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Remediation

Disruptive physician behavior 
represents a threat to public health 
by negatively impacting the safe and 
effective care of patients.1 Disruptive 
behavior also undermines effective 
staff retention,2–5 increases malpractice 
risk,6 and jeopardizes patient safety 
specifically related to the culture of 
avoidance that ensues.7–10 Maladaptive 
role modeling perpetuates this cycle to 
the detriment of the empathy, wellness, 

and overall professionalism of medical 
students, residents, and allied health 
professionals.11,12

Despite a mandate from the Joint 
Commission to have policies in place 
to define disruptive physician behavior 
and intervene when it is identified, many 
academic institutions, hospitals, practices, 
and licensing boards are grappling to 
develop effective means for handling 
these vexing difficulties. Some are 
unaware of available resources and feel 
reluctant to intervene, and some might 
even believe that disruptive physicians are 
incapable of change.13,14 Sadly, many of 
these physicians’ behaviors are tolerated 
until a crisis emerges, such as a patient 
injury or staff complaint, at which time 
disciplinary action ensues.

Transforming the Disruptive 
Physician

Understandably, significant attention 
has been directed toward developing 
strategies to educate, reform, and even 
prevent disruptive physician behavior. 
Education devoted to professionalism is 
now required by the Joint Commission 
and is one of the core competencies for 
graduate medical education3,7,15 and 
most undergraduate medical education 
programs. Whereas the medical literature 

is replete in the area of professionalism, 
there remains sparse literature describing 
educational interventions aimed at 
behavioral change in physicians identified 
with unprofessional behavior. Available 
literature largely addresses administrative 
interventions and legal safeguards for 
institutions.1,13 Identifying effective 
interventions capable of salvaging 
the careers of, and changing patients’ 
experiences with, disruptive physicians 
has piqued the interest of academic 
medical centers, health care entities, and 
even licensing boards.

Recognizing the importance of 
addressing this problem, the Center for 
Professional Health (CPH) at Vanderbilt 
University Medical Center (VUMC) 
designed a transformative learning16 
experience for disruptive physicians. 
Transformative learning theory is 
emerging as an effective way of changing 
behavior for physicians and trainees.

Data from the Macy Foundation have 
demonstrated that using principles 
of transformative learning can be 
effective in changing behavior among 
physician educators.17 Elements of 
transformative learning have also been 
identified in narratives reflecting on 
the personal growth of physicians.18 
There has been significant interest 
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in using transformative learning 
in professionalism education in 
undergraduate and graduate medical 
education.19

Using a composite case study, we identify 
the transformative learning principles 
used in working with physicians who 
have been labeled as having disruptive 
behavior within the content and process 
of a professional development course.16 
This six-day course, the Program for 
Distressed Physicians, consists of three 
consecutive days followed by 3 one-day 
follow-up sessions over the course of six 
months. The program is housed at the 
Vanderbilt CPH and has been replicated 
at two other locations.

We wrote this article to demonstrate how 
transformative learning theory can be 
applied to a professional development 
program. The case study focuses on the 
process of transformational learning 
and the impact it has on participants. 
It does not provide a “nuts and bolts” 
approach to recreating such a program. 
The development of such a program 
has occurred at Vanderbilt over the 
past decade and involves significant 
institutional commitment, resources, 
faculty development, and a referral 
network. Rather, our focus is on how 
theory guides practice and the process of 
behavioral change.

What Is Disruptive Physician 
Behavior?

The American Medical Association 
defines disruptive physician behavior as 
“personal conduct, whether verbal or 
physical, that negatively affects or that 
potentially may negatively affect patient 
care.”20 This includes but is not limited 
to conduct that interferes with one’s 
ability to work with other members of 
the health care team. However, criticism 
that is offered in good faith with the aim 
of improving patient care is not to be 
construed as disruptive behavior.

Disruptive physician behavior may 
be verbal (foul language, intimidating 
language, belittling or demeaning words) 
or nonverbal (facial expressions or 
other body language, throwing things). 
The behavior also may be aggressive 
(see above), passive (chronic lateness, 
failure to write chart notes), or passive-
aggressive (hostile or inappropriate notes, 

or derogatory comments about colleagues 
or institutions). Participants in the 
course demonstrated a full range of these 
disruptive behaviors.21

Why a Professional Development 
Course?

Educational courses have emerged as a 
unique and effective way to offer a brief 
and nonstigmatizing intervention to 
address problematic behaviors among 
physicians.22,23

The CPH at VUMC was formed in late 
1997 as a new educational, research, and 
prevention resource to address matters 
of physician health by providing CME 
courses. To date, more than 1,700 health 
professionals from throughout the United 
States and Canada have been referred 
to the CPH for courses regarding the 
prescribing of controlled drugs24,25 and 
maintaining professional boundaries.26,27 
Appropriate CME credits are awarded for 
each course.

The Program for Distressed Physicians 
was developed in 2004 in response to 
the growing recognition of disruptive 
physician behavior as a public health 
problem. The program was modeled 
after other CPH courses because many 
disruptive physicians are burned-
out, high performers, without severe 
psychopathology, who are maladaptively 
responding to mounting frustrations 
within health care systems. The course 
offers an appropriate level of intervention 
that addresses these behaviors in a safe, 
effective, and time-efficient manner. 
The Program for Distressed Physicians 
has reached more than 200 physicians 
referred from group practices, physician 
health societies, licensing boards, hospital 
administrations, and academic medical 
centers. Initially funded by the Robert 
Wood Johnson Foundation grant and 
intramural support from Vanderbilt, 
the program now sustains itself on the 
tuition paid by participants.

Transformative Learning 
Principles

Transformative learning is defined as 
“learning that transforms problematic 
frames of reference to make them more 
inclusive, discriminating, reflective, open, 
and emotionally amenable to change.” 

The process of transformative learning16 
encompasses 10 steps:

1. A disorienting dilemma

2. Self-examination/self-reflection

3. A critical examination of assumptions

4. Recognition of a connection between 
one’s discontent and the process of 
transformation

5. Exploration of options for new roles, 
relationships, and action

6. Planning a course of action

7. Acquiring the knowledge and skills for 
implementing one’s plan

8. Provisional trying of new roles

9. Building competence and self-confidence 
in new roles and relationships

10. A reintegration into one’s life on the 
basis of conditions dictated by one’s 
new perspective

To foster transformative learning, an 
educational experience must allow 
participants to bring their personal 
experiences to bear, reflect on that experience, 
engage in dialogue with others, and form 
authentic relationships among teacher and 
learner. The facilitator must build a safe 
foundation to enable this process to unfold, 
incorporating an affective component 
whereby participants are encouraged to 
reflect on feelings and emotions.16

The Case Study at the CPH

The following case study is a composite 
of many common scenarios of physicians 
who participate in the Program for 
Distressed Physicians. We chose 
a composite case study because it 
highlighted common referral patterns 
and provided an additional layer of 
confidentiality and anonymity for the 
participants. We pulled information for 
this case from intake notes, collateral 
information (e.g., letters from referring 
agencies), quantitative and qualitative 
data obtained from the course, physician 
testimonials, and recollections from 
participating faculty. All research related 
to the Program for Distressed Physicians 
has been approved by the VUMC 
institutional review board. Table 1  
outlines how transformative learning 
theory guided the creation of the learning 
objectives, activities, and assessment of 
learning objectives for the course.
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The incident

Dr. Jones is a surgeon in his early 50s 
working in a major academic center. 
He has been on faculty for 10 years 
and is a highly regarded surgeon who 
obtains excellent results. However, the 
operating room (OR) staff prefer not to 
work with him, and the nurses on the 
floor try to avoid him. The staff have 
complained on numerous occasions 
over the past five to six years. The latest 
incident involved Dr. Jones throwing a 
piece of faulty equipment on the floor, 
injuring the nurse next to him. The piece 
of equipment gashed her foot open, 
hence requiring stitches. The scheduled 
operation proceeded successfully, and no 
harm came to the patient.

The intervention

Dr. Jones is summoned to meet with his 
department chair and the hospital chief 
of staff. He is confronted with six years 
of complaints and informed that his job 
is in jeopardy. He is mandated to attend 
a course and told he must correct his 

behavior. Dr. Jones storms out of the 
meeting experiencing a mixture of shame, 
outrage, and anger. He wishes he could 
remember the name of a trustworthy 
attorney to call for advice. He submits to 
telephoning the CPH and is immediately 
scheduled for a phone interview with the 
course director.

Collateral information

Dr. Jones signs a release of information 
allowing the course faculty to contact 
Dr. Jackson, his department chair. Dr. 
Jackson discloses a long history of 
both documented and undocumented 
(“unofficial, grapevine type”) complaints 
about Dr. Jones. Nearly all of the 
complaints have come from staff who are 
upset by his abrupt style and demeaning 
comments, such as “Why don’t you know 
that?” Nurses are reluctant to call him 
when he is the surgeon on call. Some of Dr. 
Jones’ colleagues also complain about him. 
Dr. Jackson is quick to add that the hospital 
does not want to lose Dr. Jones: “He is one 
of our most skilled surgeons. Even the staff 

who complain about him refer their family 
members to him for surgery.”

Before attending the course, Dr. Jones 
is also required to complete the Team 
Behavior Survey. This feedback tool, now 
in the validation phase, is based on the 
core competencies of professionalism 
as described by the Accreditation 
Council for Graduate Medical Education 
(ACGME). The physician receives 
standardized objective feedback from 
colleagues, staff, and administrators that 
can then be compared with his or her 
own responses. The survey serves two 
purposes: to give objective feedback to 
physicians on how they are perceived, 
which they can then compare with their 
self-perceptions, and to monitor progress 
post intervention for as long as necessary.

Dr. Jones views his initial report and 
comes away feeling a combination of 
hurt, disbelief, and anger. Seventeen 
coworkers—some colleagues, some staff, 
and some administrators—rated him. 
His ability to stay focused, his ethical 

Table 1
Practical Application of Transformative Learning Theory to Correcting  
Disruptive Physician Behavior, From a Professional Development Course  
Given at Vanderbilt University Medical Center*

Transformative learning 
theory process Learning objectives Activity Assessment

Engage in self-reflection. •   Identify the risk factors and devel-
opment of the distressed physician.

•   Precourse assessment tools 
(flooding, trauma, Team 
Behavior Survey, reflection 
exercises)

•   Written reflection
•   Precourse Team Behavior Survey 

(360-degree evaluation)

Critically examine assumptions. •   Identify professional role modeling / 
training experiences and family-of-
origin issues that may contribute to 
behavior problems.

•   Didactics
•   Genogram exercise
•   Group discussion

•   Genogram and written reflection

Explore options for new roles, rela-
tionships, and actions.

•   Discuss disruptive behavior from the 
viewpoints of staff, patients, col-
leagues, and administrators.

•   Discuss healthy boundaries and 
appropriate expression of emotions 
among colleagues and patients.

•   “Permission to Be Human” 
video

•   Group discussion
•   Didactics

1.  Plan a course of action.

2.  Acquire the knowledge and skills 
for implementing one’s plan.

3.  Practice utilization of new roles.

4.  Build competence and self-
confidence in new roles and 
relationships.

•   Identify relapse prevention strate-
gies (1–3).†

•   Practice exercises that promote self-
awareness, increase the relaxation 
response, and increase communica-
tion effectiveness (2–4).†

•   Mindfulness activities
•   Communication skills
•   Role-play exercises

•   Role-play
•   Emotion check-in exercises (daily)
•   Intent-to-change exercise

Reintegrate into one’s life on the 
basis of conditions dictated by the 
new perspective.

•   Intent to change
•   Homework
•   Follow-up sessions

•   Intent-to-change exercise
•   Postcourse Team Behavior Survey 

(360-degree evaluation)
•   Letter to future participants

* This table describes 9 of the 10 processes of transformative learning paired with learning objectives, activities that foster the learning objectives, and methods to assess 
progress.

† Numbers refer to the steps listed in the fourth panel of this table’s left column, which is entitled “Transformative learning theory process.”
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behavior, and his accessibility were 
noted as positives. However, his ability 
to respond appropriately to criticism, 
his understanding of how his behavior 
affects others, his inability to control 
anger in stressful situations, and his 
teamwork were rated as among the worst. 
Narrative comments supported the 
quantitative scales.

The Program for Distressed 
Physicians

Day 1

The priority of the program’s first day is 
to create a safe environment conducive 
to transformative learning. Ground rules, 
including confidentiality, are established. 
The goals and objectives of the course are 
explained, and rules for dialogue and the 
reflective process are shared and modeled. 
Faculty and participants sit interspersed in 
a circle to facilitate direct communication 
and the building of genuine respect and 
rapport, and to enable both giving and 
receiving valuable feedback.

Step 1: Disorienting dilemma.  During 
his turn, Dr. Jones is asked to share 
his understanding of the reason for 
his referral to the course. He is also 
asked to share what he hopes to gain 
from participating. Dr. Jones vents his 
frustrations in dealing with hospital 
politics, his experience of feeling 
scapegoated, and his observation that 
others in the hospital are far more 
disruptive than he is. He describes his 
hospital as “inefficient” and “inept” 
and bemoans how difficult it is to work 
with a different nurse and rotating OR 
circulators every day who come poorly 
trained and inadequately prepared for 
his surgeries. He feels unfairly punished 
for having to attend this course. His 
peers who often find themselves in 
similar circumstances relate strongly to 
Dr. Jones and lend their nonjudgmental 
understanding and support.

Dr. Jones then relates the recent incident 
of inadvertently injuring a nurse 
colleague in the OR. He explains how 
he was reacting to equipment not being 
ready and staff being unprepared. He 
states, “If it weren’t for my diligence 
and leadership, the patient would be 
dead.” The course faculty point out the 
difference between motives and behavior 
and the reality that others judge us by 
our outward behavior, whereas we judge 
ourselves by our inner motivation.

Step 2: Self-reflection.  Dr. Jones is 
challenged to state his intentions at the 
time and then reflect on the disconnect 
between his own perceptions and how 
others experienced his behavior. Initially, 
Dr. Jones bristles. He emphatically 
defends his motivation that he was 
fighting for the “best care” for his patient. 
His peers provide honest feedback that 
his facial expressions, tones, and gestures 
make him appear threatening and angry. 
They also comment on how Dr. Jones’ 
affect and tone make them feel. Dr. Jones 
expresses genuine surprise that others are 
experiencing him this way.

During the morning, noon, and evening 
“check-in,” Dr. Jones is given the 
opportunity to report on his current 
emotional state. By the end of the first 
day, he reports that his initial feelings 
of anger, resentment, and anxiety have 
now become a mixture of feelings of 
relief and anxiety about his future. The 
faculty validate Dr. Jones’ emotions 
and encourage him to try a journaling 
exercise to reflect on how his emotions 
are driving his behavior. Hence, from 
the first day, critical reflection and 
dialogue on one’s thoughts, emotions, 
and behaviors is a core component of 
the course that is modeled and repeated 
throughout the course.

Day 2

The second day of the course focuses on 
a genogram exercise28 that was assigned 
as homework the previous night. The 
purpose of this exercise is to help the 
physician understand the deeply engrained 
familial roles and expectations often 
underlying current assumptions that drive 
behavior. Listening to peers’ genograms 
opens participants’ awareness that every 
individual we encounter has his or her 
own unique set of rules and assumptions. 
Finally, Dr. Jones is challenged to reflect 
on how these familial patterns contributed 
to both his successes and current 
difficulties. The afternoon work involves 
identifying triggers prompting disruptive 
behavior, learning grounding skills, role-
playing exercises, and learning assertive 
communication techniques.

Step 3: A critical examination of 
assumptions.  Dr. Jones’ genogram 
revealed that he is the oldest of three 
children. He identified family rules (both 
spoken and unspoken) and what traits 
within his family set him up for success 
and what traits set him up for failure.

Dr. Jones’ spoken rules included

1.  Work hard and complete every task 
you take on.

2.  Be self-sufficient.

3. Never let anyone see you cry.

His unspoken family rules included

1. Don’t talk about your feelings.

2. Men are in charge.

3. You are what you achieve.

Dr. Jones realizes that he was set up for 
failure by his inability to recognize and 
appropriately express emotions and by 
his distrust of women in authority. This 
repeatedly placed him in conflict with 
female patients and with many of his 
female coworkers and staff. As a high 
achiever and “lone soldier,” he did not 
know how to ask for help.

Step 4: Recognition of a connection 
between one’s discontent and the 
process of transformation.  Through 
reflection and dialogue, Dr. Jones 
recognizes that his perfectionist drive and 
extreme work ethic have cost him dearly. 
He tells the group how, in his efforts to 
be self-sufficient and the “best,” he has 
pushed people away, including colleagues, 
family, and loved ones. He identifies this 
loneliness as a major contributor to his 
anger. He expresses his desire to change, 
but he is at a loss.

Step 5: Exploration of options for new 
roles, relationships, and action.  In the 
afternoon, Dr. Jones participates in a 
communication skills and assertiveness 
training workshop to provide him 
with new ways to express his concerns 
respectfully and directly. He practices 
grounding skills, mindfulness techniques, 
and distraction exercises to help him be 
capable of avoiding future disruptive 
outbursts when his disruptive behavior 
is triggered (e.g., feels flooded with 
strong emotions).29,30 Faculty and other 
physicians also discuss what it means to 
be an effective leader and communicator.

Step 6: Planning a course of action.  Dr. 
Jones identifies two powerful triggers that 
precede his disruptive behavior, which 
consistently cause him to flood. The first 
trigger involves OR behavior that he 
perceives as incompetent or uncaring. 
The second trigger occurs when he is 
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on call and is paged in the middle of the 
night by inexperienced nurses lacking 
the vital information necessary to make 
clinical decisions. When triggered, he 
resorts to sarcasm, demeaning comments, 
and, at times, outright profanity. These 
are the specific areas that he wants to 
work on.

Step 7: Acquiring the knowledge and 
skills for implementing one’s plan.  
Course instruction provides two solutions 
for him to practice. The first solution 
involves Dr. Jones stepping into a stronger 
leadership position in the OR, being 
more active to set a safe and respectful 
tone from the outset, greeting his team, 
thanking them, and getting a quick check 
to be certain the necessary equipment 
is ready to go, all while practicing some 
grounding techniques to remain calm 
himself. The second solution involves the 
use of an assertiveness communication 
pneumonic that enables him to be more 
effective in communicating on the phone 
with nurses.

Day 3

Each physician brings a scenario for a 
role-play exercise that he or she wishes 
to “do over” to practice his or her new 
skills. This provides an opportunity for 
self-reflection and the development of 
empathy while building new skills.

Step 8: Provisional trying of new roles.  
Dr. Jones chooses to practice the final 
incident that precipitated his course 
attendance. He describes the incident 
in detail and then chooses peers to play 
himself, the injured nurse, and others 
who were present during the incident. 
He is then asked to step into the role of 
the nurse who was injured to experience 
firsthand how his outward behavior feels. 
The group members process the event 
and their reactions.

Step 9: Building competence 
and confidence in new roles and 
relationships.  Finally, Dr. Jones moves 
into the role as himself and replays the 
scenario using his new skills to produce a 
different outcome. As he plays the nurse, 
he is shocked and embarrassed at how 
angry and threatening he seems. When he 
steps in as himself, he demonstrates the 
use of the new communication skills and 
grounding techniques to help feel more 
in control of the situation. The other 
physicians participating in the role-play 

reinforce Dr. Jones’ new behaviors by 
expressing the positive effects he had on 
their own feelings.

Booster sessions

The final step of the transformative 
learning process is the reintegration 
into one’s life on the basis of conditions 
dictated by one’s new perspective. Dr. 
Jones’ assignment for the final portion of 
the course is to identify three immediate 
changes he intends to make, including 
measurable behaviors and time lines 
to monitor his specific progress toward 
these goals. He identifies:

1.  Practice grounding/relaxation 
techniques daily.

2.  Practice the communication 
pneumonic on the phone when he is 
on call.

3.  Establish a date night with his wife 
once a week, or plan a weeklong 
vacation within the next three months.

Over the next six months, Dr. Jones will 
return for three separate booster sessions 
to share with the group how his new 
behaviors have been received by his staff 
and colleagues, express areas where he 
still faces challenges, and talk about his 
recent vacation with his wife. The group 
will reinforce their new skills during this 
time and provide a network of support 
for ongoing change.

Dr. Jones also submits a Team 
Behavior Survey between the fourth 
and fifth months. This time, the 
report shows that the nurses saw an 
improvement, particularly in the areas of 
communication, respect, and professional 
behavior. This verifies that his strategies 
for change were viewed as successful. His 
self-perception is not very different, but 
colleagues and staff see a positive change.

Insights From the Case Study and 
Course

This theoretical example portraying Dr. 
Jones’ experience of being identified as a 
disruptive physician and being referred to 
the course for distressed physicians is all 
too familiar. We believe that in instances 
such as these, physicians’ behavior change 
is a direct result of the transformative 
learning process offered within the 
course. Most physician participants 
arrive at the course after a direct 
confrontation about their disruptive 

behavior and attend begrudgingly to 
meet a requirement in order to return to 
practice. This serves as their “disorienting 
dilemma.” The course curriculum and 
group process challenge physicians to 
critically examine their own motivations, 
beliefs, and behaviors and to connect 
them with their current problems. 
Through a series of reflection exercises, 
skill-building workshops, and role-plays, 
the physicians build and practice new 
skills and behaviors that redefine how 
they interact and negotiate with others 
in their practice environments. The 
physicians are empowered to create an 
achievable action plan, and the group 
holds them accountable.

We have conducted both a qualitative 
and quantitative analysis of evaluation 
data from the first 20 physicians who 
completed the course,21 published 
elsewhere, that demonstrate behavior 
change in our cohort. Further, from 
a practical standpoint, the additional 
referrals of physicians from previous 
referring sources indicate that physicians 
are returning to their practice with 
positive behavior changes.

The transformative aspect of the course is 
supported by the large volume of letters 
from both participants and referring 
organizations providing testimonial to 
the power of the program. The following 
testimonial to future participants is an 
aggregate representation of some of the 
letters we have received and speaks to 
how physicians have learned from the 
course to change their own behaviors.

Whether voluntary or by mandate, your 
feelings on the first day of the course are 
probably similar to others’—frustration, 
shame, apprehension, denial. Whatever 
the reason, you certainly did not intend 
to end up here. I didn’t want to come 
here. Fear not, as this is likely the best 
thing you have ever done for yourself. 
We are all victims of our own driven 
personalities. We do not have time to 
reflect on the impact of our long weeks, 
our stresses, and our inability to adapt. 
The course gives you the opportunity to 
be completely self-indulgent by stopping 
and looking at yourself, both the good 
and bad.

Try to keep an open mind as you begin 
as the instructors wish to assist, not 
judge the cause of your behaviors. By 
means of discussions, exercises, and 
interaction with other participants, they 
hold a mirror up to you. This allows you 
to recognize and address the origins, 
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triggers, and potential solutions for your 
behavior. Each of the staff gave me small 
suggestions that no one else ever did. I 
thought them over, played with the ideas 
in my mind, and even tried some of 
them. Some of them worked for me while 
others did not. This is a safe space to try. 
This course should be taught in medical 
school!

One of the major benefits from this 
course is the relationships you will build 
with the other participants. Use them for 
support. It’s rare to hear the underlying 
feelings and emotions of other doctors, 
and we can all learn from that. Please 
remember that you are ultimately the 
agent of change, as you cannot change 
others. This course will help in every 
aspect of your life.

Finally, try to understand that the people 
you view as trying to “punish you” 
are really trying to optimize the gifts 
and value you bring to your patients, 
colleagues, and the hospital. Take this 
opportunity to make this discovery for 
yourself. I feel better now than I have in 
years. Good luck! You may not believe it, 
but you will be eager for your follow-up 
sessions to see how well everyone is doing, 
including yourself.

Final Reflections and Future Steps

Disruptive physicians pose unique 
challenges. Many hospital executives, 
administrators, and physicians believe 
that these physicians represent “bad” 
doctors who are unable or unwilling 
to change their behavior.31 Thankfully, 
many disruptive physicians are capable of 
incorporating improved communication 
skills, including the recognition and 
appropriate expression of emotions, as 
well as the use of specific strategies for 
circumventing future disruptive behavior. 
Many have demonstrated heightened 
team-building capacity and work/life 
balance. Our quantitative and qualitative 
data support this assertion.21 Feedback 
from referring providers, participant 
letters to newcomers, and satisfaction 
data have helped us understand that the 
course process is equally as important as 
the course content.

This case study focuses on a population 
of physicians who are at the severe end 
of the spectrum of disruptive behaviors. 
Although not every physician needs as 
intensive an intervention as the Program 
for Distressed Physicians, we believe that 
our curriculum and process offer a model 
for future programming at all levels of 
medical education.

For example, our curriculum is consistent 
with the current professionalism 
competency outlined by the ACGME.12 
Furthermore, in 2008, the Joint 
Commission issued a statement relating 
unprofessional behavior to patient safety, 
charging hospitals to “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.”7

Physicians in our program have 
consistently ranked the more 
experiential activities, such as role-
play exercises, skills-building sessions, 
and group discussions, as the most 
important aspects of the program.21 We 
believe that elements of these activities 
may be adaptable to prevention or 
remediation activities designed for less 
severe behaviors. Given the culture of 
silence in medicine, the disorienting 
dilemma may be as simple as any 
activity of intervention that raises a 
physician’s self-awareness about lapses 
in professional behavior. Hickson 
and colleagues14 have proposed this 
in their “cup of coffee” (awareness) 
conversations. We believe, however, 
that to achieve true behavior change, 
curricula should include elements 
of transformative education, such 
as interactive group processes that 
challenge preexisting attitudes and 
encourage development of new skills 
and behaviors through practice and 
feedback. Further research is needed 
to determine which components are 
most adaptable to the differing learning 
needs of physicians. We have already 
applied some of these principles to other 
professional development programs that 
address professional behaviors including 
maintaining appropriate boundaries and 
prescribing controlled substances.25–27

Transformative learning theory has 
guided our development of a curriculum 
that focuses on an important population, 
physicians in need of behavioral 
remediation. By embedding important 
educational content into that process, we 
have demonstrated through assessment 
that unprofessional behavior in a very 
challenging group of physicians can be 
successfully remediated.
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