that influence thoughts and behaviors and
implementing training programs to improve communication
skills and team collaboration are crucial elements needed to
support the process. Improving communication and collabora-
tion will not only reduce the occurrence of preventable adverse
outcomes but will also improve staff, patient, and physician sat-
isfaction and morale. 
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