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DISCLAIMER
The WVHA  Patient Safety Council  is pleased to provide the information contained in this toolkit.  However, PLEASE READ THESE TERMS CAREFULLY, because use of this information constitutes acceptance of these conditions.  This information is NOT intended to provide legal or other professional services or advice.  NO guarantee as to quality, timeliness, completeness, or applicability can be or is being made.  In no event shall the WVHA Patient Safety Council assume any responsibility or liability for this information or for any claims, damages or losses resulting from its use.  The WVHA Patient Safety Council makes no endorsement or representation whatsoever about any other Website that may be accessed through information contained in this toolkit.  WVHA does not endorse or accept responsibility for the content or use of such resources.
INTRODUCTION
The purpose of this project is to provide necessary tools for an organization to create or update their existing disruptive behavior programs.  The task force compiled a multitude of examples policies and procedures, and forms. The task force does not endorse any one method or document to be included in a disruptive behavior policy, but merely hopes to provide examples that the organizations may use to draft the policy and procedure that best fits the needs of their organization.  All of the documents have been formatted using Word to enable the organization to make changes to fit their needs without the need to re-create the document.
The WVHA Patient Safety Council organized a volunteer task force made up of various organizational roles with the following goals in mind:

· Create a defined disruptive behavior program that addresses all employees, physicians, volunteers and physicians
· Provide a toolkit of documents for WVHA members

· To Include 

· patient and family education

· employee education 

· protocols

· how to meet deadlines

If the organization is accredited by the Joint Commission, milestones for integration have been set: Effective January 2009 all accreditation programs, The Joint Commission has a new Leadership standard (LD.03.01.01) that addresses disruptive and inappropriate behaviors in two of its elements of performance:

EP 4: 
The hospital/organization has 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, standards in the Workforce chapter (MS.4) have been organized to follow six core competencies to be addressed in the credentialing process, including interpersonal skills and professionalism.  


The Joint Commission has suggested eleven (11) actions for the health care organization to address in their disruptive behavior programs:
1. Educate all team members – both individuals and non-individual staff – on appropriate professional behavior defined by the organization’s code of conduct. The code and education should emphasize respect. Include training in basic business etiquette (particularly phone skills) and people skills 

2. Hold all team members accountable for modeling desirable behaviors, and enforce the code consistently and equitably among all staff regardless of seniority or clinical discipline in a positive fashion through reinforcement as well as punishment. 

3. Develop and implement policies and procedures/processes appropriate for the organization that address: 

· “Zero tolerance” for intimidating and/or disruptive behaviors, especially the most egregious instances of disruptive behavior such as assault and other criminal acts. Incorporate the zero tolerance policy into Workforce bylaws and employment agreements as well as administrative policies. 

· Workforce policies regarding intimidating and/or disruptive behaviors of individuals within a health care organization should be complementary and supportive of the policies that are present in the organization for non-individual staff. 

· Reducing fear of intimidation or retribution and protecting those who report or cooperate in the investigation of intimidating, disruptive and other unprofessional behavior Non-retaliation clauses should be included in all policy statements that address disruptive behaviors. 

· Responding to patients and/or their families who are involved in or witness intimidating and/or disruptive behaviors. The response should include hearing and empathizing with their concerns, thanking them for sharing those concerns, and apologizing. 

· How and when to begin disciplinary actions (such as suspension, termination, loss of clinical privileges, reports to professional licensure bodies).

4. Develop an organizational process for addressing intimidating and disruptive behaviors (LD.3.10 EP 5) that solicits and integrates substantial input from an inter-professional team including representation of medical and nursing staff, administrators and other employees. 

5. Provide skills-based training and coaching for all leaders and managers in relationship-building and collaborative practice, including skills for giving feedback on unprofessional behavior, and conflict resolution. Cultural assessment tools can also be used to measure whether or not attitudes change over time. 

6. Develop and implement a system for assessing staff perceptions of the seriousness and extent of instances of unprofessional behaviors and the risk of harm to patients. 

7. Develop and implement a reporting/surveillance system (possibly anonymous) for detecting unprofessional behavior. Include ombuds services and patient advocates, both of which provide important feedback from patients and families who may experience intimidating or disruptive behavior from health professionals. Monitor system effectiveness through regular surveys, focus groups, peer and team member evaluations, or other methods. Have multiple and specific strategies to learn whether intimidating or disruptive behaviors exist or recur, such as through direct inquiries at routine intervals with staff, supervisors, and peers. 

8. Support surveillance with tiered, non-confrontational interventional strategies, starting with informal “cup of coffee” conversations directly addressing the problem and moving toward detailed action plans and progressive discipline, if patterns persist. These interventions should initially be non-adversarial in nature, with the focus on building trust, placing accountability on and rehabilitating the offending individual, and protecting patient safety. Make use of mediators and conflict coaches when professional dispute resolution skills are needed. 

9. Conduct all interventions within the context of an organizational commitment to the health and well-being of all staff, with adequate resources to support individuals whose behavior is caused or influenced by physical or mental health pathologies. 

10. Encourage inter-professional dialogues across a variety of forums as a proactive way of addressing ongoing conflicts, overcoming them, and moving forward through improved collaboration and communication.

11. Document all attempts to address intimidating and disruptive behaviors.
The Joint Commission Sentinel Event Alert

Issue 40, July 9, 2008

Behaviors that undermine a culture of safety

Intimidating and disruptive behaviors can foster medical errors,(1,2,3) contribute to poor patient satisfaction and to preventable adverse outcomes,(1,4,5) increase the cost of care,(4,5) and cause qualified clinicians, administrators and managers to seek new positions in more professional environments. (1,6) Safety and quality of patient care is dependent on teamwork, communication, and a collaborative work environment. To assure quality and to promote a culture of safety, health care organizations must address the problem of behaviors that threaten the performance of the health care team.
Intimidating and disruptive behaviors include overt actions such as verbal outbursts and physical threats, as well as passive activities such as refusing to perform assigned tasks or quietly exhibiting uncooperative attitudes during routine activities. Intimidating and disruptive behaviors are often manifested by health care professionals in positions of power. Such behaviors include reluctance or refusal to answer questions, return phone calls or pages; condescending language or voice intonation; and impatience with questions.(2) Overt and passive behaviors undermine team effectiveness and can compromise the safety of patients.(7, 8, 11) All intimidating and disruptive behaviors are unprofessional and should not be tolerated. 
Intimidating and disruptive behaviors in health care organizations are not rare.(1,2,7,8,9)  A survey on intimidation conducted by the Institute for Safe Medication Practices found that 40 percent of clinicians have kept quiet or remained passive during patient care events rather than question a known intimidator.(2,10) While most formal research centers on intimidating and disruptive behaviors among individuals and nurses, there is evidence that these behaviors occur among other health care professionals, such as pharmacists, therapists, and support staff, as well as among administrators. (1,2) Several surveys have found that most care providers have experienced or witnessed intimidating or disruptive behaviors.(1,2,8,12,13) These behaviors are not limited to one gender and occur during interactions within and across disciplines.(1,2,7) Nor are such behaviors confined to the small number of individuals who habitually exhibit them.(2) It is likely that these individuals are not involved in the large majority of episodes of intimidating or disruptive behaviors. It is important that organizations recognize that it is the behaviors that threaten patient safety, irrespective of who engages in them.
The majority of health care professionals enter their chosen discipline for altruistic reasons and have a strong interest in caring for and helping other human beings. The preponderance of these individuals carry out their duties in a manner consistent with this idealism and maintain high levels of professionalism. The presence of intimidating and disruptive behaviors in an organization, however, erodes professional behavior and creates an unhealthy or even hostile work environment – one that is readily recognized by patients and their families. Health care organizations that ignore these behaviors also expose themselves to litigation from both employees and patients. Studies link patient complaints about unprofessional, disruptive behaviors and malpractice risk.(13,14,15) “Any behavior which impairs the health care team’s ability to function well creates risk,” says Gerald Hickson, M.D., associate dean for Clinical Affairs and director of the Center for Patient and Professional Advocacy at Vanderbilt University Medical Center. “If health care organizations encourage patients and families to speak up, their observations and complaints, if recorded and fed back to organizational leadership, can serve as part of a surveillance system to identify behaviors by members of the health care team that create unnecessary risk.”
Root causes and contributing factors

There is a history of tolerance and indifference to intimidating and disruptive behaviors in health care.(10) Organizations that fail to address unprofessional behavior through formal systems are indirectly promoting it. (9,11) Intimidating and disruptive behavior stems from both individual and systemic factors.(4) The inherent stresses of dealing with high stakes, high emotion situations can contribute to occasional intimidating or disruptive behavior, particularly in the presence of factors such as fatigue. Individual care providers who exhibit characteristics such as self-centeredness, immaturity, or defensiveness can be more prone to unprofessional behavior.(8,11) They can lack interpersonal, coping or conflict management skills.  
Systemic factors stem from the unique health care cultural environment, which is marked by pressures that include increased productivity demands, cost containment requirements, embedded hierarchies, and fear of or stress from litigation. These pressures can be further exacerbated by changes to or differences in the authority, autonomy, empowerment, and roles or values of professionals on the health care team, (5,7,16) as well as by the continual flux of daily changes in shifts, rotations, and interdepartmental support staff. This dynamic creates challenges for inter-professional communication and for the development of trust among team members. 

Disruptive behaviors often go unreported, and therefore unaddressed, for a number of reasons. Fear of retaliation and the stigma associated with “blowing the whistle” on a colleague, as well as a general reluctance to confront an intimidator all contribute to underreporting of intimidating and/or disruptive behavior.(2,9,12,16) Additionally, staff within institutions often perceive that powerful, revenue-generating individuals are “let off the hook” for inappropriate behavior due to the perceived consequences of confronting them.(8,10,12,17) The American College of Individual Executives (ACPE) conducted a individual behavior survey and found that 38.9 percent of the respondents agreed that "individuals in my organization who generate high amounts of revenue are treated more leniently when it comes to behavior problems than those who bring in less revenue."(17)
Existing Joint Commission requirements

Effective January 1, 2009 for all accreditation programs, The Joint Commission has a new Leadership standard (LD.03.01.01)* that addresses disruptive and inappropriate behaviors in two of its elements of performance:
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, standards in the Workforce chapter have been organized to follow six core competencies (see the introduction to MS.4) to be addressed in the credentialing process, including interpersonal skills and professionalism. 
Other Joint Commission suggested actions

1. Educate all team members – both individuals and non-individual staff – on appropriate professional behavior defined by the organization’s code of conduct. The code and education should emphasize respect. Include training in basic business etiquette (particularly phone skills) and people skills.(10, 18,19) 

2. Hold all team members accountable for modeling desirable behaviors, and enforce the code consistently and equitably among all staff regardless of seniority or clinical discipline in a positive fashion through reinforcement as well as punishment.(2,4,9,10,11) 

3. Develop and implement policies and procedures/processes appropriate for the organization that address: 

· “Zero tolerance” for intimidating and/or disruptive behaviors, especially the most egregious instances of disruptive behavior such as assault and other criminal acts. Incorporate the zero tolerance policy into Workforce bylaws and employment agreements as well as administrative policies. 

· Workforce policies regarding intimidating and/or disruptive behaviors of individuals within a health care organization should be complementary and supportive of the policies that are present in the organization for non-individual staff. 

· Reducing fear of intimidation or retribution and protecting those who report or cooperate in the investigation of intimidating, disruptive and other unprofessional behavior.(10,18) Non-retaliation clauses should be included in all policy statements that address disruptive behaviors. 

· Responding to patients and/or their families who are involved in or witness intimidating and/or disruptive behaviors. The response should include hearing and empathizing with their concerns, thanking them for sharing those concerns, and apologizing.(11) 

· How and when to begin disciplinary actions (such as suspension, termination, loss of clinical privileges, reports to professional licensure bodies).

4. Develop an organizational process for addressing intimidating and disruptive behaviors (LD.3.10 EP 5) that solicits and integrates substantial input from an inter-professional team including representation of medical and nursing staff, administrators and other employees.(4,10,18) 

5. Provide skills-based training and coaching for all leaders and managers in relationship-building and collaborative practice, including skills for giving feedback on unprofessional behavior, and conflict resolution.(4,7,10,11,17,20) Cultural assessment tools can also be used to measure whether or not attitudes change over time. 

6. Develop and implement a system for assessing staff perceptions of the seriousness and extent of instances of unprofessional behaviors and the risk of harm to patients.(10,17,18) 

7. Develop and implement a reporting/surveillance system (possibly anonymous) for detecting unprofessional behavior. Include ombuds services(20) and patient advocates,(2,11) both of which provide important feedback from patients and families who may experience intimidating or disruptive behavior from health professionals. Monitor system effectiveness through regular surveys, focus groups, peer and team member evaluations, or other methods.(10) Have multiple and specific strategies to learn whether intimidating or disruptive behaviors exist or recur, such as through direct inquiries at routine intervals with staff, supervisors, and peers. 

8. Support surveillance with tiered, non-confrontational interventional strategies, starting with informal “cup of coffee” conversations directly addressing the problem and moving toward detailed action plans and progressive discipline, if patterns persist. (4,5,10,11) These interventions should initially be non-adversarial in nature, with the focus on building trust, placing accountability on and rehabilitating the offending individual, and protecting patient safety.(4,5) Make use of mediators and conflict coaches when professional dispute resolution skills are needed.(4,7,14) 

9. Conduct all interventions within the context of an organizational commitment to the health and well-being of all staff, (11) with adequate resources to support individuals whose behavior is caused or influenced by physical or mental health pathologies. 

10. Encourage inter-professional dialogues across a variety of forums as a proactive way of addressing ongoing conflicts, overcoming them, and moving forward through improved collaboration and communication.(1,2,4,10) 

11. Document all attempts to address intimidating and disruptive behaviors.(18)
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What is Disruptive Behavior in the Workplace?
The majority of health care professionals enter their chosen discipline for altruistic reasons and have a strong interest in caring for and helping other human beings. Most individuals carry out their duties while maintaining a high level of professionalism, but not everyone. The presence of disruptive behavior in an organization erodes professional behavior and creates an unhealthy work environment, and is easily recognized by the patients and their family.  Ultimately, organizations that fail to address unprofessional, disruptive behaviors through a formal system could be thought of as indirectly promoting it.  Disruptive behavior is not only witnessed from individuals, though thought of most commonly when discussing disruptive behaviors, but other health care providers as well.   When creating a program for surveillance and feed back of disruptive behaviors all employees of the organization should be included.  
Disruptive behavior is an enduring pattern of conduct that disturbs the professional’s day-to-day interpersonal surroundings. The disruptive professional employs certain types of behaviors (conscious and unconscious) as a means to use their position of power for personal gain and/or to avoid blame or responsibility. Often times, disruptive behavior is a byproduct of professional burnout rather than exclusively anchored in a personality disorder or formal psychiatric problem. It is always important to diagnostically discriminate to what degree the individual’s difficulties stem from professional burnout (which is typically an adjustment disorder), significant psychiatric stressors (atypical depression, an anxiety disorder such as untreated PTSD), and/or personality disorder dynamics.
Behavioral Characteristics Include but are Not Limited to:

a. Conscious or unconscious expression of destructive anger or resentment:

• Intimidation
• Use of abusive language
• Shaming or humiliating others when unfavorable outcomes occur
• Enactments of vengeance
• Making disparaging remarks
• Public displays of temper (e.g., throwing charts or instruments, yelling)
• Placing inappropriate or unrealistic demands on co-workers
• Passive-aggressive enactments (i.e., not returning pages to certain nurses)
• Inability to respond constructively to feedback
• Failure to heed corporate compliance requirements
b. Inappropriate comments or behaviors directed toward others

• Unwanted sexual overtures, jokes or innuendo
• Ethnic, racial or socioeconomic slurs
• Disregarding, or being insensitive to, the personal space of others
• Displays of physical abuse or violence


c. Inconsiderate responses to patient needs, staff requests, or organization requirements

• Displays of arrogance or disrespect 
• The use of avoidance or undependability
• Uncooperative or rigid conduct
• Poor communication
• Being disrespectful of other peoples’ dignity
• Significant deviations from hospital/clinic protocols (e.g., not adhering to a schedule, 
   making rounds at inappropriate times, not adhering to established procedures)
• Exhibiting a pattern of delinquent documentation
• Role confusion
DEFINITIONS

Disruptive Behavior

Disruptive behavior is defined as any employee or individual, acting individually or in concert with others, who clearly obstructs or disrupts, or attempts to obstruct or disrupt any teaching, research, administrative, disciplinary, or public service activity, or any other activity authorized to be discharged or held on the facility property.  Examples of prohibited disruptive behavior include, but are not limited to, the following: 

· Failing to respect the rights of other employees to express their viewpoints.

· Talking when an employee, patient or individual is speaking.

· Constant questions or interruptions which interfere with patient care.

· Overt inattentiveness (e.g., sleeping or reading the paper in while on duty).

· Creating excessive noise in the facility property.

· Tardiness and/or unreasonable early departure from the workplace prior to official dismissal.

· Use of pagers or cell phones in patient care areas.

· Inordinate or inappropriate demands by an individual for time or attention.

· Poor or offensive personal hygiene (e.g., noticeably offensive body odor).

· Refusal to comply with reasonable supervisor directions.

Disruptive Behavior can also be defined according to a series of related factors that can be either the result of conscious intention, unconscious neglect, and/or a lack of knowledge:

a. The presence of negative attitudes, communications, and behaviors that result in other people feeling threatened, belittled, devalued, humiliated, frightened, intimidated, demoralized, and criticized as a person rather than having their performance objectively assessed
b. The absence of positive behaviors including encouragement, direction, guidance, explanation, goal-setting, positive reinforcement for a job done well, teaching, communicating expectations clearly and in detailed fashion, patience
c. The relative absence of empathy and communication – the inability to appreciate other people’s perspectives, insensitivity to the feeling states of others, and not taking into account each individual’s strengths and limitations when engaged in interpersonal interactions
d. The absence of a feedback loop that might allow the professional to take in negative information about their performance as a leader; i.e., the message is given to colleagues and subordinates that the leader is unwilling and/or unable to accept reports that his/her behavior, facial expressions, attitudes, and/or communications are negatively impacting the performance of others
The Impact of Disruptive Behavior on the Medical Team:
• Increased workplace stress 
• In order to avoid anxiety, team members may spend time avoiding or appeasing the  

  disruptive individual
• Splitting in the team (good clinician vs. bad clinician)
• Co-workers feel manipulated, controlled, hassled, mistreated 
• Diminished team morale 
• Deterioration in communication
• Increased risk of mistakes, oversights, diminished patient care, and malpractice claims
• Clinician unwilling to notify a individual at night about changes in patient condition
Guidelines for Intervention:
• Clearly define the problem(s)
• List documented incidents of disruptive behaviors
• Be compassionate, nonjudgmental, but firm 
• Demonstrate staff solidarity and the expectation of change 
• Demonstrate how the individual’s conduct is impacting staff and/or patient care 
• Offer help 
• Make anticipated changes explicit, ongoing and permanent
• Review the consequences of not changing 
• Document carefully 
• Summarize the intervention in a follow-up certified letter
• Be diligent with follow-up and ongoing accountability (assign a mentor) 
• Use of a behavioral agreement document
EDUCATION
What about disruptive behavior?  What do you do about disruptive behavior?

Not outright at-risk behavior that occurs while people are working, but behavior in a

safety meeting or planning session that disrupts communication and/or morale?  For example. snide remarks, snoring, griping or eye-rolling.  What do you do about the behavior of a person in a position of authority in your workplace, a supervisor or manager, that undermines - disrupts - the safety culture and values you are trying to promote?


EXAMPLES
• A supervisor who always wants to cut your safety talks short.

• A manager who doesn't model safety, doesn't wear PPE, doesn't reinforce proper  
  policies and procedures.
Disruptive behavior was recently a hot conversation piece on a medical professional Internet list-serv. As hospitals pay more attention these days to medical errors that harm or could harm patients, and grapple with building organizational safety cultures that assign no blame or shame for reporting safety problems, disruptive behavior of all staff members is coming under greater scrutiny. The classic case is the impatient, authoritarian individual throwing a tantrum in the OR and walking out because his tools haven't been laid out properly - but the problem is far more pervasive.

"We find... disturbing, disruptive and potentially dangerous behaviors in all

healthcare organizations," said one individual.

"If healthcare is truly to embrace the principle of a culture of safety... this means

that no one 'gets away' with behavior that undermines safety," said an RN.

What about in your workplace? Do employees, supervisors, managers "get away"

with behavior that disrupts your safety efforts?

What happens if someone walks out on one of your safety training sessions?

A GRAY AREA OF BEHAVIOR -  For Discussion Purposes
Let's define what we're talking about.

For the most part, we're examining a gray area of day-to-day behavior. We're not talking about more obvious verbal, physical or written threats of workplace violence that HR and security should jump on, or black-and-white obvious safety rules violations that should be pointed out and addressed by a co-worker or safety manager.

No, here we are describing less-threatening (at least to immediate health and wellbeing)

resistance to safety.

• Managers who don't walk the walk and talk the talk when it comes to safety.

• Supervisors who subtly intimidate subordinates into ignoring safety rules or cutting corners to beat the clock, another shift or a quota in production performance.

• Long-time employees, role models to young co-workers, who wave off any of your attempts to engage them in safety conversation.

• Naysayers who delight in pointing out why safety suggestions will never fly.

• Class clowns in safety training sessions who wear respirators upside-down, fall protection harnesses backwards... you get the idea.

• A department head throwing a tantrum after reading your hazard ID report, vehemently denying any problem and arguing that you're trying to embarrass him.

• An employee who just "goes through the motions" of observing fellow workers on the job, handing your observation checklists with no marks and no value. 

What's the tolerance level in your work culture for these kinds of disruptive behaviors?

Said one nurse in the list-serve exchange of views: "We have historically tolerated so

much [anti-safety behavior in healthcare] that it is now very hard to say no. “Zero

tolerance” really means... everyone should be held to the same expectations, and

violations must be treated the same for everyone.

Of course, having policies that set behavioral expectations and codes of conduct for meetings, training sessions, observation processes and your safety program as a whole is just a starting point. If no one in your workplace stands and says, "This is not OK," when confronted with disruptive behavior, policies and codes are a mockery.
Core Values


QUALITY – We strive for excellence in our performance.  We believe that continuous improvement will lead to performance excellence and that we each have an individual responsibility to understand and act on the needs and expectations of our patients and customers.

We recognize the importance of continuous improvement and our individual responsibility to demonstrate this by the following:

1. I will listen to the voice of our patients, individuals, fellow employees and customers to improve satisfaction.

2. I will identify opportunities to continuously improve our workplace and participate in our quality improvement structure and process.

3. I will use my performance planner feedback and will welcome constructive feedback from managers and peers to build on my areas of strength and to work on areas for improving my performance.

4. I will accept responsibility for my work performance and participate in education and training that will improve my ability to serve patients and customers.

SERVICE WITH COMPASSION- We provide care with concern, compassion, courtesy and skill.  This requires us to understand and act on the needs of our patients and customers to protect and promote their rights and to recognize their cultural differences.

We are committed to exceptional patient, individual, and customer service and will demonstrate this by the following:

1. I will greet people with a smile, make eye contact and speak in a pleasant tone of voice.

2. I will wear my nametag, knock before entering, introduce myself and explain my role and purpose.

3. I will ask for and address patients and visitors as Mr., Mrs., MS., or Dr. unless directed otherwise.

4. I will explain the plan of care and treatments in understandable language.

5. I will inform patients of any delay and apologize for any inconvenience it causes.

6. Before leaving a patient’s room or a customer’s site, I will ask if there is anything else I can do and state that I have time.

7. I will answer the telephone within three rings, speak pleasantly and return calls promptly.

8. I will escort lost patients and visitors to the appropriate areas.

9. If I can’t meet someone’s needs, I will find someone who can.

10. At discharge, I will thank the patient for choosing our facility for their health care needs.

RESPECT- We believe that each person has dignity and we value the contribution each individual brings to this facility.  We are committed to the principles of fairness.
We will demonstrate positive attitudes through our behaviors and demonstrate this by the following:

1. I will recognize the positive contributions of others and myself.

2. I will listen to and respect fellow employees’, patients’, individuals’, and customers opinions.

3. I will acknowledge the beliefs, spiritual needs and concerns of patients and their families.

4. I will show genuine concern and caring for others.

5. I will respond to others’ needs for information in a timely manner.

6. I will dress and act professionally when I am at work.

7. I will strive to manage my personal stress and emotions so they do not interfere with my interactions with others.

8. I will not disturb others by talking quietly in shared areas, limiting group conversations in public areas and being aware of where personal conversations take place.

INTEGRITY- We are honest in our dealings. We ensure confidentiality and privacy for our patients and our behaviors are consistent with our thoughts, feelings and values.

We will maintain the highest ethical standards at all times and will demonstrate this by the following:

1. I will actively protect and safeguard confidential, sensitive and proprietary patient information 

2. I will actively protect and safeguard confidential, sensitive and proprietary personal information relating to employees such as salary, benefit or disciplinary action/

3. I will not solicit personal gifts, tips or gratuities from patients or vendors.

4. I will not take part in harassment or discrimination of any kind.

5. I will not use the company’s equipment, supplies, materials or services for personal benefit.

STEWARDSHIP – We are committed to the wise use of our resources to achieve our mission and to responsibly meet our community’s healthcare needs. We will protect our community resource and leave the facility a better organization than we found it.
We understand our responsibility as a non-profit healthcare provider and will demonstrate this by the following:

1. I will use our resources wisely.

2. I will take care of property and equipment. 

3. I will strive for efficiency, eliminate re-work and reduce supply waste.

4. I will speak positively about the organization in the community/

SAFETY – We are devoted to the provision of a safe environment for patients, staff, Workforce, residents, students and visitors.  We promote safety as a primary component of decision-making; support non-punitive reporting of errors; require the use of safe devices and equipment in daily practice; recognize and correct unsafe practices; and share lessons learned throughout the organization
We are committed to the implementation of process, systems and environments of care that reduce the risk of harm and will demonstrate this by:

1. When caring for patients, I will wash my hands.

2. I will double check medications before giving them.

3. I will use safety devices as provided.

4. I will wear personal protective equipment when required.

5. I will maintain a clean environment

6. I will make recommendations to improve safety in my work.

7. I will complete an occurrence report immediately after an event.

8. I will contact the appropriate individual if a serious patient event occurs.

_________________________________

_________________________________



Signature





Date

DEALING WITH DISRUPTIONS

Beyond establishing clear behavioral expectations and the consequences for deviant safety behavior, here are tips from one individual that apply to really any workplace setting:

• Be sure everyone is clued in, trained, to the types of subtle or not-so-subtle (respirators worn upside-down) behaviors that the organization defines as disruptive to safety.

• Be sure to have allies in the front office who will support and oversee corrective measures, if necessary. Maybe you're having problems with a supervisor who plays golf every weekend with the plant manager. The plant manager doesn't "see" what you're complaining about. But maybe the production superintendent does.

• Make sure your observations of disruptive behavior are correct.

• Don't accept a band-aid for a serious problem just to push it out of sight.

• Confront the disruptive person in a private area to give him or her the chance to explain, change or seek help on their own before you take further action.

• If you do have to take it to the next level, be open, honest and professional. No talking behind anyone's back, no gossiping in the lunchroom.

• Have all discussions about disruptive behavior in appropriate forums - no locker room judges and juries. Record these discussions so there are no misunderstandings of who said what to whom.

• Don't go it alone. You need the support of stated policies, step-by-step procedures, and higher-ranking administrators. Otherwise your actions might be seen as a personal vendetta.

• Don't start something you're not going to finish. Be sure of your facts, your convictions, your level of organizational support, your skill in managing difficult conversations. "Don't go down this path unless you are going to see things to an acceptable conclusions," said the doc. Another healthcare professional adds one more point worth considering: 

There can be many "root causes" of anger, frustration, impatience with safety protocols and resistance to safety initiatives. Some might be embedded in the organizational system – financial pressures, short staffing, etc. And some can be personal issues connected to life outside the plant gates. All the more reason why you shouldn't "go down this path" and confront disruptive behavior on your own.

NOTE: An individual must understand that confronting another individual concerning their behavior could be dangerous situations.  All effort should be made to protect the individual’s safety.

Addressing Disruptive Behavior

The initial goal of addressing the disruptive behavior is to help the individual assume accountability for the behavior and acknowledge that he or she is at least part of the problem. It may become necessary to refer the individual for a formal assessment. 

 Addressing Disruptive Behavior (Informal)
1. Avoid communication triangles 

2. Approach individuals as needed 

3. Express care but demand change 

4. Offer outside help 

5. Follow up until resolved
People in conflict tend to complain to a third party, as opposed to dealing directly with each other.  Resist the pull to participate in conflict-escalating communication triangles. It is imperative that both firmness and compassion be used when confronting the disruptive individual.  Have documentation of specific behaviors that are unacceptable and must change.  Documentation is critical.  Without documentation of the impact the behavior has had on others, it will be difficult to help the individual develop any insight into his or her effect on others. 

Many individuals displaying patterns of disruptive behavior may regularly feel remorseful and ashamed of their behavior, and at some level they want help to change.  Take time to listen, offer concrete suggestions for positive change, and close with compassion but firmly underscore that the disruptive behavior must change.  Challenge the individual to make changes or face progressively serious consequences.
Offer outside help, if needed; e.g., employee assistant program. There are facilities that conduct assessments for disruptive behavior.

Follow up to ensure that positive change occurs.
 Addressing Disruptive Behavior (Formal)
1. Review and refine a written code of conduct consistent with the Joint Commission Standard 

2. Review and revise policies for dealing with violations 

3. Ensure and participate in workplace training
The first step to address the problem of disruptive behavior is to be proactive: develop and implement a written code of conduct and a method for responding to inappropriate behavior. The medical profession has long subscribed to high standards of ethical conduct.  As a member of the profession, a individual must recognize responsibility not only to patients but also to society, other health professionals, and himself.  The American Medical Association Principles of Medical Ethics are not laws, but standards of conduct which define the essentials of honorable behavior for the individual.  The first principle requires individuals to be dedicated to providing competent medical care with compassion and respect for human dignity and rights.

Development of a clearly-stated code of conduct, as well as institutional policies and procedures for dealing with violations of these standards, are prerequisites to fostering positive relationships.  Managing workplace conflict is one of the most important, but also perhaps most stressful and time-consuming, tasks faced by today's individual leaders.  The key is to be proactive and have written standards in place.  A code of conduct that is adopted while in the midst of a complaint is likely to be perceived as a punitive, personal attack by the individual in question.  

Disruptive Behavior Intervention

After the event has occurred, there should be an established progressive series of interventions. Depending on the seriousness of the occurrence, the initial intervention should be performed by two or more senior members of the staff and administration in order to establish:

· The seriousness of the situation. 

· That this represents a unified group decision. 

Before the intervention occurs, a clear set of goals should be agreed upon. The intervention should allow for the following:

· Occur in a private, quiet, neutral setting - so both parties can leave when the intervention is finished. 

· Sufficient time should be allotted. 

· The individual should be assured of privacy and confidentiality. 

· The information should be presented in a clear non-judgmental, empathetic manner. It should consist of specific, factual data. This information should be related to how it interfered with patient care and hospital function. Help should be offered. 

· It should be carefully and clearly stated that the individual will be closely monitored to ensure that the behavior or similar behavior does not recur. 

· The consequences of failure to change behavior should be explained. 

The proceedings of the meeting should be fully documented. A copy of the minutes should be part of the individual’s personnel file.
Guidelines for Intervention:
• Clearly define the problem(s)
• List documented incidents of disruptive behaviors
• Be compassionate, nonjudgmental, but firm 
• Demonstrate staff solidarity and the expectation of change 
• Demonstrate how the individual’s conduct is impacting staff and/or patient care 
• Offer help 
• Make anticipated changes explicit 
• Review the consequences of not changing 
• Document carefully 
• Summarize the intervention in a follow-up certified letter
• Be diligent with follow-up and ongoing accountability (assign a mentor) 
• Use of a behavioral agreement document

Documentation

There should also be training in documentation of the unacceptable behaviors. This should include:

· Time and place of the occurrence. 

· Detailed factual description of the behavior. 

· Circumstances that precipitated the behavior. 

· List of others who observed the incident. 

· Consequences this behavior had on patient care and hospital operations. 

This documentation is vital. Unlike medical mishaps that are usually well documented, these incidents may be poorly recorded and it is often the collection of multiple reports from many observers that eventually become grounds for remedial action.
Reporting incidents is most difficult because:

· It may have a marked impact on the individual’s career. 

· It needs to be understood that reporters will be protected. 

· The hospital itself may be reticent to interfere because of a desire to avoid unpleasant, possible litigious, confrontation. There also may be economic reasons - the individual may be a high volume admitter or the only practitioner of his/her specialty. 
Recommended Action

· Focused education 

· Anger management 

· Conflict resolution 

· Communication 

· Behavioral modification: positive and negative incentives 

· Impulse control training 

· Peer monitoring 

· Leave of absence 

· Partial loss of privileges 

· Temporary suspension of privileges with a clear plan and requirements for re-entry 

· Suspension of privileges 

· Revocation of privileges 

· Denial of appointment or reappointment 
It must be remembered that:

· Any change in privileges may be reportable to the state licensing Board. 

· Changes in privileges greater than 29 days are reportable to the National Practitioners Data Bank. 
Frequently these measures will result in the desired changes.

Documentation of Incident

· Document patterns of disruptive behavior,

· Documentation should include specific examples,

· Documentation should include the date and time of the questionable behavior,

· Factual description of the questionable behavior,

· Circumstances that precipitated the incident,
· Names of other witnesses to the incident,

· Consequences, if any, of the inappropriate conduct,

· Any action taken to intervene or remedy the incident,

· Typically, person has little or no insight into the effect or how often their behavior has been a problem,

· Incident report should be filled out to document process, consider special incident report, called Incident Report for Violation of Disruptive Behavior,

· Instruction: To be completed any person , employee, practitioner, patient, or visitor who observes disruptive behavior,

· Joint Commission standard states that this policy includes disruptive behavior by anyone who works in the organization, including board members, management, clinical and administrative staff, volunteers, individuals and licensed independent practitioners,

· The describe process; Report incident verbally to immediate supervisor and follow up with this form, completely filled out, sign, and sent to _______________(CEO, CNO, HR Director).

Recommendations

· Be familiar with the JC standards,

· Develop a clear written code of conduct,

· When a problem arises, listen and empathize but avoid communication triangles,

· Approach staff or individual that has displayed with copy of policy and procedure,

· Provide the data and use authority and compassion,

· Offer outside help when needed (employee assistance programs or medical boards or foundations have programs),

· Have everyone acknowledge acceptance of the P&P or MS bylaws,

· Institute a monitoring and reporting system,

· May also be done by audit administration or other administration to measure program effectiveness, 

· This could include regular surveys of staff, focus groups, and peer and team member evaluations,

· Have a confidential system for reporting,

· Have a process for resolution- complaints should be handled in confidential manner,

· Appropriate steps should be taken to address the problem (face to face meeting, follow up, formal counseling, administrative hearing or summary suspension for egregious behavior),

· Each hospitals sets a threshold depending on the severity of the behavior,

· Some actions may merit zero tolerance,

· Know what treatment programs are available,

· May need to be specific to problem such substance abuse or psychiatric diagnosis,

· No code of ethics can specify every possible violation but it should be a specific as possible and specify what behaviors are unacceptable,

· Include in policy the rationale for the standard (decreased morale, staff turn over, leads to medical errors and malpractice cases, communication problems, etc.)

· Include in your P&P  a definition of what constitutes disruptive behavior,

· Include examples of what is desirable behavior and what is not (disruptive),

· Take care in drafting the code of conduct,

· Review the code of conduct on a yearly basis and update as needed, 

· Make sure the MS manage disruptive behavior and a fair hearing process exists for those granted privileges,

· Case for summary suspension for individuals and LIPs should be clearly defined in the MS bylaws and HR policies,

· Subsequent formal actions taken by Workforce and  the board should be overseen by legal counsel, and conducted within the parameters of the HCQIA,

· Be familiar with the AMA Recommendations for constructing a disruptive individual policy.
The following are examples for use in crafting a policy and procedure that best fits the need of the individual organization.  
Policies and Procedures

Example Policy and Procedure # 1
Code of Conduct – Disruptive Behavior

I. POLICY STATEMENT

In addition to providing health care and promoting health, the vision of Everybody’s  Hospital (EH) is that all employed and/or otherwise privileged staff will communicate effectively and sensitively with patients, their families, caregivers, and hospital staff.  Patients’ views and concerns must be heard and all patients must be treated with dignity and respect.  Use of rude language and hostile behavior among health care professionals poses a serious threat to patient safety and the overall quality of care, contributing to medical errors and reduced patient safety and satisfaction. 

II. PURPOSE

The following policy outlines the behavior expected of all staff with EH when working with each other and members of the public.  It is intended to establish a framework within which all EH employees and practicing providers are encouraged to participate, and establish a communication and behavioral framework which is acceptable within the hospital.  This is an important element of compliance with regulatory requirements governing patient safety and quality of care.

 
III. APPLICABILITY
It is the role of the hospital to ensure that all staff working within EH manage their conduct and their work in accordance with the guidelines set out within this document and work harmoniously together.  Failure to comply will result in corrective action and/or discipline.  All employees, Workforce, and any other persons working or volunteering within the hospital are subject to these behavioral guidelines.

IV.  REFERENCES

The Joint Commission, Leadership 03.01.01, related Sentinel Event 40 (attached).

V. PROCEDURE/GUIDELINES:

Everybody’s  Hospital expects a level of behavior conducive to:

· Safeguard and promote the interests of patients, caregivers, staff and members of the general public.

· Respect and value the input of all staff, patients and caregivers within Everybody’s  Hospital to promote collaborative working practices.

· Uphold, protect and enhance the good reputation and standard of Everybody’s  Hospital.

Everybody’s  Hospital will not condone or tolerate behavior that breaches the principles of good practice detailed within this document.  EH has a zero tolerance for intimidating and/or disruptive behaviors.  As contracts are renewed with individuals and employees, these “zero tolerance” provisions will be specifically negotiated and set forth. Concerns regarding a breach of these principles of good practice shall be brought to the attention of the individual immediately and in most cases the issue resolved at this point.  All staff are encouraged to respectfully raise concerns regarding these breaches of good practice with the individual to endeavor to resolve issues immediately.

Where there is repeated poor behavior or the person raising the issue is not satisfied with the outcome, the issue will be brought to the attention of the line manager who will investigate the matter in a confidential and sensitive manner, and, where necessary, take corrective action directly or involve appropriate administrative staff in taking corrective action.  This may involve, in particular circumstances, corrective discipline.

The principles of good practice are:

a. All individuals, patients, staff and the general public will value and respect each other.  No one group of people is inferior or superior to the other.  

b. Everyone has the right to protect, and have protected, his or her privacy and dignity.

c. Staff must endeavor, where reasonably practicable, to ensure confidential information is only shared and heard by those who need to know and in accordance with patients’ consent.

d. Recognize that patients are individuals and have a right to be informed and involved in all health care decisions relating to their treatment and care.  Children and young people have a right to express their views and have them taken into account in decisions that affect their health and treatment in accordance with the age and maturity of the child.

e. Understand that all health service staff have an important role to pay in providing health care to the public and recognize and value each individual’s contribution to providing this service.

f. All individuals have the right to physical and personal security.  EH will not tolerate or condone any level of violence towards patients and staff.

g. EH employees are expected to maintain a high standard of personal hygiene and cleanliness and adhere to mandatory departmental dress codes.  Dress codes and policy are intended for the purpose of maintaining standards with respect to health and safety, patient and staff protection and control of infection.

h.   EH employees must wear hospital issued badges at all times while on duty, and

the identification must be clearly visible at all times while on duty.

Disruptive Behaviors

Unacceptable behavior includes, but is not limited, to the following:

Communications

· Condescending attitudes; using language that makes people feel stupid, use of put downs, especially in front of others.

· Talking to patients as if they are stupid, like a child, talking at them, not to them.

· Intimidating and disruptive behaviors

· Shouting at staff, raised voices, confrontational tone and body language.

· Using profanity, ie., fxxk, freaking, sxxt, godxxm, xsshole, hxll, bitxx, son of a bitxx 

· Verbal outbursts

· Engaging in unwelcome physical contact

· Ignoring a patient’s call light.

· Failing to answer ringing phone.

· Refusing to take part in assigned duties (passive-aggressive)

· Refusing to answer questions (passive-aggressive)

· Refusing to respond to pages (passive-aggressive)

· Talking to patients negatively or with negative implications about other staff or the hospital.

· Talking to patients from the end of the bed rather than beside them.

· Not listening to the views of others—bulldozing.

· Talking about social life over the patient, not including them in the conversation as if they were not there.

· Not acknowledging patients, staff and visitors.

· Telling patients “there are others worse off than they are.”

· Addressing parents in the presence of their child without involving the child concerned.

Dignity, Confidentiality, Discretion

· Looking behind closed curtains, invading patients’ privacy, without first asking if it is okay to come in.

· Moving patients around the hospital without ensuring that they are appropriately covered or dressed thereby causing embarrassment to the patient.

· Making assumptions regarding how to address patients, i.e., Miss, Mrs., nicknames, pet, love, honey, etc.  This should always be clarified with each individual patient.

· Talking about patients in front of other patients and/or visitors, i.e., in corridors and dining rooms.
Involvement, Consent, Person Centered Care

· Ignoring or dismissing information that patients/caregivers provide that may influence their health care.

· Commencing patients’ treatment/interventions/procedures without prior explanation and informed consent.

· Sharing personal information without first gaining patient’s consent unless required by law, i.e., child protection, communicable diseases.

Reporting Disruptive Behavior

Employees, privileged individuals or other interested parties should report disruptive behavior or incidents by contacting the EH Complaint Hotline at 304-xxx-xxxx, by contacting the CEO, COO, CFO, Risk Manager, or Human Resources Director directly to file a complaint.

Investigating Disruptive Behavior

The responsibility to investigate a complaint of disruptive behavior will be assigned by the CEO or the COO to the appropriate staff.  An investigative plan will be reviewed by the Administrative Staff and the Risk Manager, and begun immediately.  Employees are required to cooperate in any investigation. A timely resolution of each reported complaint should be reached and communicated to all parties involved as soon as possible.  A detailed description of the complaint, the investigative findings, and the resolutions, including the steps taken to change the culture and correct disruptive behaviors, will be maintained by the Human Resources department.

Violent or Threatening Behavior

Violent or threatening behavior includes, but is not limited, to the following:
· Prolonged or frequent shouting which creates a reasonable fear of harm or injury

· Using words or gestures which create a reasonable fear of harm or injury

· Making direct or indirect threats of harm or injury.

· Stalking an individual

· Restricting the freedom of action or movement of another person (unless patient requires restraint)

· Slapping, punching, striking, pushing, or otherwise physically attacking a person.

· Throwing, punching, or otherwise handling objects in an aggressive manner

Reporting Violent or Threatening Behavior
Any employee who experiences, observes, or has knowledge of threatening or violent behavior in the workplace has a responsibility to report the situation as soon as possible. 
· In all cases of an actual or imminent act of violent behavior, call 911 or page for the EH Safety and Security Officer (dial XX from hospital extension, at tone, state “Code Gray” and your location, i.e., “clinic,” “ER,” “registration,” etc.).

· Report all cases of threatening or violent behavior to the employee's supervisor or department head and to the EH human resources department. 
Investigating Violent or Threatening Behavior

The hospital human resources department and security officer will implement specific procedures to coordinate the investigation of all reports of threatening or violent behavior promptly and impartially and as confidentially as possible, involving civic law enforcement as determined to be appropriate. 
The security officer and CEO will determine if the hospital will seek a temporary restraining order or injunction on behalf of an employee to reduce the chances of further violence or threats of violence in the workplace.
Employees are required to cooperate in any investigation. A timely resolution of each report should be reached and communicated to all parties involved as soon as possible.  A detailed description of the complaint, the investigative findings, and the resolutions, including the steps taken to change the culture and correct disruptive behaviors, will be maintained by the Human Resources department for complaints involving employees.  These records will be maintained by the CEO for complaints involving privileged Workforce. 
Other Corrective Action 
Upon a completed investigation by appropriate hospital staff, incidents will be reviewed with the CEO or in accordance with the procedures set forth in the Workforceing By-laws, if applicable, before proceeding with non-disciplinary or disciplinary action.  Examples of actions that will be taken when an employee has been found to have violated this policy include, but are not limited to, the following: 
a. Mandatory participation in counseling and/or training 

b. Corrective/disciplinary action up to and including loss of privileges and/or termination of employment (see Progressive Discipline section below).

c. Criminal arrest and prosecution 

d. Special procedures such as job relocation or initiation of a court order may be implemented 

e. Reporting to licensing boards or agencies.
If, upon investigation, it is determined that a report was falsified or made maliciously, the employee who provided the false information will be subject to disciplinary action up to and including termination, as well as possible criminal arrest and prosecution.
Those who believe they are a victim of threatening or violent behavior, whether workplace or not, may also contact the Employee Assistance Program (EAP) to obtain advice in dealing with the situation.  The EAP contact number is 1-XXX-XXX-XXXX. 
No Retaliation
Any form of retaliation against any person for making a bona fide report concerning disruptive, threatening or violent behavior in the workplace or against any persons participating in an investigation of such behavior is prohibited; therefore, such retaliation must also be reported.
Follow-up with Patients/Families of Patients
As part of any reported incident involving or witnessed by patients and/or their families, a hospital representative will be assigned by either the CEO, COO, or CFO to contact the patients and/or families to express regret for their having witnessed the inappropriate behavior; to express gratitude for their reporting same, if appropriate; to apologize on behalf of the hospital; to provide assurance that the situation is under investigation or resolved to achieve our goal that this behavior will not be repeated. 
Workplace Culture Support
Employees and privileged Workforce will participate annually in education about professional behavior, including training in business basics such as being courteous during telephone interactions, business etiquette and general people skills, including conflict resolution.

Leaders and managers will participate annually in skills-based training and coaching in relationship-building, collaborative practice, including skills for giving feedback on unprofessional behavior, and conflict resolution.  
Annual employee surveys will include specific questions concerning the existence of disruptive behaviors and their perceptions of the seriousness of instances of unprofessional behaviors and the risk of harm to patients.  This information will be tracked from year to year to measure whether attitudes change over time.
Employee and Workforce will be required to sign a statement of intent to comply with the policy as part of their performance review or at reappointment for Workforce.  
Multi-disciplinary forums will address and overcome conflicts between various segments of the organization.  These forums will include, where appropriate, a individual, a nurse, a department manager, and other disciplines with an overriding interest in the outcome of a conflict.  One or more members of the Administrative Staff will serve as a resource to each forum to oversee the formation of the forum and the execution of its efforts.
Progressive Discipline
Each complaint and the subsequent investigation will be reviewed by the Administrative Staff, and where appropriate the Medical Chief of Staff, to determine the appropriate discipline that will apply, depending on the severity of the behavior and whether or not it is repeated behavior.  Where determined to be meaningful, intervention may include counseling, training, or other behavior modification techniques.  Generally, progressive discipline will be applied, including a verbal warning, a written warning, an unpaid suspension (or suspension of privileges for a period of time), and discharge (permanent suspension of privileges) with possible reporting to licensing boards or agencies.  EH is not compelled to follow the progressive disciplinary steps.  Based on the judgment of the management and leadership reviewing the investigation results and depending on the severity of the breach of behavior or the egregious nature of the behavior, progressive disciplinary steps may be bypassed.  Where determined to be reasonable, however, a progressive disciplinary approach is preferred.
VI.       DEFINITIONS

N/A

VII. SUMMARY OF CHANGES

This is a new policy.

VIII. RESOURCES/TRAINING 

For interpretation issues, questions, or concerns, contact:
Chief Executive Officer, 304-XXX-XXXX, xxxxxxx@everybodyshospital.com
Chief Operations Officer, 304-XXX-XXXX, xxxxxxx@everybodyshospital.com
Human Resources Director, 304-XXX-XXXX, xxxxxxx@everybodyshospital.com
Example Policy and Procedure # 2
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PURPOSE
Our facility acknowledges that there are many participants in the process of effective health care, including patients, their families, the health care provider team including employees, individuals and allied health professionals, and others, and that working harmoniously is a necessary aspect of modern health care.  It is required, that everyone, both recipients and providers of care, must be treated in a dignified, respectful manner at all times in order for their mutual goal of high-quality health care to be accomplished.

POLICY

I. All members of the health care provider team including, but not limited to, employees, individuals and allied health professionals, contract personnel and vendors, and all direct and indirect recipients of health care including, but not limited to, patients, their families, and visitors, shall be treated in a respectful, dignified manner at all times.  The facility will not tolerate disruptive and inappropriate behaviors in its environment.

II. Disruptive and inappropriate behaviors include, but are not limited to:

A. Threatening or abusive language directed at patients, visitors, vendors, staff, other members of the healthcare team, or other persons (e.g. belittling, berating, and/or threatening another individual).

B. Fighting, scuffling, other aggressive physical behavior , and/or any other disorderly conduct

C. Unnecessary shouting or demonstrations, verbal outbursts, using obscene, abusive, insulting, or offensive language including, but not limited to, racial, religious or sexual slurs, or any other type of inappropriate language (also Reference Human Resources Policies: Anti-Harassment and Productive Work Environment).

D. Degrading, insulting, or demeaning comments.

E. Profanity or similarly offensive language.

F. Inappropriate physical contact with another individual that is threatening, unwelcomed or intimidating.

G. Refusal to perform assigned tasks, having an uncooperative attitude, condescending language or voice intonation, impatience with questions (giving the appearance or impression of being bothered) and improper responses, to include but not limited to, intentionally failing to return phone calls or pages.

H. Immoral or indecent conduct on the facility premises or when using the facility property.
I. Any form of horseplay, running, or throwing of objects which could jeopardize patient care, create a risk of injury or property damage, or reflect poorly upon the facility. 

J. Any other conduct not meeting the facility Standards of Behavior. 

For further information regarding prohibited behaviors, please see the facility’s “Anti-harassment Policy,” the facility’s policy on “Investigation of Patient Allegations of Abuse, Neglect or Exploitation by Persons Employed by or Representing the facility’s” and Workforce “Principles of Collaboration” and “Productive Interaction Policy.” 

III.  Reporting and Investigation of alleged disruptive and inappropriate behaviors

A. Employees

· Employees who believe they have been subject to disruptive and inappropriate behaviors should immediately report the matter to their supervisor, Human Resources, the Compliance Officer and/or the Compliance Hotline.  Said allegations will be immediately investigated with Human Resources coordinating the investigation.

B. Individuals and Allied Health Professionals

· Individuals and Allied Health Professionals who believe they have been subject to disruptive and inappropriate behaviors should immediately report the matter to the facility’s Vice President of Medical Affairs.  Said allegations will be immediately investigated.  Please see Workforce “Principles of Collaboration” and “Productive Interaction Policy” for further information.

C. Patients, families, visitors and others

· Patients, families, visitors and others who believe they have been subject to disruptive and inappropriate behaviors should immediately report the matter to the applicable Nurse Manager or supervisor, the facility’s Patient Care Coordinator, or Patient Advocate.  In addition, said individuals may report such behavior to the facility’s Director of Risk Management.  Said allegations will be immediately investigated.  Please also reference the facility’s policy “Investigation of Patient Allegations of Abuse, Neglect or Exploitation by Persons Employed by or Representing the facility’s.”  Please refer to said policy for further information regarding patient allegations.

Any person making a complaint will be protected against retaliation.  Please see the facility’s Non-retaliation and Non-retribution Policy.

DOCUMENTATION/REPORTING:

When reporting a suspected incident, please provide the following:

· Name of the person reporting the incident

· Date and time the incident occurred

· Factual description of the incident

· Name of any individuals involved or witness (including staff, individuals, patients, visitors)

· Circumstances which precipitated the incident

· Any action taken to intervene, or remedy, the incident.

Any person that feels they have been subjected to, or have otherwise experienced, disruptive behavior, has the right to tell the person exhibiting such behavior 

· That such behavior is unacceptable, and

· That you expect to be treated with the same respect that is extended to others.

Example Policy and Procedure # 3
CODE OF CONDUCT POLICY
DISRUPTIVE BEHAVIOR INVOLVING MEMBERS OF THE WORKFORCE
For purposes of this Policy, “member” and “Workforce member” shall also include individuals with temporary clinical privileges.
I. PURPOSE
To define disruptive behavior involving Workforce members and to delineate the response to be followed in all cases involving such behavior.  
Disruptive behavior by members of the Workforce, or refusal of members to cooperate with the procedures described in this Policy, may result in corrective action, which shall be carried out according to the Workforce bylaws. 
II. POLICY
This policy emphasizes the need for all individuals working in ______________________ to treat others with respect, courtesy, and dignity and to conduct themselves in a professional manner.  Behavior by Workforce members that generates a complaint by another Workforce member, a member of the hospital clinical or administrative staff, or individuals in contact with the Workforce member at the hospital, other than patients, will be responded to according to this policy.   Behavior that indicates that the Workforce member suffers from a physical, mental or emotional condition will be referred to the Well-being Administration or otherwise evaluated to promote assisting the Workforce member.  Sexual harassment and other disruptive behavior are not acceptable to the Workforce and will be corrected, or if correction fails or the initial conduct warrants, disciplined.
For purposes of this policy, examples of disruptive conduct include, but are not limited to, the following: 

· Threatening or abusive language directed at nurses, hospital personnel, or other individuals (e.g., belittling, berating, and/or threatening another individual); 

· Degrading or demeaning comments regarding patients, families, nurses, individuals, hospital personnel, or the hospital; 

· Profanity or similarly offensive language while in the hospital and/or while speaking with nurses or other hospital personnel; 

· Inappropriate physical contact with another individual that is threatening or intimidating; 

· Public derogatory comments about the quality of care being provided by other individuals, nursing personnel, or the hospital; and/or 

· Inappropriate medical record entries concerning the quality of care being provided by the hospital or any other individual. 

The Workforce shall promote continuing awareness of this Policy among the Workforce and the hospital community, including the following efforts:
· Sponsoring or supporting educational programs on disruptive behavior to be offered to Workforce members and hospital employees; ie. disseminating this Policy to all current members upon the adoption of the Policy and to all new members of the Workforce upon joining the staff.

· Requiring the Workforce Well-Being Administration to assist a member of the Workforce exhibiting disruptive behavior to obtain education, behavior modification, or other treatment to prevent further violations.
APPLICABLE DEFINITIONS:
A. "Disruptive behavior" means any conduct or behavior including, without limitation, sexual harassment or other forms of inappropriate behavior, which:
· Jeopardizes or is inconsistent with quality patient care or with the ability of others to provide quality patient care at the hospital;
· Is unethical; or

· Constitutes the physical or verbal abuse of patients or others involved with providing patient care at the hospital.

 

B. “Sexual harassment” is defined as unwelcome sexual advances, requests for sexual favors, or verbal or physical activity through which submission to sexual advances is made an explicit or implicit condition of employment or future employment-related decisions; unwelcome conduct of a sexual nature which has the purpose or effect of unreasonably interfering with a person’s work performance or which creates an offensive, intimidating or otherwise hostile work environment.
C. Disruptive behavior occurs in varying degrees, which are classified into three levels of severity.  Level I behavior is the most severe violation of this Policy. Any corrective action will be commensurate with the nature and severity of the disruptive behavior. Repeated instances of disruptive behavior will be considered cumulatively and action shall be taken accordingly. 
D. Classification of severity shall follow these guidelines:
Level I:   Physical violence or other physical abuse which is directed at people.  Sexual harassment involving physical contact.
Level II:   Verbal abuse such as unwarranted yelling, swearing or cursing; threatening, humiliating, sexual or otherwise inappropriate comments directed at a person or persons, or physical violence or abuse directed in anger at an inanimate object.  

Level III:   Verbal abuse which is directed at-large, but has been reasonably perceived by a witness to be disruptive behavior as defined above.

III. PROCEDURE

Complaints about a member of the Workforce regarding alleged disruptive behavior must be in writing, signed and directed to the President of the Workforce, and include:
1. the date(s) and time(s) of the questionable behavior; 

2. a factual description of the questionable behavior; 

3. the name of any patient or patient’s family member who was involved in the incident, including any patient or family member who witnessed the incident; 

4. the circumstances which precipitated the incident; 

5. the names of other witnesses to the incident; 

6. consequences, if any, of the inappropriate conduct as it relates to patient care, personnel, or hospital operations; and 

7. any action taken to intervene in, or remedy, the incident. 
The President of the Workforce, on receiving the complaint, shall interview the complainant and, if possible, any witnesses.  The President of the Workforce and another member of the medical executive administration shall then interview the Workforce member.  This shall be done within 1, 5, or 10 days, depending on whether the complaint is level I, II, or III.  The President of the Workforce shall provide the member the opportunity to respond in writing.
The President of the Workforce shall do one or more of the following:

· Determine that no action is warranted

· Issue a warning

· Require a written apology to the complainant

· Refer member to the Workforce Well-Being Administration
· Initiate corrective action pursuant to the Workforce bylaws
  
IV. DISRUPTIVE BEHAVIOR AGAINST A WORKFORCE MEMBER
Disruptive behavior which is directed against a Workforce member by a hospital employee, board member, contractor, or other member of the hospital community shall be reported by the member to the hospital pursuant to hospital policy governing conduct. 
V. OTHER BEHAVIOR
Behavior by a Workforce member towards a hospital employee, board member, contractor or other member of the hospital community, which does not fall within the definition of disruptive behavior above, but violates hospital policy governing conduct, shall be dealt with according to that hospital policy, so long as the hospital policy has been approved by the medical executive administration. 
VI. ABUSE OF PROCESS
Threats or actions directed against the complainant by the subject of the complaint will not be tolerated under any circumstance.    Retaliation or attempted retaliation by members against complainants will give rise to corrective action pursuant to the Workforce bylaws.  Individuals who submit a complaint or complaints which are determined to be false shall be subject to corrective action under the Workforce bylaws or hospital employment policies, whichever applies to the individual.
Example Policy and Procedure # 4
POLICY:   
· The purpose of this policy is to define a consistent manner for handling individual-related complaints, and outline the mechanism to address these individual-related complaints in accordance with the Workforce Bylaws.  It is the right of the facility employees, patients, family members, Workforce and AHP Staff members to register a complaint concerning a individual-related occurrence.  Complaints shall be resolved at the lowest possible level. Any form of retaliation or intimidation by the involved individual will be considered unprofessional behavior and will be dealt with in accordance with the Workforce Bylaws.

RESPONSIBILITY:
· It is the responsibility of the Workforce and Hospital Administration to handle “individual-related” complaints and ensure adherence to the procedure outlined in this policy.

· EXAMPLES OF INAPPROPRIATE CONDUCT INCLUDE BUT ARE NOT LIMITED TO:

A) threatening or abusive language directed at patients, nurses, the facility personnel, Allied Health Professionals or other individuals (e.g., belittling, berating, and/or non-constructive criticism that intimidates, undermines confidence, or implies incompetence);

B) degrading or demeaning comments regarding patients, families, nurses, individuals, the facility personnel, or the facility;

C) profanity or similarly offensive language while in the facility and/ or speaking with nurses or other the facility personnel;

D) inappropriate physical contact with another individual that is threatening or intimidating;

E) derogatory comments about the quality of care being provided by the facility, another Workforce member, or any other individual outside of appropriate Workforce and/ or administrative channels;

F) inappropriate medical record entries impugning the quality or care being provided by the facility, Workforce members or any other individual;

G) imposing onerous requirements on the nursing staff or other tfacility employees;

H) refusal to abide by Workforce requirements as delineated in the Workforce Bylaws, Credentials Policy, and Rules and Regulations (including, but not limited to, emergency call issues, response times, medical record keeping, and other patient care responsibilities, failure to participate on assigned administrations, and an unwillingness to work cooperatively and harmoniously with other members of the Workforce and Organization employees); and/or

I) conduct prohibited by the Hospital’s Policy on sexual harassment.

PROCEDURE:
I.
INITIAL REPORT OF DISRUPTIVE BEHAVIOR
A)
Documentation of disruptive conduct is critical since it may not be one incident that justifies disciplinary action but rather a pattern of conduct.  The formal report shall be submitted in writing to the Chief Executive Officer (CEO), Chief of Staff (COS), or Vice President/Medical Affairs, and should include:

1.  The date and time of the questionable behavior;

2.  If the behavior affected or involved a patient, and the name of the patient;

3.  The circumstances which were associated with the incident;

4.  A description of the questionable behavior limited to factual, objective language;

5.  The consequences, if any, of the disruptive behavior as it relates to patient care or hospital operations;

6.  Record of any action taken at the time to remedy the situation including date, time, place, action, and name(s) of those intervening; 

7.  Signature of complainant(s); and

8. A recording of all known witnesses to the event(s).

B) Every effort will be made to protect patient privacy and maintain confidentiality consistent with existing hospital policies and procedures. 

C) Retribution by the practitioner involved or the complainant(s) will not be tolerated.

II.
REVIEW OF DOCUMENTATION


A)
Once received, the Chief of Staff in consultation with the Department Chair, Chief Executive Officer (CEO), or VP/Medical Affairs, will investigate the report.  Reports which are not founded may be dismissed by the CEO or Chief of Staff.  The individual initiating such report will be apprised of such action.  

B) Those reports considered valid, will be addressed as follows:

1. A single confirmed incident that does not require summary suspension will be discussed with the involved practitioner and will be referred to the Peer Review Administration for further review and recommendations.  The discussion shall be initiated by the Department Chair, Chief of Staff, VP/Medical Affairs, or CEO, and shall emphasize that such conduct is inappropriate and must cease.  The initial approach should be collegial and designed to be helpful to the practitioner and the hospital.  All meetings shall be documented and the involved practitioner will receive a letter detailing specific concerns and agreed upon corrective steps.


2. If it appears to the Department Chair, Chief of Staff, CEO, or VP/Medical Affairs that a recurring pattern of disruptive behavior is developing, or has developed, the matter shall be discussed with the involved practitioner as outlined below:

a)   It shall be emphasized that if such behavior continues, the Peer Review Administration will review the issue and offer      recommendations under a performance improvement plan (PIP), or a more formal action will be taken including but not limited to appearance before the Medical Executive Administration or the Individual Well Being Administration.


b)  All meetings and discussions with the involved practitioner will be documented.
c) A follow-up letter to the practitioner shall state the specific concerns and indicate that the practitioner is required to behave professionally and cooperatively within the hospital.
d) The involved practitioner will be afforded the opportunity to review the complaint or complaints filed against him and may submit a rebuttal to the charge or charges made.  Such rebuttal will be maintained as a permanent part of the record.
e) All memos and letters will be kept in the practitioner’s confidential peer review file.


C)  
If such disruptive behavior continues, two individuals, which could 

include the Department Chair, Chief of Staff, CEO, or VP/Medical Affairs shall meet with and advise the involved practitioner that such conduct is intolerable and must stop.  This meeting is not a discussion, but rather constitutes the practitioner’s final warning.  It shall be followed with a letter to the involved practitioner reiterating the warning.   A copy of the letter will be filed in the practitioner’s confidential peer review file.  During this process, the involved practitioner will again be afforded the opportunity to review all complaints filed against him and submit a written rebuttal to the charges.  This rebuttal and any related documentation will be kept in the practitioner’s confidential peer review file.

III.  
MEDICAL EXECUTIVE ADMINISTRATION REVIEW 


A)
If the practitioner in question and/or the complainant do not find the  
           
resolution acceptable, or if a administration consisting of the Chief of Staff,  VP/Medical Affairs and the appropriate Department Chairman or their designees feels the behavior is of such nature to warrant further attention, the matter will be referred to the Medical Executive Administration.

B)
The report/recommendation(s) and any corresponding documentation of

disagreements on the part of the practitioner and/or complainant(s) will be            reviewed at the next regularly scheduled Medical Executive Administration  meeting.


C)
The Medical Executive Administration may affirm, modify or reject the

 
report/recommendation(s), and/or may refer the matter to the Individual Well- Being Administration with a request for further investigation or consideration, if appropriate.


D)
The results of the Individual Well-Being Administration investigation will

be reviewed by the Medical Executive Administration.  If the Medical Executive Administration investigation results in a recommendation adverse to the practitioner in question, he/she shall be notified of his/her right to request a hearing (Article VIII of the Workforce Bylaws).  Should he/she request a hearing and if the results of the hearing are adverse, a report of the findings shall be forwarded to the Board of Trustees for final action.

E) If the investigation results in a recommendation adverse to the

practitioner, and he/she does not request a hearing, the recommendation shall be forwarded to the Board of Trustees for final action.

Required Documentation

The original report and a description of the actions taken should be included in the practitioner's confidential credentials file.  However, if the investigation reveals there is no merit to the report, the report shall be destroyed.
PROCESS FOR ADDRESSING DISRUPTIVE BEHAVIORS
The following are examples for use in crafting a policy and procedure that best fits the need of the individual organization.

DEALING WITH PERFORMANCE PROBLEMS OR CONFLICTS

1. Intervene promptly; don't let the situation fester.

2. Contact Employee and Labor Relations to gather information about

    your rights and responsibilities before meeting with those involved. Request assist   

    from a manager or supervisor before meeting.

3. Be clear about the facts of the problem as you see them.

4. Ask individuals involved to describe their perceptions of the problem (if    

    appropriate).

5. Set clear expectations for improvement in job performance or in the relationship.

6. Assess additional needed resources, and seek outside help as necessary.

7. Follow up to be sure that your expectations are met and directed changes are made.

INDICATORS OF PROBLEM BEHAVIOR

Below is a list of behaviors and attitudes that may be indicators of disruptive,

threatening, or violent behavior. If you observe a pattern of such behaviors and

attitudes that causes you concern, please speak with your immediate supervisor

or manager.

BEHAVIOR:

• Upset over recent event(s) [work or personal crisis]

• Recent major change in behavior, demeanor, appearance

• Recently has withdrawn from normal activities, family, friends, co-workers

• Intimidating, verbally abusive, harasses or mistreats others

• Challenges/resists authority

• Blames others for problems in life or work; suspicious, holds grudges

• Use/abuse of drugs and/or alcohol

• Unwelcome obsessive romantic attention

• Stalking

• Makes threatening references to other incidents of violence

• Makes threats to harm self, others, or property

• Weapons - has or is fascinated with weapons

• Has known history of violence

• Has communicated specific proposed act(s) of disruption or violence

ATTITUDE:

• Is isolated or a loner

• Morally superior, self-righteous

• Feels entitled to special rights and that rules don't apply to them

• Feels wronged, humiliated, degraded; wants revenge

• Feels without choices or options for action except violence
HOW TO RESPOND TO DISRUPTIVE, THREATENING, OR VIOLENT BEHAVIOR

STEP 1: General response to disruptive behavior (no threats or weapons)

Respond quietly and calmly. Try to defuse the situation.

1. Do not take the behavior personally. Usually, the behavior has little to do with you, but you are used as a target in the situation
2. Ask questions. Respectful concern and interest may demonstrate that aggression is no necessary.
3. Consider offering an apology. Even if you've done nothing wrong, an apology may calm the individual and encourage cooperation. "I'm sorry that happened. What can we do now that will solve the problem?"
4. Summarize what you hear the individual saying. Make sure you are communicating clearly. In crisis, a person feels humiliated and wants respect and attention. Your summary of the individual's concerns reflects your attention.
5. Focus on areas of agreement to help resolve the concern.

If this approach does not stop the disruption, assess whether the individual

seems dangerous. If in your best judgment he/she is upset but not a threat, set

limits and seek assistance as necessary.
STEP 2: Step 1 response ineffective, individual DOES NOT seem dangerous

1. Calmly and firmly set limits. "Please lower your voice. There will be no   disruptions in this office." "Please be patient so that I can understand what you need and try to help you."

2. Ask the individual to stop the behavior and warn that official action may be taken. " Stop or you may be reported."

3. If the disruption continues despite a warning, tell the individual that he/she may be disciplined or prosecuted, state that the discussion is over, and direct them to leave the office. "Please leave now. If you do not leave, we will call the Police."

4. If the individual refuses to leave after being directed to do so, state that this refusal is also a violation subject to discipline, exclusion from work, or arrest.

STEP 3: Step 1 response ineffective and the individual SEEMS DANGEROUS 

1. If possible, find a quiet, safe place to talk, but do not isolate yourself with an individual you believe may be dangerous. Maintain a safe distance, do not turn your back, and stay seated if possible. Leave the door open or open a closed door, and sit near the door. Be sure a coworker is near to help if needed.

2. Use a calm, non-confrontational approach to defuse the situation. Indicate your desire to listen and understand the problem. Allow the person to describe the problem.

3. NEVER touch the individual yourself to try to remove him/her from the area. Even a gentle push or holding the person's arm may be interpreted as an assault by an agitated individual who may respond with violence towards you or file a lawsuit later.

4. Set limits to indicate the behavior needed to deal with the concern.  "Please lower your voice." "Please stop shouting (or using profanity) or I'll have to ask you to leave."

5. Signal for assistance. The individual may be antagonized if you call for assistance so use a prearranged 'distress' signal to have another staff member check on you to determine how you are. If you need help, the coworker should alert your supervisor and/or the police.

6. Do not mention discipline or the police if you fear an angry or violent response.

7. If the situation escalates, find a way to excuse yourself, leave the room/area and get help. "You've raised some tough questions. I'll consult my supervisor to see what we can do."

Process for Addressing Disruptive Behavior

Management Tool

Fair Process

As with the Code of Conduct, successful development and implementation of a process for dealing with complaints about conduct will depend on the engagement of those to whom it will apply. It will be important to ensure that the proposed process is thought to be fair by all parties.

Once a process has been developed, it will be critical to ensure that all of those to whom it will apply receive notice that it has been adopted. In conjunction with publicizing the Code of Conduct, the repercussions for failure to adhere to it should be made clear.

Reporting Complaints

If an institution is to take conduct concerns seriously, it must make it as easy as possible to report them. To the utmost of its ability, it must also make a commitment to protecting the complainant from repercussions, whether personal or professional. It will not usually be possible to offer anonymity to the reporter (because the person being reported is entitled to know the full contents of any report if any action is taken) but the institution should ensure that the procedure for making a complaint is widely known. It should be made clear that maintaining confidentiality of all information gathered during the process will be of the highest priority.

The institution should also make it clear that it values good faith reporting of complaints and will ensure that the reporter does not suffer professional repercussions for stepping forward. Identify a specific office or individual to whom the report should be made. At minimum, the complaint should include the name of the reporter, the name of the person about whom the complaint is being made, the date and time of the concerning incident, a description of the incident and the names of anyone else who saw the incident. The complaint could be made orally or in written form. (If the complaint is not made in writing, it is imperative that it be recorded and kept for the record). It should be made clear that it is unlikely that any action would be taken about a complaint if the name of the reporter was not indicated at the time of the complaint.

The Investigation

Each report of disruptive behavior should be checked for validity as soon as it is received. The reviewer should first consider whether a reasonable person would find the individual’s behavior inappropriate. If the answer is yes and if the behavior does not meet the standard set out in the Code of Conduct then further steps will be warranted. If the behavior does not seem to the reviewer to meet the definition of disruptive or breach the Code of Conduct, then the reviewer should speak to the reporter to discuss the matter further and attempt to resolve his or her concerns without taking any further action. If further action is warranted, the reviewer should speak to the reporter to confirm the details of the reported incident. The reviewer should then advise the individual of the complaint. The individual must be provided with the opportunity to ask questions and to provide a response to the complaint. If the behavior identified is minor in nature, then the matter may be resolved at this stage.

If an informal resolution is not advisable or possible then part of the review must be substantiating the objective facts with corroborating information. The reviewer should interview any witnesses to the incident and review the patient’s chart, where relevant. Individuals providing information should be aware that in the event that a formal review proceeds, their comments will be disclosed to the individual.

In some cases, depending on the nature and severity of the reported behavior, it will also be helpful and relevant to collect data from other sources such as the individual’s files. The information in these records may contribute to establishing, or ruling out, the presence of a pattern of problematic conduct.

Information in the files which has not been substantiated with witness interviews or other evidence will not be particularly helpful as it will not be fair to use it for the basis of any decision-making. If this is the sort of information that is in the file then it should be subject to the same processes as the report being reviewed in order to ensure that the information is substantiated and the individual provided with an opportunity to respond to the previously reported concerns. (This is one place where the importance of good record keeping about individual reports is critical). If the review of the witness statements and other information concludes that the complaint cannot be substantiated, no further action should be taken. Again, however, the reviewer should discuss the matter with the reporter to ensure that reporters acting in good faith are not made to feel ignored by the process. A discussion with the individual is also critical if the individual was notified of the complaint. The individual should understand that the complaint will not have further consequences. A note of the failure to substantiate the complaint should be retained in the individual’s file.

A copy of any documentation retained in the individual’s file should also be provided to the individual. If the information obtained during the review substantiates the complaint, then some further steps will be required. The process need not, however, be formal and it should not be punitive. The response should be appropriate to the behavior. We have called this the staged approach. The nature of the action that will be taken, as well as who will determine what action is appropriate, will depend on the nature and severity of the disruptive behavior. The documentation of the complaints process should include an indication of the institutional policy regarding the sharing of information with others. For example, when behavior will result in a report to appear on any documentation that is provided as a reference for the individual, this information should be clearly articulated in the process description.

Assessing the Information Collected

In many cases, it will be difficult to assess the malignity of the behavior and to gauge the appropriate response. The following questions will help to collect enough data to evaluate the level of concern the behavior should spark. The reviewer(s) should ask the following questions to understand the incident about which the complaint was made in context:

• Did this incident represent a change in the individual’s previous behavior pattern?

• Does the potentially problematic behavior appear to be increasing in frequency?

• Did the behavior come accompanied with an inappropriate degree of emotion?

• Does the aberrant behavior appear to be broadening in scope over time to include?

· Exhibiting more than one of the “index” behaviors? Is there any evidence or suspicion that the individual is:

· Withdrawing from customary activities and associations with friends, and fellow, colleagues?

· Neglecting his or her own personal, intellectual, physical, emotional, and spiritual needs?

· Launching or defending himself or herself in repeated workplace or class grievances?

· Abusing alcohol or substances?

· Embarking on frequent one-man crusades?

· Arriving late or unprepared for work with concerning frequency?

· Demonstrating a pattern of degradation in performance?

· Guilty of violent acts in the past? Rule out circumstances that might mitigate the seriousness of the behavior, such as: eccentric behavior or behavior which is culturally different as long as it is not directed in a threatening or abusive way towards others; occasional altercations; one-time situational frustrations; occasional demands for special, attention/consideration coming from those having legitimate special needs, for example, the disabled health care worker.

Staged Approach

Behavior occurs along a continuum which ranges from exemplary to unacceptable.

A staged approach is a progressive approach to managing behavior in which the

response is dictated by the behavioral trigger. The objective is to ensure that action is always taken when inappropriate behavior occurs but that the response is useful and appropriate and facilitates improvement in health care delivery. The intention of this approach is remediation but it is critical to note that remediation will not work unless the individual in question accepts the responsibility for his or her actions and acknowledges that he or she must make personal changes.

Stage one

The kinds of behavior which might require a stage one intervention include a single or limited number of instances of relatively mild disruptive behavior, such as:

· use of inappropriate language;

· an outburst of anger;

· inappropriately criticizing colleagues or staff in front of patients, visitors or other staff;

· demeaning comments or intimidation;

· inappropriate arguments with patients, family individuals, staff or other care providers; insensitive comments about the patient’s medical condition, appearance, situation, etc.;

· a single instance of throwing or breaking objects;

· sudden difficulty working collaboratively or cooperatively with others;

· refusal to follow hospital policies that are not immediately critical to patient wellbeing (breach of critical policies would warrant a higher level of concern);

· a sudden behavioral change; and

· non-compliance with institutional processes or waste of resources.

It is important to note that the appropriate response to this sort of behavior will depend on how egregious it is in its first presentation as well as the answers to the questions. Each situation will have to be carefully considered within its own context. For example, a single outburst of anger in response to a colleague’s late arrival for surgery may warrant nothing more than a reminder that behavior should be professional at all times. However, should that outburst be coupled with a sudden failure to dress appropriately and a marked level of emotional withdrawal from colleagues, the conscientious medical leader, or colleague will consider the possibility that the behavior is the first sign of a bigger problem and consider an approach that goes beyond an informal conversation.

If the preliminary review substantiates the complaint, the reviewer must notify the individual of the complaint and the individual must be provided with an opportunity to respond.

This notification may take place in writing, but it is preferable that it should take place in a face-to-face meeting. During the meeting, the reviewer should explain to the individual how the behavior was perceived by those who were subject to it, the impact it had on them and how the behavior deviated from the Code of Conduct or other statement of behavioral expectations.

In the absence of any mitigating factors, if the individual acknowledges that the event took place and makes a commitment to avoid a recurrence of the behavior or to undertake steps to learn to manage his or her behavior, and the reviewer is satisfied that the individual understands that it is unacceptable, this may be the end of the process.

There may be occasions where the medical leader will feel that it could be helpful to suggest that the individual seek some form of advice, personal support or counseling on a generic basis. This is a reasonable early course of action. There are instances when it is also reasonable to ask for confirmation that this action took place, without seeking any details. It is not reasonable, however, for the reviewer to presume a diagnosis or to prescribe any specific form of counseling or therapy. 

Before finalizing completion of the review, the reviewer should discuss the outcome with the reporter to ensure that the reporter is satisfied. If the reporter feels that such an informal process is not satisfactory, then the reviewer must weigh the advantages and disadvantages of taking the matter further. Determining that no further action is warranted in defiance of the reporter’s wishes poses the risk of discouraging people from making complaints in the future. Proceeding in order to satisfy the reporter, however, undermines the value of the complaints process (by making it over-reactive) and causes undue stress to the individual. Unfortunately, it is not possible to establish a generic process which will fit every circumstance. The reviewer (and his or her colleagues) must weigh the relative interests and make the determination of how to proceed on a case by case basis.

In many cases, it will be advisable to follow up with the individual to ensure that no further problems arise or to ensure that any commitments to undertake action to address the problem have been fulfilled. A meeting three months from the date of resolution is recommended for this discussion. Even in the absence of any further problems, the fact of the meeting and the absence of problems should be noted in the individual’s file. Such documentation may be useful to both parties in future. A record of successful resolution of a problem may be useful to the individual should questions arise about the process at future discussions.

Stage Two

Behavioral problems occur along a continuum of intensity and frequency. So do management strategies. The transition to stage two is not always clear cut. The description below is intended to provide examples and guidelines but medical leaders will need to use their own judgment to determine when a higher level and more formal intervention is required to address behavior problems.

A stage two approach is most often required after stage one interventions have been attempted but have not resulted in the necessary, sustained behavioral changes. Even where a behavior is of moderate concern, or part of a pattern, it may be worthwhile to attempt a stage one form of intervention if that has never been tried. However, when stage one efforts have failed, and/or when there is an observed escalation of disruptive behaviors, in frequency, intensity or severity, a more formal response will be required.

The reviewer may not be the appropriate decision-maker as we move up the ladder in terms of severity of the problem and appropriate responses to it. For example, if the reviewer at stage one was the Service Chief, the appropriate response as the behavior escalates might be considered by both the Service Chief and the individual who occupies the next higher position in the hierarchy.

In some cases, the individual’s behavior will be a consequence of institutional policies or actions which may come under scrutiny.

For this reason, it can be very helpful to have a senior administrator involved in the discussions from an early point.

Reviewers should never guess about motives or guess at underlying diagnoses. However, in order to determine how best to change the behavior, the recommendations must be based on an understanding of what is causing or contributing to it. In many cases, it will be wise for the institution to outsource an investigation into the cause of the behavior, and limit its own review to confirming that the behavior took place.

When considering an assessment to determine what course of action to recommend, some questions that might be asked are:

· Will the assessment include a review of the individual’s personal/professional skills which may be contributing to the inappropriate behavior? For example, clinical skills, communications and interpersonal skills, and the ability to manage stress?

· Will the assessment include physical, psychological, psychiatric or substance abuse components?

· Will the assessment include a review of family, social and economic factors?

· Will the assessment include a review of occupational and workplace factors?

Once the underlying cause of the problematic behavior has been identified, the reviewer  and the individual should agree on the next steps. In some cases, a more therapeutic approach will be required, for example, to address stress management or addictions issues. In other situations, a more educational approach will be most effective, for example, teaching the individual about the impact of his or her actions and establishing a monitoring arrangement that notifies him or her quickly when there is a deviation from appropriate behavior, to teach the individual to identify the behavior independently. It is recommended that the content of the program intended to lead to change in the behavior be captured in the form of a contract. The following elements should be included:

· the method of redress for the cause of the problem (personal counseling, leadership training, substance abuse therapy, tutorial sessions, etc.);

· the method of monitoring for change/progress;

· the name of a mentor who will follow the individual’s progress through the process this person must be satisfactory both to the individual and the institution;

· a means of measuring satisfactory progress (behavioral benchmarks);

· a timeframe within which progress must be demonstrable;

· consequences if no progress is observed or if non-compliance with the methods and terms of  remediation is noted, including impact on privileges, where applicable; and

· an indication of the institutional policy regarding the sharing of the record with licensing and credentialing bodies in cases where appropriate.

Documentation of all elements of the agreement must be kept in the individual’s file.

There will be costs associated with many of the interventions at this stage. In many institutions, the responsibility for meeting these expenses is an item open to negotiation between the parties.
Intervention at this level will not have instant results. Depending on the agreement, failure to maintain an acceptable standard of behavior may have repercussions such as course or module failure, and suspension

Stage Three

Stage three describes inappropriate behavior that has persisted or escalated despite intervention.

The kinds of behaviors which fall into this category include:

· physical assault or physical sexual advances towards non-patients 

· behaviors attributable to impairment caused by mental illness or substance use; and

· behavior that contravenes established laws (municipal, provincial, federal, criminal, etc.) or that gives rise to the obligation to make a mandatory report to police, or hospital  administration.

The process for the review and discussions with the individual, which are outlined apply equally at this level of behavioral problem. In addition, however, there is no discretion with respect to directing this behavior to the attention of the uppermost authorities in the setting in which the behavior is taking place (whether in a hospital, clinic, or other). It may be that a Professional Review Board or other authority will review the behavioral history of the individual and work to develop a more assertive rehabilitative strategy. In the alternative, the administration may determine that disciplinary action is appropriate. Disciplinary action may include:

· restriction/modification of assignments within the organization;

· direct supervision of the individual’s work;

· suspension of privileges on a time-limited basis.

As the threat to the individual’s ability to work in an unrestricted way increases, so does the formality of the process. At this level, the existing by-laws or other governing structure of the institution will play a significant role. It is likely that legal counsel will be involved. At this stage, the record of reported incidents and the reviews that took place to verify them, as well as the efforts that have been made to educate, accommodate or remediate the individual will all be an important part of the formal proceedings.

Crisis Intervention

There will be times when patient safety is directly threatened by an individual’s behavior. In such circumstances, the individual should be immediately removed from the situation. The individual should be informed that this action is not definitive and that the incident and its repercussions will be subject to a more formal review once the crisis has passed. Addressing immediate danger almost always compromises due process to some extent. Examples where crisis intervention is required might include instances when:

· the individual is so distressed or out of control that he or she poses a safety risk to other   workers in the environment;

· the individual threatens to physically harm him or herself or others;

· the behavior appears to create unacceptable legal liability; and

· the behavior poses an immediate threat to patient care.

Disagreement by the Individual

There will be occasions where the individual and the reviewer cannot reach agreement as to the appropriate disposition of the complaint or mediation steps to be taken by the individual. For these occasions, a basic appeal process could be established.

We recommend that a Review Board be created to review the recommendations made at the first level. The Review Board composition will vary with the setting, but in the hospital setting could include the Chief of Staff, President of the Workforce, and an uninvolved Department Head, for example. This Administration should review the report of the investigation as well as the recommendations made and determine whether they are appropriate, make alternative recommendations or require further investigation.

This process would not apply in the event that the matter had already escalated to the point where it was the highest authority that is making the determination as to outcome of the complaint, or where the organization’s by-laws or regulations stipulate an appeals process.

Meeting with the Individual

We have recommended face-to-face meetings to discuss problematic behavior. These conversations can be difficult and making them effective is critical. Of course, every conversation will vary with the circumstances, but the following suggestions may be of assistance. 
Preparing for the Meeting

Prepare notes prior to the meeting. This will clarify your thinking and provide a double-check to ensure that you have adequate data to proceed. The notes should include:

· the goals of the meeting (for example, providing information, making an action plan);

· the dates, time, location and other circumstances relevant to the reported incidents;

· objective, non-judgmental, and respectful language. Never impugn motives or guess at underlying diagnoses;

· as many examples of the problem as possible; and

· reasons why the behavior was unacceptable – with reference to the appropriate Code of Conduct and the impact on others.

It may be advisable to have a third party at the meeting; this person may assist later if an objective recollection of what was discussed is required. The right person may also help to ensure that the tone of the conversation remains neutral and may provide support to the individual. It should be someone both parties agree upon or someone who is officially appointed to take such a role.

The meeting should take place in a formal setting: the office of the person charged with providing the information or a meeting room. Plan on no more than one hour.
If one of the intended goals of the meeting is to develop a contract outlining the agreement about what steps will be taken to address the problem, prepare a draft before the meeting. Consider which items might be subject to negotiation and which are not.

Conducting the Meeting

The discussion should follow the format of a performance appraisal or assessment.

· Always act in a respectful manner. 

· Thank the individual for attending the meeting.

· Lay out the rules of engagement – the person conducting the meeting will review all of the information first and then the individual will be offered a chance to respond.

· Begin the discussion with a statement of recognition of worth of the individual, the things that he/she does well. 

· Discuss the concerning incidents, with full details, the next steps (whether they are to be investigative, educational or grounded in a monitoring program) and review the draft agreement, if that is the course of action being followed. 

· Close with a discussion of the steps that will be taken to measure success and plan the next meeting.

· A few more tips on delivery: Speak slowly and don’t deviate from the planned content.

· Be prepared for the individual to attempt to divert the conversation and especially to find an external explanation for, or source of, the problem. If this occurs, it would be appropriate to schedule another time to discuss these concerns, but be prepared to refocus the intervention with something along the lines of, “I know you are concerned with the quality of the nursing on the unit. I will certainly look into that but right now we are here to talk about your behavior.” Also, be aware of your own emotional reactions to the situation and strive to remain objective throughout the meeting.

· Assume that because of the emotionality of the content, miscommunications will occur. Stop and repeat items frequently. Paraphrase and ask the individual what he or she has understood from what you have been saying.

Sample of Code of Conduct

Introduction

(The Workforce/the Hospital Community/) at (Name of Institution)

is committed to supporting a culture that values integrity, honesty, and fair dealing with each other, and to promoting a caring environment for patients, individuals, nurses, other health care workers and employees.

(The Workforce/the Hospital Community/) endeavors to create and promote an environment that is professional, collegial, and exemplifies outstanding teaching, research and patient care.

Towards these goals, the (The Workforce/the Hospital Community/) strives to maintain a workplace that is free from harassment. This includes behavior that could be perceived as inappropriate, harassing or that does not endeavor to meet the highest standards of professionalism.
Purpose

The purposes of this Code of Conduct are to:

· clarify the expectations of all (individuals/staff) during interactions with any individual at the (Institution);

· encourage the prompt identification and resolution of alleged inappropriate conduct; and

· encourage identification of concerns about the well-being of a individual whose conduct is in question.

Disruptive conduct and inappropriate workplace behavior may be grounds for suspension or termination of a contract, or cancellation, suspension, restriction or non-renewal of privileges.

(Name of Institution) will follow due process for matters which have an impact upon a individual’s privileges (or staff individual’s employment/) and will abide by the (Hospital’s by-laws/Public Hospitals Act/Institutional policies).

General expectations

1. Consider first the well-being of the patient.

2. Interactions with patients, visitors, employees, individuals, volunteers, health care providers or any other individual shall be conducted with courtesy, honesty, respect and dignity.

3. All individuals of the (Name of Institution) community are expected to refrain from conduct that may reasonably be considered offensive to others or disruptive to the workplace or patient care. Offensive conduct may be written, oral or behavioral.

Examples of inappropriate conduct would include, but are not limited to:

Inappropriate words:

· profane, disrespectful, insulting, demeaning or abusive language;
· shaming others for negative outcomes;

· demeaning comments or intimidation;

· inappropriate arguments with patients, family members, staff or other care providers;
· rudeness;

· boundary violations with patients, family members, staff or other care providers;

· gratuitous negative comments about another individual’s care (orally or in chart notes);

· passing severe judgment or censuring colleagues or staff in front of patients, visitors or other staff;

· outbursts of anger;

· behavior that others would describe as bullying;

· insensitive comments about the patient’s medical condition, appearance, situation, etc.; and

· jokes or non-clinical comments about race, ethnicity, religion, sexual orientation, age, physical appearance or socioeconomic or educational status.

Inappropriate actions/inaction:

· throwing or breaking things;

· refusal to comply with known and generally accepted practice standards such that the refusal   inhibits staff or other care providers from delivering quality care;

· use or threat of unwarranted physical force with patients, family members, staff or other care  providers;

· repeated failure to respond to calls or requests for information or persistent lateness in  responding to calls for assistance when on-call or expected to be available;

· not working collaboratively or cooperatively with others; and

· creating rigid or inflexible barriers to requests for assistance/cooperation.

Sample Complaints Procedure

Receipt of Complaint

1. Every individual (the reporter) should feel free to file a complaint in good faith about abusive or unprofessional behavior without fear of reprisal or retaliation.

2. Anonymous complaints will be considered to the extent possible but may not result in any formal action.

3. Complaints may be made to (Department Chief/Designee) in writing or orally.

4. Where a complaint is received by someone else, it shall be referred to ((Department Chief/ Designee) for review.
Notification to Individual

At the earliest opportunity (Department Chief/ Designee) shall inform the subject individual (the individual) about the nature of the complaint and that the matter is being investigated.

Review of Complaint

· Upon receipt of a complaint, the following measures will be taken within 14 days:  (Department Chief/ Designee) will meet with the reporter to review the complaint and all available details, including names of others who may have knowledge of the incident.

· (Department Chief/ Designee) will meet with all those who have knowledge of the event within 14 days of receipt of the complaint.

· (Department Chief/ Designee) will review medical records or other documentation where relevant.

Disposition of Unfounded Complaints

 If the information obtained in the investigation fails to demonstrate that the incident complained of took place, or if the reported behavior did not, in fact, deviate from expectations of professionalism, (Department Chief/ Designee) will find that there is no basis for the concern. In this event, the complaint will be retained in the individual’s file in accordance with this policy, with a clear indication that it was unfounded together with the information that substantiates this.

Substantiated Complaints

If it is determined that inappropriate conduct took place, a staged approach to behavior management shall be considered in light of the prevalence, severity, persistence and consequences of the incident or behavior.

(Department Chief/ Designee) will meet with the individual. Either the individual or

(Department Chief/ Designee) may request the presence of a third party for this meeting.

· At the meeting the following information will be provided to the individual:

· the details of the incident about which the report was received; and

· an explanation of how this behavior deviated from expectations.

· The individual will be provided with the opportunity to respond to the information, either orally, during the meeting, or within 14 days in writing.

· In discussion with the individual, (Department Chief/ Designee) will determine whether further investigation as to the cause of the behavior is warranted. Such an investigation will certainly be warranted where the individual feels that the behavior is outside of his or her own control. The individual will be offered a referral to (any appropriate resource for personal support, assessment or other interventions as indicated).
Behavior Management

Unless the behavior complained of poses an immediate threat to patient care or the safety of others, or unless the outcome of a prior complaint has indicated otherwise, (Department Chief/ Designee) will consider the findings of the review and make the following recommendations:

· expectations in relation to behavior in the future;

· remediation measures, if any. (An effort will be made to reach agreement with the individual about the steps required towards changing his or her behavior; in keeping with a staged approach to management, the course of action could include such components as stress management training, psychotherapy, monitoring, teamwork training, an apology, monitoring etc.) The agreement as to what measures will be undertaken may take the form of a written contract between the individual and the institution;

· disciplinary action, as may be appropriate;

· the consequences of any repeated inappropriate behavior; and

· further follow up, as required.

(Department Chief/ Designee) will provide the individual with a written summary of the meeting and a copy of the written summary will be retained in the individual’s file.

Egregious/Repeated Unprofessional Behavior

If the behavior complained of poses an immediate threat to patient care or the safety of others, or if the outcome of a prior complaint has indicated as much, the matter will not be dealt with by the (Department Chief/ Designee). Rather, will consider the findings of the review and make the determination as to outcome, which could include (suspension of privileges; course or module failure; etc.).

If the individual feels that the process or determination is flawed, then the individual is entitled to request a review by a administration (the Administration composition will vary with the setting, but in the hospital setting could include the Chief of Staff, President of the Workforce, and an uninvolved Department Head). After review, the Chair of the Administration will communicate, to all involved, the final determination.

A individual who fails to act in accordance with this policy may be subject to disciplinary action, up to and including suspension/termination of privileges (failure of a course or learning module).

Confidentiality

The complaints investigation procedure is intended to be a confidential procedure. All parties to the process are expected to respect and maintain the confidentiality of the process and not to divulge the details of the investigation to anyone. Where there is any risk to other individuals, employees and patients, disclosure will be made to the extent necessary to offer adequate protection.

Documentation

The record of the investigation and its disposition will be retained in the individual’s file for five years from the date that the most recent complaint was received.

Sample Script for Discussion with Individual Whose Behavior

Does Not Meet Expectations

Review the facts of the reported incident:

· Dr. Smith, I understand that on Tuesday you became so angry at the late OR start that you swore at the nurses, banged the side table and threw the instruments to the floor.

· Can you tell me what happened?

Review the organization’s Code of Conduct and expectations of individuals.

· I know that you are familiar with the Hospital’s Code of Conduct. It requires all health care professionals to refrain from offensive or disruptive conduct. Do you agree that your behavior on Tuesday could be considered to have been offensive or disruptive?

Seek to develop a mutual understanding of how these behaviors might be interpreted and perceived by staff and other individuals of the health care team.

· I gather that your angry behavior frightened staff or made them uncomfortable. This might make it difficult for people to feel comfortable working with you. Can you see how they might have been feeling that way?

Seek to develop an understanding of what were other contributing factors the individual feels exist and to what extent these factors are amenable to change.

· Can you help me understand what happened in the OR that may have prompted your anger?

Discuss what might be done to circumvent such behavior in future. Be specific.

· Your concern about the delay in receiving sterilized tools is a legitimate one. This delay has an impact on our ability to schedule surgeries and, ultimately, to meet our wait time targets. I will speak with CPD and see what can be done to address the delays. I will get back to you about this on Wednesday. Your response, however, was unprofessional.

· You may wish to speak to the Employee Assistance about getting some help with coping with stress or anger management. I can call the Employee Assistance on your behalf and they will contact you to set up a meeting. Your discussions with them will be wholly confidential. Or, if the instance was a first time occurrence of disruptive behavior and the individual is resistant to seeking external assistance,

· If you are confident that you understand what behavior is expected of you and you can assure me that you will abide by the Code of Conduct in future, then we can leave it at this. But if you find that you are experiencing the same kind of anger again, or having trouble managing your anger, please come back and talk to me and we will see what we can do that might help.

Discuss the need to provide feedback to those who reported the problem or expressed concern.

· I will let the staff who have expressed concern know that we have discussed the matter.  You may wish to apologize to those who were present. I will let them know that you have assured me that this won’t happen again.

If the incident was not a first time occurrence, or if the behaviour was more than mildly disruptive, identify remediation steps to be taken and, if necessary, set a date to discuss a concrete plan for remediation.

· This behavior is unacceptable and you need to take concrete steps to ensure that it is not repeated. I will make a referral to the Employee Assistance for (specify the reason for the referral or its goal). You need to speak with them within the next month. Together you can assess whether you might benefit from some assistance. Why don’t you and I meet again on November 

· Choose a date about three months from this meeting to discuss your progress and whether there is anything else that I can do to assist you.

Discuss what will happen in the event that the behavior(s) of concern do not resolve, or if there is non-compliance with required interventions. Refer to Codes of Conduct, by-laws or other policies if possible.

· Presuming incidents like this do not recur and there are no further valid concerns raised, then we will be able to bring this matter to a close at our next meeting. However, as you know, our Code of Conduct indicates that if these problems continue, we will be required to take a more comprehensive approach, including asking you to undergo a detailed assessment to understand the cause of your behavior and to determine an appropriate course of action. Ultimately, if this behavior cannot be resolved, there will be no option other than to refer the matter to the MAC which could have an impact upon your privileges. And it is important that you know that if changes are made to your privileges, then we will be required to make a report to the appropriate individual.

Discuss the need to document the meeting and the individual’s commitment to meet his or her behavioral obligations.

· I will make a note of our conversation for your file, including your commitment to change. I will provide you with a copy of the note for your own files. Thank you for meeting with me.

INTER-PROFESSIONAL DIALOGUE – CASE STUDIES
How to Use the Case Studies

The case studies presented in this section are derived from real life situations that have arisen in health care agencies. They are intended to provide assistance to agency planners as they develop

workplace behavior programs and assess their readiness to handle these types of situations. It should be noted that, in some of the case studies, the circumstances have been modified to make them better learning tools. As you read the case studies, keep in mind that there is no one correct way to handle each situation. The case studies should not be taken as specific models of how to handle certain types of situations. Rather, they should be a starting point for a discussion and exploration of how a team approach can be instituted and adapted to the specific needs and requirements of your agency.

Questions for discussion
 The case studies are intended to raise questions such as:
1. Do we agree with the approach the agency took in the case study?

2. If not, why wouldn’t that approach work for us?

3. Do we have adequate resources to handle such a situation?


Questions for program evaluation

 Establish a system to evaluate the effectiveness of your response in actual situations that arise so that you can change your procedures if necessary. Ask the following questions after reviewing each of the case studies and after planning how your agency would respond to the same or a similar situation:
1. Does our workplace violence program have a process for evaluating the effectiveness of the team’s approach following an incident?

2. Would our written policy statement and written procedures limit our ability to easily adopt a more effective course of action in the future, if an evaluation of our response showed that a change in procedures was necessary?

3. Do we have plans to test our response procedures and capability through practice exercises and preparedness drills and change procedures if necessary? The characters in these cases are fictional and have been created for educational purposes. No reference to any individual living or dead is intended or should be inferred.

CASE STUDY #1
Intimidation

The Incident   A supervisor reported to a Human Resources (HR) specialist that

he recently heard from one of his employees (alleged victim) that another one of his employees(alleged perpetrator) has been intimidating him with his “in your face” behavior. The alleged perpetrator has stood over the alleged victim’s desk in what he perceived as a menacing way, physically crowded him out in an elevator, and made menacing gestures. The supervisor stated that the alleged perpetrator was an average performer, somewhat of a loner, but there were no behavior problems that he was aware of until the employee came to him expressing his fear. He said that the employee who reported the situation said he did not want the supervisor to say anything to anyone, so the supervisor tried to observe the situation for a couple of days. When he didn’t observe any of the behavior described, he spoke with the alleged victim again and told him he would consult with the Crisis Management Team.

Response:    In cases involving reports of intimidation, this agency’s crisis response plan called for involvement of Human Resources (HR) and the Employee Assistance Program (EAP) (with the clear understanding that they would contact other resources as needed). The first thing the HR specialist did was to set up a meeting for the next day with the supervisor, an EAP counselor, and another HR specialist who was skilled in conflict resolution. At that meeting, several options were discussed. One was to initiate an immediate investigation into the allegations, which would involve interviewing the alleged victim, any witnesses identified by the alleged victim, and the alleged perpetrator. Another suggestion offered by the EAP counselor was that, in view of the alleged victim’s reluctance to speak up about it, they could arrange a training session for the entire office on conflict resolution (at which time the EAP counselor could observe the dynamics of the entire work group). The EAP counselor noted that conflict resolution classes were regularly scheduled at the agency. The supervisor also admitted that he was aware of a lot of tensions in the office and would like the EAP’s assistance in resolving whatever was causing them.

After discussing the options, the supervisor and the team decided to try the conflict resolution training session before initiating an investigation.

At the training session, during some of the exercises, it became clear that the alleged victim contributed significantly to the tension between the two employees. The alleged victim, in fact, seemed to contribute significantly to conflicts not only with the alleged perpetrator, but with his coworkers as well. The alleged perpetrator seemed to react assertively, but not inappropriately, to the alleged victim’s attempts to annoy him.

Resolution:    Office tensions were reduced to minimum as a result of the training session and follow-up work by the Employee Assistance Program. The employee who initially reported the intimidation to his supervisor not only realized what he was doing to contribute to office tensions, but he also actively sought help to change his approach and began to conduct himself more effectively with his coworkers. He appreciated getting the situation resolved in a low-key way that did not cause him embarrassment and began to work cooperatively with the alleged perpetrator. The alleged perpetrator never learned about the original complaint, but he did learn from the training session more effective ways to conduct himself with his coworkers. This incident took place over a year ago, and the agency reports that both are productive team players.

Questions for the Group

1. Do you agree with the agency’s approach in this situation?

2. Can you think of other situations that could be addressed effectively through an intervention with the work group?

3. In what kinds of situations would this approach be counter-productive? 
4. Can you envision a scenario where using the group conflict resolution session to get at any individualized problem might have a negative, rather than a positive, effect? Has your agency conducted employee training on such topics as conflict resolution, stress management, and dealing with hostile persons?
CASE STUDY #2

Intimidation

The Incident:   An employee called a member of the agency crisis team for advice, saying that a coworker was picking on her, and expressing fear that something serious might happen. For several weeks, she said, a coworker has been making statements such as, You actually took credit for my work and you’re spreading rumors that I’m no good. If you ever get credit for my work again, that will be the last time you take credit for anybody’s work. I’ll make sure of that. She also said that her computer files have been altered on several occasions and she suspects it’s the same coworker. When she reported the situation to her supervisor, he tried to convince her that there was no real danger and that she’s blowing things out of proportion. However, she continued to worry. She said she spoke with her union representative who suggested she contact the agency’s workplace violence team.

Response:   The agency’s plan called for the initial involvement of employee relations and the Employee Assistance Program (EAP) in situations involving intimidation. The Employee Relations specialist and the EAP counselor met with the Supervisor of the employee who reported the incident. He told them he was aware of the situation, but that the woman who reported it tended to exaggerate. He knew the alleged perpetrator well, had supervised him for years, and said, He just talks that way; he’s not really dangerous. He gave examples of how the alleged perpetrator is all talk and not likely to act out. One example had occurred several months earlier when he had talked to the alleged perpetrator about his poor performance. The employee had become agitated and accused the supervisor of being unfair, siding with the other employees, and believing the rumors the coworkers were spreading about him. He stood up and in an angry voice said, You better start treating me fairly or you’re going to be the one with the pro b l e m . The supervisor reasoned that, since he’s always been this way, he’s not a real threat to anyone. During the initial meeting, the team asked the supervisor to sign a written statement about these incidents, and recommended that he take disciplinary action. However, he was reluctant to sign a statement or to initiate disciplinary action, and could not be persuaded by their recommendations to do so.

The employee relations specialist conducted an investigation. Interviews with other coworkers confirmed the intimidating behavior on the part of the alleged perpetrator and several coworkers said they felt threatened by him. None were willing to sign affidavits. The investigator also found a witness to the incident where the supervisor had been threatened. As the alleged perpetrator had left the supervisor’s office and passed by the secretary’s desk, he had said, He’s an (expletive) and he better watch himself. However, the secretary was also unwilling to sign an affidavit. After confirming the validity of the allegations, but with the supervisor refusing to take action, and the only affidavit being from the employee who originally reported the situation, the team considered three courses of action:

1. Arrange for the reassignment of the victim to a work situation that eliminated the current threatening situation;
2. Report the situation to the second line supervisor and recommend that she propose disciplinary action against the alleged perpetrator; and   

3. Locate an investigator with experience in workplace violence cases to conduct interviews with the reluctant witnesses. The investigator would be given a letter of authorization from the director of the office stating the requirement that employees must cooperate in the investigation or face disciplinary action. 
The team located an Investigator, who was experienced in workplace violence cases, from a nearby Federal agency and worked out an interagency agreement to obtain his services. During the investigation, he showed the letter of authorization to only one employee and to the supervisor, since he was able to persuade the others to sign written affidavits without resorting to showing them the letter. The results of the investigation showed evidence of intimidating behavior by the alleged perpetrator. 

The agency Security specialist met with the alleged perpetrator to inform him that he was to have no further contact with the victim.

He also met with the victim to give her advice on how to handle a situation like this if it were to happen again. In addition, he recommended a procedure to the team that would monitor computer use in the division. This action resulted in evidence showing that the employee was, in fact, altering computer files.

Resolution:   The first-line supervisor was given a written reprimand by the second-line supervisor for failing to take proper action in a timely manner and for failing to ensure a safe work environment. He was counseled about the poor performance of his supervisory duties. The alleged perpetrator was charged with both disruptive behavior and gaining malicious access to a non-authorized computer. Based on this information, he was removed from Federal Service.

Questions for Group

1. Would supervisory training likely have resulted in quicker action against the alleged 
    perpetrator?

2. Do you have other approaches for convincing a recalcitrant supervisor to take action?

3. Do you have other approaches for convincing reluctant witnesses to give written statements?

4. Are you up-to-date on the case law associated with requiring the subject of an investigation to give statements?
5. If you had not been able to convince the reluctant witnesses to give written statements, and you only had the one affidavit to support the one incident, do you think this would have provided your agency with enough evidence to take disciplinary action? If so, what type of penalty would likely be given in this case?

CASE STUDY #3
Frightening Behavior

The Incident   A supervisor contacts the Employee Relations Office because one of his employees is making the other employees in the office uncomfortable. He said the employee does not seem to have engaged in any actionable misconduct but, because of the agency’s new workplace violence policy, and the workplace violence training he had just received, he thought he should at least mention what was going on. The employee was recently divorced and had been going through a difficult time for over two years and had made it clear that he was having financial problems which were causing him to be stressed out. He was irritable and aggressive in his speech much of the time. He would routinely talk about the number of guns he owned, not in the same sentence, but in the same general conversation in which he would mention that someone else was causing all of his problems.

Response   At the first meeting with the supervisor, the Employee Relations specialist and Employee Assistance Program (EAP) counselor suggested that, since this was a long-running situation rather than an immediate crisis, the supervisor would have time to do some fact-finding. They gave him several suggestions on how to do this while safeguarding the privacy of the employee (for example, request a confidential conversation with previous supervisors, go back to coworkers who registered complaints for more information, and, if he was not already familiar with his personnel records, pull his file to see if there are any previous adverse actions in it). Two days later they had another meeting to discuss the case and strategize a plan of action. The Supervisor’s initial fact-finding showed that the employee’s coworkers attributed his aggressive behavior to the difficult divorce situation he had been going through, but they were nevertheless afraid of him. The supervisor did not learn any more specifics about why they were afraid, except that he was short tempered, ill-mannered, and spoke a lot about his guns (although, according to the coworkers, in a matter-of-fact rather than in an intimidating manner).
After getting ideas from the employee relations specialist and the EAP counselor, the supervisor sat down with the employee and discussed his behavior. He told the employee it was making everyone uncomfortable and that it must stop. He referred the employee to the EAP, setting a time and date to meet with the counselor.

Resolution  As a result of counseling by the supervisor and by the Employee Assistance Program counselor, the employee changed his behavior. He was unaware that his behavior was scaring people. He learned new ways from the EAP to deal with people. He accepted the EAP referral to a therapist in the community to address underlying personal problems. Continued monitoring by the supervisor showed the employee’s conduct improving to an acceptable level and remaining that way.

Questions for the Group

1. Do you agree with the agency’s approach in this case?

2. Can you think of other situations that would lend themselves to this kind of low-key 
 approach?

3. Does your agency have effective EAP training so that supervisors are comfortable in turning to the EAP for advice?

CASE STUDY #4
Frightening Behavior

The Incident    Several employees in an office went to their supervisor to report an unusual situation which had occurred the previous day. An agency employee from a different building had been in and out of their office over a seven-hour period, remarking to several people that “the Government” had kept her prisoner, inserted microphones in her head to hear what she was thinking, and tampered with her computer to feed her evil thoughts. She also said that her doctors diagnosed her as paranoid schizophrenic, but that they are wrong about her. She made inflammatory remarks about coworkers, and made threatening statements such as, Anybody in my old job who got in my way came down with mysterious illnesses.

Response    The Employee Relations specialist, who took the report, immediately informed the employee’s supervisor about the incident. She learned from the employee’s supervisor that until a few months ago, the employee performed adequately, but had always seemed withdrawn and eccentric. However, her behavior had changed (it was later learned that she had stopped taking her medication) and she often roamed around the office, spending an hour or more with any employee she could corner. Several employees had reported to the supervisor that they were afraid she might hurt them because of her inflammatory statements. She also learned that a former supervisor had previously given the employee a reprimand and two counseling memoranda for inappropriate language and absence from the worksite along with offering her leave for treatment as a reasonable accommodation. Upon the recommendation of the employee relations specialist, the employee was placed on excused absence pending further agency inquiry and response, with a requirement to call in daily. The employee relations specialist, who was a trained investigator, conducted interviews with the employees who filed the reports and with the employee’s coworkers. She found that most of the employees were afraid of the woman because of her inflammatory statements.

The employee relations specialist then set up a meeting with the woman’s first- and second-line supervisor, the director of personnel, the legal office, the director of security, the agency’s medical officer, and the Employee Assistance Program (EAP) counselor. The following options were raised:

· Propose an indefinite suspension pending an investigation (option rejected because the agency already had all the information it needed about the incident).

·  Reassign or demote the employee to another office (option rejected because the reported conduct was too serious).

·  Propose a suspension based on her day-long frightening and disruptive comments and conduct (option rejected because the reported conduct was too serious).

· Order a medical examination to determine whether the employee was fit for duty (option rejected because the employee was not in a position with medical standards or physical requirements).

·  Offer a medical examination (option rejected because supervisor already tried it several times).

·  Offer her leave for treatment (option rejected because supervisor already tried it). 

The team recommended that the supervisor issue a proposal to remove based on the events in the other office, i.e., her day-long frightening and disruptive comments and conduct. They suggested that the notice also reference the earlier counseling memos and the reprimand which placed the employee on notice concerning her absence from her office and inappropriate behavior. The supervisor proposed her removal. Three weeks later, the employee and her brother-in-law came in for her oral reply to the proposed notice. She denied making any of the statements attributed to her. Her brother-in-law asked the deciding official to order her to go for a psychiatric examination, but he was told that regulations prohibited the agency from doing so. The employee did not provide any additional medical documentation.

Resolution   The agency proceeded with a removal action based on her disruptive behavior. Once her brother-in-law realized that her salary and health benefits would soon cease, he was able to convince her to go to the hospital for the help she needed and to file for disability retirement. The agency assisted her in filing forms with the Office of Personnel Management (OPM). The disability retirement was approved by OPM and this provided her with income and a continuation of medical coverage.

Questions for the Group

1. Do you agree with the agency’s approach in handling this case?

2. Does your employee training direct employees to call security or 911 in emergency 
situations?

3. Is your team knowledgeable about accessing appropriate community resources for emergency situations?

4. What if the employee had not been willing and able to apply for disability retirement herself?  Do you know the concerning the agency’s filing for disability retirement on behalf of the employee?

5. Does your agency’s supervisory training encourage early intervention in cases of this type?

CASE STUDY #5
Disruptive Behavior

The Incident    After workplace violence training was conducted at the agency, during which early intervention was emphasized, an employee called the Employee Assistance Program (EAP) member of the workplace violence team for advice on dealing with his senior coworker. He said the coworker, who had been hired at the GS-14 level six months earlier, was in the habit of shouting and making demeaning remarks to the other employees in the office. The senior coworker was skilled in twisting words around and manipulating situations to his advantage. For example, when employees would ask him for advice on a topic in his area of expertise, he would tell them to use their own common sense. Then when they finished the assignment, he would make demeaning remarks about them and speak loudly about how they= had done their work the wrong way. At other times, he would demand rudely in a loud voice that they drop whatever they were working on and help him with his project. The employee said he had attempted to speak with his supervisor about the situation, but was told not to make a mountain out of a mole hill.

Response    The EAP Counselor met with the employee who had reported the situation. The employee described feelings of being overwhelmed and helpless. The demeaning remarks were becoming intolerable. The employee believed that attempts to resolve the issue with the coworker were futile. The fact that the supervisor minimized the situation further discouraged the employee. By the end of the meeting with the counselor, however, the employee was able to recognize that not saying anything was not helping and was actually allowing a bad situation to get worse.

At a subsequent meeting, the EAP counselor and the employee explored skills to address the situation in a respectful, reasonable, and responsible manner with both his supervisor and the abusive coworker. The counselor suggested using language such as: 
I don’t like shouting. Please lower your voice. 

I don’t like it when you put me down in front of my peers.
 It’s demeaning when I am told that I am...
I don’t like it when you point your finger at me.

I want to have a good working relationship with you.

The employee learned to focus on his personal professionalism and responsibility to establish and maintain reasonable boundaries and limits by using these types of firm and friendly “I statements,” acknowledging that he heard and understood what the supervisor and coworker were saying, and repeating what he needed to communicate to them. After practicing with the Employee Assistance Program (EAP) counselor, the employee was able to discuss the situation again with his supervisor. He described the situation in non-blaming terms, and he expressed his intentions to work at improving the situation. The supervisor acknowledged that the shouting was annoying, but again asked the employee not to make a mountain out of a mole hill. The employee took a deep breath and said, It may be a mole hill, but nevertheless it is affecting my ability to get my work done efficiently. Finally, the supervisor stated that he did not realize how disruptive the situation had become and agreed to monitor the situation. The next time the coworker raised his voice, the employee used his newly acquired assertiveness skills and stated in a calm and quiet voice, I don’t like to be shouted at. Please lower your voice. When the coworker started shouting again, the employee restated in a calm voice, I don’t like being shouted at. Please lower your voice. The coworker stormed away. 

Meanwhile, the Supervisor began monitoring the situation. He noted that the abusive coworker’s conduct had improved with the newly assertive employee, but continued to be rude and demeaning toward the other employees. The supervisor consulted with the EAP counselor and Employee Relations specialist. The counselor told him, Generally, people don’t change unless they have a reason to change. The counselor added that the reasons people change can range from simple “I statements,” such as those suggested above, to disciplinary actions. The employee relations specialist discussed possible disciplinary options with the supervisor.

The supervisor then met with the abusive coworker who blamed the altercations on the others in the office. The supervisor responded, “I understand the others were stressed. I’m glad you understand that shouting, speaking in a demeaning manner, and rudely ordering people around is unprofessional and disrespectful  It is unacceptable behavior and will not be tolerated”. During the meeting, he also referred the employee to the Employee Assistance Program (EAP). The coworker continued his rude and demeaning behavior to the other employees in spite of the supervisor’s efforts. The others, after observing the newly acquired confidence and calm of the employee who first raised the issue, requested similar training from the EAP. The supervisor met again with the EAP counselor and employee relations specialist to strategize next steps.

Resolution    When all of the employees in the office started using assertive statements, the abusive coworker became more cooperative. However, it took a written reprimand, a short suspension, and several counseling sessions with the EAP counselor before he ceased his

shouting and rude behavior altogether.

Questions for the Group

1. Does your workplace violence training include communication skills to put a stop to disruptive behavior early on (including skills for convincing reluctant supervisors to act)?

2. How would your agency have proceeded with the case if the coworker had threatened the employee who spoke to him in an assertive way?

3. What recourse would the employee have had if the supervisor had refused to intervene?
CASE STUDY #6
Brief Moments of Frustration

The Incident:   Dr. Smith was recruited to the hospital because of her exceptional vascular surgical skills, particularly in the new area of radiologically-guided surgery. She is a recent graduate and excelled during her residency and fellowship training. She is generally pleasant and is very attentive to her surgical patients who are devoted to her.

Dr. Smith prides herself on her attention to detail. She doesn’t mind being seen as a perfectionist and she expects a high level of performance from those with whom she works.

One morning, soon after she came to work at the hospital, there was an incident in the operating room. Upset that the case was not ready to proceed at the scheduled 8:00 a.m. start time, she shouted at the nursing staff, banged her fist on a side table and overturned a tray of instruments. The patient did not witness the incident, but the operating room nurses and the anesthetist were taken aback.

The surgery was delayed but proceeded the same morning.

After the case, the nurses reported the incident to the Operating Room Manager. The manager briefed the Chief of Surgery who scheduled a meeting with Dr. Smith. At the meeting, the Chief discussed the incident with Dr. Smith, reviewing the hospital Code of

Conduct and how her behavior contravened that Code.

Response:    Dr. Smith did not deny that her behavior was inappropriate and acknowledged that she has a short temper, but said that it was a brief moment of frustration that passed quickly. She felt the nurses were as much to blame as they were slow to set up the room.

The Chief of Surgery indicated that a full investigation would begin into the start times of the operating rooms. The Chief of Surgery also indicated that regardless of her frustration,

Dr. Smith’s behavior was not appropriate. The Chief of Surgery asked Dr. Smith to manage her frustration and anger in a more constructive manner and suggested the name of a community-based psychologist if she wanted help in that regard.
Following the meeting, the Chief of Surgery sent Dr. Smith a letter outlining their discussion and a plan for follow-up with the Chief of Surgery in two month’s time.
A review of OR start times indicated that 20 per cent of all vascular cases started late. This pattern of late starts was attributed to a delay in receiving the instruments from the central processing department (CPD). A review of the CPD as to the cause of this delay indicated that there were only two special endo-vascular instruments and if both had been used the previous day, then full sterilization did not occur until 30 minutes before the start of the next day’s cases.

This occurred about 20 per cent of the time. A decision was made to purchase a third endo–vascular instrument, thereby allowing a fully sterilized instrument to be available at the start of each day.
Dr. Smith contacted the psychologist and, with his help, learned a number of strategies that helped her avoid future angry outbursts.

Comment:        In this example of an incident surfacing early in the career of a surgeon, there was an immediate and appropriate response. As a result, the surgeon learned that the behavior which came naturally to her would not be tolerated. A perfectionist, afterall, she was able to make use of help offered and modify her behavior.
CASE STUDY #7
Brief Moments of Frustration

Incident:     During a surgery subsequent to the one described above, a nurse inadvertently handed Dr. Smith the wrong instrument. Dr. Smith threw the instrument over the patient, hitting the wall behind the anesthetist and barely missing the anesthetist’s head. Dr. Smith berated the nurse and used profane language to characterize the nurse’s skills. After a few moments Dr. Smith composed herself and continued with the surgery.

After the surgery, Dr. Smith met with the Operating Room Manager. In the course of their discussion, Dr. Smith became so outraged that she banged on the table with her fists, injuring her hand. This self-injury stunned her into silence and she was escorted to the ER where it was determined that she had sustained a fracture and was unable to do surgery for three months. The patients on her long waiting list had to be contacted and rescheduled causing a number of patients great discomfort and/or frank danger. The Operating Room Manager reported the incident to the new Surgeon-in-Chief.

The Surgeon-in-Chief met with Dr. Smith to discuss her behavior and Dr. Smith indicated that she sometimes gets so angry she cannot control herself and that the staff is so unhelpful that it makes her even angrier. Dr. Smith did not deny the incident and indicated that there had been other outbursts.

The Surgeon-in-Chief indicated that she wanted to investigate the other incidents to understand the background issues better before any action would be taken. Upon investigation, the Surgeon-in-Chief discovered that there had been three other incidents.

The first is described in Scenario 1; Dr. Smith met with the former Chief Surgeon about this incident, but there was no follow-up.

In a second outburst with her secretary, Dr. Smith refused to allow her secretary to leave her office until a specific project had been completed and had barred the door to the office with a small filing cabinet. The secretary had submitted her resignation the following day after making a complaint to the HR department. The HR department did not proceed with any investigation because the secretary was no longer at the hospital and because the HR department was unclear as to its authority over an independent practitioner.

Finally, at a clinic when a test result was not available, Dr. Smith became so angry that she threw a stapler at the clinic computer. In reviewing the matter, the Surgeon-in-Chief felt that Dr. Smith was not capable of modifying her behavior and, supported by the hospital Chief of Staff and legal counsel, recommended to the Medical Advisory Administration (MAC) that her privileges not be renewed. Dr. Smith decided to take legal action to maintain her privileges. No remedial course of action regarding Dr. Smith’s behavior was undertaken.

In the end, the hospital did not succeed in removing Dr. Smith’s privileges since it could not prove that it had attempted to offer Dr. Smith notice that her behavior was unacceptable. Dr. Smith returned to work, although relationships with colleagues and nursing staff were strained.

Comment:      This is an example in which stage one behavior was not well-managed. Even if the intervention described in the example above did not result in satisfactory behavior, the documentation would have helped to provide a background for the later incident. In this case, however, the absence of remediation effort was complicated by the absence of a record of the incident.

Furthermore, two subsequent incidents, which each would have reflected an escalation in the problematic behavior, were not reported. As a result, stage two interventions were not initiated.

When it finally took action, the hospital used an intervention that would have been more in line with interventions for stage three: that is, where there is demonstrated evidence of failed earlier interventions.

There is high likelihood of a future behavioral incident because there are no positive

steps in place to support different behavior.

CASE STUDY #8
Stage Two Response

Incident:   The scenario described above has taken place. In this instance, upon review of the three prior events, the Surgeon-in-Chief determined that a stage two response to the behavior was required. Dr. Smith was asked to take a voluntary break from her hospital duties and was referred to the Physican Health Program for a complete assessment and management plan.

The Surgeon-in-Chief also undertook a review of the circumstances to determine:

• why the behaviors had not been reported earlier; what organizational structures could be improved, if any, to lessen environment contributors to Dr. Smith’s behavior; and

• strategies to support the entire health care team to work collaboratively in anticipation of Dr. Smith’s return to the OR. Dr. Smith discontinued working in the OR temporarily. She obtained legal counsel who supported a EMPLOYEE ASSISTANCE organized assessment. She agreed to an educational and counseling program that was recommended. She also agreed to a behavioral monitoring program designed to give her feedback about her behavior once back at work in the OR.

Comment:      This is an example of a thorough response designed to identify problems both the doctor and the hospital might be experiencing. The stage two assessment and rehabilitation strategies that result offer the best chance of retaining a valuable resource and improving the working conditions at the hospital for all.

CASE STUDY #9
Return to Work

Incident:    After Dr. Smith returned to work at the hospital, there were no further problems with her behavior in the OR. Then, after nearly a year, there was an incident in the Emergency Room.

On the day in question, after a full day in the OR, Dr. Smith was paged to the ER to see a patient who had sustained a serious vascular injury. Dr. Smith was not on-call and it was not clear to her why she was being paged to the ER. Frustrated, angry and tired, she stormed into the ER and swore at the nurses for paging her inappropriately. The Nurse Manager in the ER, who was a witness to this outburst, asked Dr. Smith to stop swearing and to apologize to the nursing staff. Dr. Smith became so enraged that she pushed the Nurse Manager, causing her to fall to the floor and hurt her back. Dr. Smith left the ER without seeing the patient.

The incident was reported to the Chief of Surgery immediately. An urgent meeting was held with the hospital’s legal counsel, MAC chair, Service Chief and CEO and it was determined that despite all interventions attempted in the past, immediate suspension of privileges was warranted. Immediate suspension of privileges also required formal notification to the CPSO.

Comment:   This is an unfortunate example of a serious recurrence of disruptive behavior that caused physical harm to a co-worker. Because of that fact, and also because earlier stage two interventions have not been successful in preventing the incident, the appropriate reaction is the stage three response of removing the doctor’s privileges and notifying the Medical Board.
SKILL-BASED TRAINING
Make use of the following tips to resolve conflict at work:
Choose your battles 

How important is the dispute really? Does it truly affect you, and is it a chronic problem? If it's a one-time incident or mild transgression, let it pass, says Steven Menack, a professional divorce and business mediator.
Expect conflict 

Decide that friction will occasionally emerge in the course of human relationships, Stieber says. Don't fear it -- rather, learn to spot the symptoms early and see opportunity in the resolution.
Use neutral language
Avoid judgmental remarks or sweeping generalizations, such as, "You always turn your reports in late." Use calm, neutral language to describe what is bothering you. For example: "I get very frustrated when I can't access your reports because it causes us to miss our deadlines." Be respectful and sincere, never sarcastic, Menack suggests.
Practice preventive maintenance 

Avoid retreating to the safety of withdrawal, avoidance or the simplistic view that your co-worker is a "bad person," Stieber says. These are defense mechanisms that prevent the resolution of conflict.
Menack suggests focusing on the problem, not the person. Never attack or put the other person on the defensive, he says. Focus on actions and consequences.
Listen actively 

Never interrupt the other party, Menack urges. Really listen and try to understand what the other person is saying. Let him know you understand by restating or reframing his statement or position, so he knows you have indeed heard him.
Get leverage on yourself 

When dissent between you and a co-worker appears without resolution, it is time to get leverage. Ask to be held accountable. This brings your performance evaluation into the equation but without taking away your responsibility for resolving the conflict. This is hard to do, but remarkable change can happen when you are held to task.

ASSESSMENT
Conflict Reaction Profile

Record your reaction to the following statements.  Read each item carefully and place a number from the answer scale next to each statement.

	Numbering Scale

	

	1 – Seldom

	2 - Sometimes

	3 – Most of the time

	


1. _____ 
I can be swayed to someone else’s point of view.

2. _____ 
I shut down people who I disagree with.

3. _____
I address the issue at hand diplomatically and do not attack the individual.

4. _____ 
I think that others try to “bully” their way with me.

5. _____ 
I express my thoughts and beliefs tactfully when they differ from those just expressed.

6. _____ 
Rather than offer my opinion when I disagree with someone, I keep it to myself.

7. _____ 
I listen to other people’s point of view with an open mind.

8. _____ 
I let my emotions get the best of me.

9. _____ 
I raise my voice to make my point.

10. _____ 
I tend to belittle other people when making my point.

11. _____ 
I look for ways to negotiate and compromise with others.

12. _____ 
I have been told I am too pushy.

13. _____ 
I make sure I have my opinion heard in any controversy.

14. _____ 
I think conflict in meetings is necessary.

15. _____ 
I am the most vocal in meetings when trying to get my point across.

CONFLICT REACTION PROFILE SCORE
Scoring:

Add the total score from questions 1, 2, 4, 6, 8, 9, 10, 12, 13, 14, 15

Subtract the sum of the score from questions 3, 5, 7, 11

Total:

What does your score mean?:

1—4:

“Passive”
You may be such a pushover that you allow difficult people to 




walk all over you. You will benefit from learning to stand up for 




your ideas and opinions in a diplomatic and tactful way.

5—10:
 
“Assertive” 
You are professionally assertive when dealing with people,

particularly difficult people. Continue to be open to listening to different points of view, and express your ideas and opinions appropriately.

11+  

“Aggressive” 
You may be so combative that people might avoid

interacting with you. You will benefit from learning to listen and

express your opinions more effectively.

STRATEGIES FOR REDUCING CONFLICT
Process Conflicts:

• Ask yourself, “How much control do I have over this process conflict?”

• Identify the root cause of the problem and analyze the improvement opportunity.

• Talk first to the owner of the process.

• Describe the current problem and get agreement.

• Suggest a workable solution and action plan.

• Follow-through on the plan and give recognition to the owner of the process.

Role Conflicts:

• Ask yourself, “Exactly how do I perceive my role in relation to others involved in this issue?

• Take responsibility for clarifying your role with others involved.

• Be prepared to change your perception of your role.

• Show your willingness to be flexible in achieving your organization’s goals.

• Stay positive. View any role change in terms of the opportunities it presents.

Interpersonal Conflicts:

• Ask yourself, “How much do my personal biases and prejudices affect this relationship?”

• Write down three behaviors that you could change in order to reduce the conflict in this
   relationship. Commit to following through on these changes for at least three months.

• Ask the other person involved how you could defuse the existing conflict. Encourage feedback

   that might seem brutally honest.

• Put yourself in their position. How do you think they view your commitment to reducing

   conflict in your relationship? Why?

• Make a list of 5 strengths that you see in the other person. Then list five ways that

   improving this relationship would benefit you.

Direction Conflicts:

• Ask yourself, “Am I clear on the direction or vision?”

• Clarify the discrepancy so that it can be easily described in neutral words and take action.

• Ask permission to address the discrepancy with the other person in a friendly, non-
  confrontational way and gain agreement.

• Use “I” and “we” messages rather than “you” messages.

• If there is a difference in values, always go with the higher value.

• Make authentic commitments.

External Conflicts:
• Ask yourself, “How much control do I have over this factor?”

• Choose to fight battles that are worth the price.

• Put your energy into things you “can do” rather than complain about what you “can’t do.”

• Do something good for others.

• Maintain perspective and a sense of purpose.

• Talk to someone you trust.

CONFLICT RESOLUTION PLAN
Use this template to help you create your own action plan.

1. Specific Conflict:

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

2. People Involved:

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

3. Plan of Action:

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

4. Results Expected:

______________________________________________________________________

______________________________________________________________________

______________________________________________________________________

5. Accountability Partner: _________________________________________________
Reporting and Surveillance

A re-print of Articles

“Advance for Nurses” 2009
Whether you feared the schoolyard bully or you were the schoolyard bully, it's time to take a new approach to how you communicate with the world. 
While condescending and disruptive behavior in any situation can result in low self-esteem and sometimes lead to physical harm, when exhibited against co-workers in the healthcare setting, these types of behaviors can have even more serious consequences, such as medical errors and patient injury. 
This recognition led the Joint Commission to issue a Sentinel Event Alert July 9, "Behaviors that undermine a culture of safety," that specifically addresses the problem and includes steps healthcare organizations will be expected to implement Jan. 1, 2009. 
But clearly, disruptive behavior in the healthcare setting, which might include verbal outbursts, condescending attitudes and speech, and physical threats, is nothing new. 

Bad behavior was a topic of discussion long before Alan H. Rosenstein, MD, MBA, vice president and medical director at Irving, TX-based ORGANIZATION Inc., began studying disruptive behavior among colleagues in the healthcare setting. 
Psychiatrist Leonard I. Stein, in his 1967 article, "The Doctor-Nurse Game," talked about a game in which individuals were seen as superior to nurses, and how the appearance of that superiority was actually supported by the nurses themselves. 
"This game, this dance, is an old one, a tired one and we need to get rid of it," said Diana J. Mason, PhD, RN, FAAN, editor in chief at the American Journal of Nursing. "We need to be able to deal with each other forthrightly."
Mason recalled her own encounter - one of many at various institutions - in which a medical doctor questioned her ability to oversee a project, essentially dismissing her as a professional.

"It is that experience of trying to do your work and trying to do good work, and having a individual whose arrogance and myopic views get in the way of interdisciplinary work moving forward in ways it must," she explained. 
Mason is quick to note this type of behavior occurs not only between individuals and nurses, but also nurse to nurse.
"I think nurses need to be mindful we're abusive to each other, and sometimes to patients, in subtle ways," she said. "We know the problem with new nurses not feeling supported, and we just can't afford to do that anymore. We're losing those new nurses and we'll continue to lose them. We [need to foster] an open, collaborative environment if we're going to improve the care patients receive."
Front Line Nurses
While Mason applauds the Joint Commission for shining a brighter light on this issue, she thinks nurses should not wait for their employers to take action.
"While an institution might be slow to adopt a zero tolerance policy [regarding disruptive behavior], there is nothing to prevent nurses from leading the way on it," she said. "It requires one nurse to step up to the plate and say, 'I'm not going to tolerate that behavior as an individual.'" 
Of course Mason recognizes this kind of self-preservation is often easier said than done. But what if the nurse had the support of her peers when taking a stand? At a recent speaking engagement, Mason invited the audience to share their methods for handling disrespectful behavior in the workplace and at the bedside. One arrangement that caught her attention was called "Code Pink."
"If someone is speaking disrespectfully to me I call out, 'Code Pink,' which prompts my colleagues who are able to come witness whatever is going on, and quickly stops the behavior," Mason said. Other suggestions were leaving the room, or telling the disruptive individual the discussion could continue only if conducted in a professional manner. Section Sponsored by:

Even with this sort of polite and professional intervention, will the disruptive individuals recognize themselves as the very people the Joint Commission is targeting as undermining the culture of safety? 
Probably not, which is why Mason thinks the Joint Commission has made a strong statement with its latest alert and the suggestion that healthcare organizations demonstrate zero tolerance for intimidating and disruptive behaviors, as defined in their code of conduct.
"I think there are bullies who are individuals and who are nurses. I think for many people, this is just their way of behaving, and they will continue that behavior until it is no longer tolerated," she explained. "I applaud the Joint Commission for doing this. The crucial point is, how will [the commission] determine whether this code of conduct is actually being embraced or not."

No One's Perfect.

A respectful work environment brings out the best in everyone, Mason noted. It's easy to become stressed out and harried, and perhaps not be as polite as you typically would. 
"We all do that, and we can say, 'I lost my cool and I'm here to apologize,'" she said. "We need to learn healthier ways of communicating as a team." Mason urges all nurses to take responsibility to push their organization to implement the suggestions the Joint Commission has issued.
"This provides us with an opportunity to address a major issue that affects nurse retention and the quality of patient care," she said. "I would charge every nurse to jump on this right away."

Barbara Mercer is associate editor at ADVANCE.  

DISRUPTIVE & THREATENING

BEHAVIOR

GUIDELINES FOR

Employees
Occasionally, the organization experiences threatening and disruptive behavior on the part of employees or individuals, a trend paralleled nationally at other organizations. You as an employee may find yourself having to contend with a disruptive or emotionally disturbed co-worker or individual t at some point during your career.

Behaviors that you may encounter range from simple disruptions in the workplace, to ongoing harassment, to verbal and physical threats.

The guidelines in this booklet are designed to: 1) assist your department in thinking through its response to situations in which employees or individuals may behave in unusual or unpredictable ways; 2) help you handle an actual threat; and 3) assist you with referral and protocol procedures. When your department has prepared its employees and adequately for such situations, the chances of serious disruption may be lessened.

Employees or individuals may exhibit disruptive behaviors in a patient care area, department, or office. Employees may find themselves on the receiving end of a co-worker or individual anger or frustration. Often the behavior in question constitutes a violation of Organization’s Conduct Code, and can be addressed in accordance with Employee/Individual Conduct procedures. However, it is rarely enough to simply hand a situation over to a administration when an employee has caused significant disruption within a department.

The department or office involved may also need to address issues related to the perceived safety of its employee, as well as the well-being of other employees.

Note: A separate policy and protocol exists for handling violence in the workplace. When an employee is threatening or intimidating another, assistance should be sought from the

DEFINITIONS

An employee or individual is considered disruptive when he or she engages in behaviors which interfere in a significant way with your normal teaching or administrative duties as a faculty or staff member. Disruptive behavior may sometimes threaten or endanger your physical or psychological well-being or safety, or that of others. Disruptive behavior can assume many forms. It may be:

☞ an employee  in your work area who persistently arrives late or leaves early in a manner which is disruptive to the regular flow of the work area.

☞  an employee who talks incessantly while you are delivering report.

☞  an  employee  who loudly and frequently interrupts the flow of work  with inappropriate questions or interjections.

☞   an employee who persistently calls your office and hampers your ability to continue your normal work, or to assist other employees.

☞  an employee who becomes belligerent when you confront his or her inappropriate behavior.

☞  an employee who verbally or physically threatens you, another co-worker, staff member, individual.
☞  an employee who writes you a threatening letter, email, or leaves a disturbing message on your voicemail.

☞  an employee who attempts to contact you at your home in inappropriate ways.

☞  an employee who displays behaviors indicating a romantic or other obsessive interest in you.

THREE LEVELS OF THREATENING

OR DISRUPTIVE BEHAVIOR

For the purposes of these guidelines, disruptive and threatening behavior has been categorized into three different levels.

☞  The first level, which is the least serious, encompasses any situation that can be handled informally between you and the employee leading to a prompt resolution.

☞  The second level involves an ongoing problem, or a more serious incident in the work area. In these situations, you may consult with Employee Assistance. If necessary, an Employee Assistance assessment team will assist you in evaluating and resolving the situation.

☞  The third, and most serious, level is reached when there is immediate danger of some kind. If this occurs, you should call the Security Department immediately.

LEVEL ONE

INFORMAL RESOLUTION

a) In the workplace 
It is helpful if you clarify behavioral and other expectations at the beginning of employment, and reach agreement with employee or individual on standards for workplace conduct. 
When you are establishing guidelines for behavior in your area, it is important that you only articulate the standards that you are willing to enforce. Apply these standards fairly and consistently. Employees will quickly recognize and resent perceived unfairness.

Describing basic behavioral standards in the policy and procedure will assist you in discussing them. Information should specify what behaviors are prohibited, how you will manage behavioral issues, and any consequences that may result. A statement in the policy and procedure might read:

“Behavior that persistently or grossly interferes with workplace activities is considered disruptive behavior and may be subject to disciplinary action. Such behavior inhibits other employees’ ability to work safely.
 An employee responsible for disruptive behavior may be required to leave the work area pending discussion and resolution of the problem and may be reported to the Administration for disciplinary action.”

When an employee or individual is disruptive
in the workplace…

☞  Respond immediately. This may mean employing informal action (such as standing next to employees who are talking), reminding the employees of the agreed standards for behavior, or directing specific comments to the disruptive employees or individuals.

☞  If the behavior continues, notify the employee or individual that he or she must leave the area if the behavior does not cease immediately, and that disciplinary action may result. If the employees or individuals does not respond appropriately, ask him or her to leave and arrange to see you during a  scheduled interaction. You may wish to consult with the administration prior to that meeting.

☞  If an employees or individuals refuses to leave, notify him or her that you will call Security Department, and that disciplinary action will result.

☞ It is appropriate to call administration at any time a disruptive behavior escalates, or when it is reasonable to interpret behavior (including oral statements) as threatening or harassing to you or to other members of the work place.

Meeting with the disruptive

employees or individuals …

It is generally helpful for you to meet

privately with a disruptive employee or individual following a confrontation or removal from workplace. You may wish to request a meeting with an employee or individual who has displayed unacceptable behavior even when a confrontation has not resulted. In either case, the meeting is an opportunity for an employee or individual to understand the inappropriateness of his or her behavior, and for you to discuss strategies that will enable him or her to continue in the workplace. You may want to have a third person present, or to leave the door open so that someone in the office can assist you if the situation becomes confrontational.

In the meeting…

☞ Remain calm. This may be difficult if an employee or individual is agitated. However, your reasoned response will assist the employees or individual  in addressing the behavior in question.

☞ Do not take the employees’ or individuals’ behavior or remarks personally, even though they may be directed at you. Disruptive behavior generally results from other life problems.

☞ Be specific about the inappropriate behavior that  the employee or individual  has exhibited. Describe the behavior; don’t focus on the person. Explain why the behavior is problematic.

☞ Ask questions and summarize what you hear the employee or individual saying. Respectful concern may enable you as the manager, to help the employee or individual to be successful both in your workplace, and in his or her general employment experience.

☞ Focus on areas of agreement between you and the employee or individual.

☞ Conclude by summarizing any resolution, and by articulating expectations for the future. Be clear that continued inappropriate behavior will be referred to the administration.

b) Outside the workplace, or in a

department or office

You may encounter threatening, intimidating or harassing behavior by employee or individual during office meetings, before or after scheduled work time or in spontaneous encounters on the facility campus. Should this occur, strategies for responding to the employee or individual generally are the same as those outlined previously.

In general …

☞ Remain calm, and speak in a controlled manner. This will prevent the situation from escalating and may diffuse the tension.

☞ Identify a more appropriate place and time to discuss the matter if the problem is occurring outside the normal parameters of professional interaction.

☞ Use a “time out” to allow the employee or individual to regain composure, or explain that if the employee or individual cannot maintain composure, you cannot discuss the issue at this time.

☞ Explain to the employee or individual that you will call the Department of Public Safety if inappropriate behavior persists or if a threat is made.

Of course, it is important to differentiate between employee or individual behavior that is threatening or harassing, and that which is merely uncivil or rude.

The latter does not generally warrant the intervention of DPS officers, or other disciplinary action.

LEVEL TWO

DISRUPTIVE BEHAVIOR REQUIRING

A ADMINISTRATION RESPONSE

If the disruptive behavior feels intimidating, threatening, or appears to be escalating, you should consult with one of the following administration or your department manager. Typically, a team approach will be employed to assist you in evaluating and handling the situation.

A Administration assessment team can meet with you and other faculty and staff involved. The team will assess imminent danger to individuals or to the community. The objectives of such an assessment include providing appropriate levels of support for you and others involved; demonstrating concern for other employees or individuals who may be affected by the employee or individual exhibiting the behavior in question; and deciding how to handle the employee or individual’s behavioral problems.

The Administration will also follow up with the disruptive employee or individual. Various disciplinary processes can be employed at this point, including, under certain circumstances, interim suspension of the employee or individual or the negotiation of a behavioral contract, pending a formal review.

LEVEL THREE

IMMEDIATE THREAT

Whenever there is an immediate threat to the safety of any person, you should always contact the Department of Public Safety immediately. This includes behavior that could be classified as unlawful harassment, stalking, or a death threat.
After a disruptive incident has occurred and a report has been taken, Security Department involves Administration in responding to the incident. You can expect these and other offices to provide appropriate consultation and assistance on an ongoing basis where a serious problem has occurred.

When an incident is sufficiently serious and attracts media attention, senior officers of and of the Department of Public Safety will take the lead in communicating with the press, in conjunction with Public Relations and other appropriate offices.

WHEN A COMPLAINT

IS FORWARDED TO THE

ADMINISTRATION
When you report disruptive behavior to Administration  you will be asked to recommend a desired outcome. Remedies may include disciplinary probation, a behavioral contract, anger management counseling, other educational interventions, or more serious sanctions such as suspension or expulsion.

Following receipt of your complaint, the employee or individual will be required to meet with someone at the Administration to discuss his or her behavior. In some cases, the complaint can be resolved administratively without further involvement on your part. In other cases, it may be necessary to convene a panel and conduct a formal review of the matter. Should this happen, you will generally be involved as the complainant at the review. The purpose of a disciplinary review is to discuss the facts in the case, to hear the accused employee or individual’s perspective, and to determine an appropriate disciplinary response. Disciplinary decisions take into consideration the needs both of the facility and of the accused employee or individual.

Note: While you, or the Department of

Public Safety, may order an employee or individual to leave a work area in which he or she is displaying disruptive behavior, permanent removal cannot occur without a review. The Administration may temporarily remove an employee or individual from further workplace sessions, pending a review, where circumstances warrant such action.

THE ACCUSED EMPLOYEE OR INDIVIDUAL’S RIGHTS AND SUPPORT

As always in situations involving employees or individuals, you should observe appropriate confidentiality. 
They also have due process rights which must be respected. Employee or Individual Counseling Services provides additional support and assistance to employees or individuals accused of any kind of misconduct.
An employee or individual who believes that he or she has been treated improperly in the aftermath of an incident may seek assistance through established departmental grievance procedures.
DOCUMENTATION

Resolving disruption cases can be helped if you document problem behavior, including dates, times, brief descriptions of what happened, and the names of witnesses who may have observed the behavior. Such documentation should always be factual, and not include personal interjections.

Department of Security (emergency) (---) --- 
If you have any questions or need assistance, please contact: your facility information here. 




Support Surveillance
Interventions

Documentation
FORMS
	Organization Resources for

Consultation and Referral

1 = First Call                       2= Follow-Up
	Security
	Supervisor

Or Manager
	Employee Relations
	Employee Assistance Program
	Human Resources (HR)
	Office of Equal Opportunity

	
	Phone #
	Phone #
	Phone #
	Phone #
	Phone #
	Phone #

	Working with an individual who:
	
	
	
	
	
	

	Poses an immediate threat to self or others
	1
	2
	2
	2
	
	

	Writes or verbalizes a direct or veiled threat to another person
	1
	2
	2
	
	
	

	Displays anger or hostility inappropriately (outbursts or anger, swearing, slamming doors, etc.)
	2
	1
	2
	
	
	

	Brandishes a weapon
	1
	2
	2
	
	
	

	Makes statements showing fascination with incidents of workplace violence or other violent events
	2
	1
	2
	2


	
	

	Makes statements indicating desperation (over family, financial, and other personal problems) to the point of contemplating suicide
	
	1
	
	2
	2
	

	Is intimidating, belligerent, harassing, bullying or using other inappropriate aggressive behavior
	2
	1
	2
	
	
	

	Obsesses about a co-worker
	
	1
	
	
	2
	

	Shows violence towards inanimate objects
	1
	2
	2
	2
	
	

	Shows signs of moral righteousness-believing the organization is not following its rules
	
	1
	
	
	2
	

	Seems overly emotional, e.g. aggressive, depressed, demanding, suspicious
	
	1
	
	2
	2
	

	Has numerous conflicts or is verbally abusive with customers, co-workers or supervisors
	
	1
	2
	
	
	

	Shows signs of substance abuse
	
	1
	2
	2
	
	

	Has a sudden deterioration in job performance
	
	1
	2
	2
	
	

	Injures another person physically
	1
	2
	2
	2
	
	

	Changes in normal behavior; externalizes blame
	
	1
	2
	2
	
	

	Unable to take criticism of job performance
	
	1
	2
	
	
	

	Persistently complains about being treated unfairly
	
	1
	
	
	2
	

	Has increased, non-typical absenteeism
	
	1
	2
	
	
	

	Interrupts meetings or trainings with inappropriate comments or “hijacks” the agenda
	
	1
	2
	
	
	

	Reports sexual harassment or civil rights discrimination
	
	2
	
	
	
	1

	Is sabotaging projects, computer programs, or equipment
	2
	1
	2
	
	
	

	Elicits fear reaction from co-workers/clients
	
	1
	2
	
	2
	


Code of Professional Conduct

The Organization Mission is to extend the healing process by improving the health of our communities with emphasis on people who are poor and under-served. To achieve this mission, the organization is committed to the Core Values of compassion, excellence, human dignity, justice, sacredness of life and service.

The organization values all who serve in it and recognizes their contributions and their right to seek personal and professional goals in a supportive and safe environment. We expect them to strive to achieve their goals in ways that respect our mission, vision and values. We seek to maintain strong and respectful relationships with all our health care professionals. We value innovative ideas, celebrate our diverse cultures and encourage open communication based on trust and equality to foster improvement. 

This Code of Professional Conduct represents a summary of the Disruptive Behavior Policy. By signing below, you are pledging adherence to our mutual commitment to excellence, quality and safety. 

Each person is expected to treat all other individuals in a respectful, civil manner.

1. Associates, affiliates and all members of the healthcare team will:
[image: image2.png]



a. Discuss concerns about another's action or communications with the individual, the individual's supervisor or director in a private setting. 
[image: image3.png]



b. Give clear instructions when necessary for the care of patients and families.
[image: image4.png]



c. Provide professional guidance as necessary to assure quality care.
[image: image5.png]



d. Cooperate with and participate in quality improvement activities.
[image: image6.png]



e. Adhere to medical center and Workforce policies and procedures. 
[image: image7.png]



2. Associates, affiliates and all members of the healthcare team will not engage in disruptive behavior which includes, but is not limited to:
[image: image8.png]



a. Engaging in unwelcome or inappropriate physical contact.
[image: image9.png]



b. Using verbal or written (including email) foul language, racial and ethnic slurs, sexual comments or innuendos or other abusive language.
[image: image10.png]



c. Displaying anger inappropriately, including throwing instruments, charts, or other objects.
[image: image11.png]



d. Humiliating, intimidating, or degrading another individual.
[image: image12.png]



e. Making inappropriate entries in the medical record related to the conduct of another member of the healthcare team.
[image: image13.png]



f. Acting in a manner which could adversely affect the healthcare team or impede its ability to deliver quality patient care.
[image: image14.png]



g. Retaliating against anyone who has reported in good faith and/or who has participated in the investigation of an alleged violation of this Code. 

ACKNOWLEDGEMENT:

I acknowledge that I have received and read the Disruptive Behavior policy from which the above Code of Professional Conduct is established. I agree to be bound by the terms thereof.

Date:______________________________________________________

Signature:__________________________________________________

Printed Name:_______________________________________________

Confidential Incident Report

Date, Time and Location of Questionable Behavior


Date:______    Time;___________ Location:____________________________________


Name of Person_____________________________ Title:__________________________


Was the behavior in front of a patient? Yes__ No__


Did the behavior affect the patient?       Yes__ No__


Name of Patient________________________________________ MR No._____________

What Circumstances precipitated the situation ____________________________________
Description of Questionable Behavior (please see policy and specifically include any listed)_____________________________________________________________________

Description of Consequences of Disruptive Behavior________________________________

Witnesses Present____________________________________________________________

Name of Person Reporting_____________________________________________________

Title and Department______________________Date________________________________  

Action Taken:

Date:______ Time:_____________ Location________________________________________

  Names of those intervening_____________________________________________________

Action taken__________________________________________________________________

Other information______________________________________________________________

Disruptive Behavior Situations with Issues and Strategy Planning

	Scenario/Situation
	Issue
	Strategies

	
	
	

	
	
	

	
	
	

	
	
	

	
	
	


WORKPLACE VIOLENCE (WPV) REPORT FORM 
(Against Employee, Patient, or Visitor)

1. (Office) ______________________________ (Department __________________________

2. (WPV Date) ___/___/___ (WPV Time) ____:_____ 

(WPV Location/Address) ________________________________________________________

2. VICTIM INFORMATION: 

Employee Patient Visitor Other: _____________________________________________ 

(Name) ______________________________________________ If employee, complete: 
(Title) __________________________ (Department) ______________(Employee ID) ____

3. PERSON COMMITTING ALLEGED WPV ACT: 

Employee Patient Visitor Other: _____________________________________________ 

(Name) ______________________________________________ If employee, complete: 

5. DESCRIBE THE INCIDENT: ___________________________________________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________

6. TYPE OF VIOLENT ACT: 


____Threat of assault (No physical contact) 

____Physical assault (Contact, but not physical injury) 

____Physical assault (Mild soreness, surface abrasions, scratches, or small bruises) 

____Physical assault (Major soreness, cuts, or large bruises) 

____Physical assault (Severe lacerations, bone fracture, or head injury) 

____Physical assault (Loss of limb or death) 

7. BODY PART INJURED: ______________________________________________________

8. WEAPON: _________________________________________________________________

9. NUMBER OF EMPLOYEES IN VICINITY DURING OCCURRENCE: ___________________

10. NAMES OF EMPLOYEES IN VICINITY DURING OCCURRENCE: ___________________

____________________________________________________________________________

____________________________________________________________________________

11. ACTIONS BY EMPLOYEES/ORGANIZATION RESPONSE TO THE ACT (SUPERVISES COMPLETES):____________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

____________________________________________________________________________ 

WPV ROUTING/SIGNATURE DATE ___________________________________________ 

Originator of WPV Form _____________________________________________________

Immediate Supervisor _______________________________________________________

Program/Department Manager 

FORWARD TO QUALITY IMPROVEMENT DEPARTMENT 
RETAIN THIS RECORD UNTIL ___ / ___ / ___ (5 YEARS AFTER INCIDENT IS REPORTED) 
WORKPLACE VIOLENCE

INVESTIGATION 
DOCUMENTATION OF WORKPLACE VIOLENCE INCIDENT 

DATE OF ALLEGED INCIDENT: _________   TIME OF ALLEGED INCIDENT: _____________

ALLEGED WORKPLACE VIOLENCE INCIDENT DESCRIPTION: _______________________

____________________________________________________________________________

____________________________________________________________________________

____________________________________________________________________________

Name of Person Completing Form (PRINT):_________________________________________

Signature ___________________________________________   Date:___________________

WORKPLACE VIOLENCE 
WRITTEN REPORT 
Workplace Violence Report Date: ________________________________ 

Workplace Violence Number(s): __________________ 

Yes
 No 
Workplace Violence Investigation Forms Completed 

Yes 
No 
Other Investigation Follow-Up 

ACTION TAKEN 
___Meeting(s) 

___Education 

___Counseling 

___Disciplinary Action 

___Termination 

___Other: (Specify) 

Workplace Violence Report Completed By: _________________________________________ 

Title: _________________________________________ 

Date: _________________________________________ 

Workplace Violence Report Completed By: _________________________________________ 

Title: _________________________________________ 

Date: _________________________________________ 
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If the situation becomes physical, dangerous, or more serious than you can handle on your own, CALL 911 FOR EMERGENCY ASSISTANCE OR SECURITY#.





INDICATORS THAT THE SITUATION MAY ESCALATE


Justification to use violence:  The person may have been suspended, disciplined or terminated





Lack of alternatives:  The person appears to have a sense of hopelessness or helplessness and does not see alternatives in the situation.





Consequences:  The person believes their violent or disruptive actions outweigh the consequences.





Ability:  The person may have the resources or physical capability to perpetrate violence, which may or may not include access to weapons.





�





WHAT CAN YOU DO NOW?


If the person is not present, but exhibits these indicators, or threatens violent acts for the future, immediately contact the Employee Assistance Office.





If violence or disruption occurs, immediately call 911 for emergency assistance.

















Early Recognition, intervention, referral, and


Reporting are critical in the prevention of


Violence in the workplace or residential


environment.  What follows is some practical


Information about identifying persons who may be in distress as well as some guidelines for dealing with disruptive behavior and referral.





�


WARNING SIGNS


Uncharacteristically poor performance


Excessive absences or tardiness


Reduced motivation, excuses or blaming


Irritability


Angry outbursts or tearfulness


Intense emotions


Inappropriate responses


Strained interpersonal relations


Substance abuse


Isolating behavior, low self-esteem


Change in personal hygiene or dress


Allusions to disruptive acts or violence


Evidence of depression or stress


Hyperactivity, difficulty concentrating





�











WHAT CAN YOU DO IF YOU OBSERVE WARNING SIGNS?


Talk with trusted colleague about the situation


Call Assistance Office


Speak with the person privately


Remain calm; maintain your composure


Actively listen to what the person is saying


Communicate understanding, not sympathy


Do not make judgments or establish blame


Be respectful and patient


Set clear boundaries/behavioral expectations


NEVER make promises you cannot keep, particularly about confidentiality.  You may be obligated to report information if you believe the person is a danger to him/herself or others.





HAVE A PLAN OF ACTION BEFORE VIOLENCE OR DISRUPTION OCCURS


Do not ignore warning signs.


Know in advance where you would retreat.  Establish an internal ”safe room,” not known to the public, which can be locked and has a telephone.


Be familiar with emergency procedures.  An Emergency Procedures Guide can be found at (put your info here) under Forms and Pamphlets.


Have resource and emergency telephone numbers posted or in a place easily reached.











REPORTING TO THE 


APPROPRIATE OFFICE IS THE KEY


The organization has interdisciplinary teams in place to work on issues involving employees and individuals who may exhibit warning signs, or who threaten or carryout disruptive or violent behaviors.





Depending on the urgency of the situation, you may report issues or just ask for guidance on issues regarding the individual from your supervisor.  If behavior escalates and becomes or threatens to become physical, you can contact the Security Department.





Representatives from each of these agencies will share the information at the regular interdisciplinary team meetings or, if the situation is urgent, immediately route the information to the appropriate department.





YOU are critical to the success of this system.  By reporting persons who exhibit troubling or disruptive behaviors to one of the offices mentioned above, you may prevent a tragedy or simply get a troubled person some help.  Persons who exhibit violent behavior should be reported immediately to Security.


�You are an important key to safety on the organization’s campus.





HOSPITAL NAME


ADDRESS


PHONE #


FAX #�
�
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DISRUPTIVE


BEHAVIOR
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CONSULTATION RESOURCES





Days (M-F):	304-265-5600


After Hours:	304-265-6565





Employee Assistance Office:





Who to Contact�
When Available�
Contact


Phone #�
�
Employees�
Days (M-F)�
Phone #�
�
Administration�
Days (M-F)�
Phone #�
�
Department


Manager�



Days (M-F)�



Phone #�
�
Security�
Days (M-F)�
Phone #�
�












EMERGENCY RESOURCES





If incident occurs on or off campus:





Police Emergency:	911


Medical Emergency:	911










































































