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Current health care requires effective collaboration
among providers. Poor communication may lead to poor
patient outcomes. Although emphasis has been placed
on interprofessional communication (particularly be-
tween physicians and nurses) in the health system [1],
little has been written about problems in communication
within the medical profession. During medical school
and residency training students and residents are often
confronted with problems related not only to supervisors
but also to people at the same training level, as well as
ancillary staff. Problems may also arise in dealing with
colleagues in collaborative care and consultations, and
this may contribute to physician burnout. Furthermore,
we believe that each physician, throughout his/her ca-
reer, spends a substantial amount of time dealing with
difficult colleagues.

First, we will discuss the notion of difficult colleagues
on the basis of the available limited literature, which uses
multiple overlapping terms. We will then attempt to
sketch some of the communication difficulties that may
occur among physicians, based on our own extensive ex-
perience in providing and receiving consultations.

Who Are the Difficult Colleagues?

There is not a single, unifying term or definition delin-
eating difficult, impaired, disruptive, or problem doctors.
Multiple PubMed searches from inception to January
2017 revealed the use of the adjectives “impaired,” “dis-
ruptive,” and “problem,” besides “difficult,” to classify
doctors or physicians. Searches with any of these terms in
the title or abstract were used to identify articles. Besides
this literature search, several of the authors contribute
with their deep knowledge of the consultation-liaison
psychiatric literature [2-6].

“The Impaired Doctor/Physician”

The term “impaired doctor” usually describes the
most troublesome of abnormal behavior, such as psy-
chosis, cognitive impairment, or addiction [7]. Impaired
doctors or doctor/physician impairment usually refers
to a physician or situation in which physicians are con-
sidered unable to perform their professional duties, of-
ten due to issues including mental or physical illness.
These doctors are dealt with by the medical profession
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sooner or later. Mandatory requirements for reporting
impaired doctors have been developed in some coun-
tries [8].

“The Disruptive Doctor”

The term “disruptive doctor” is used to describe a low-
er level of abnormal behavior than that of the impaired
physician. Although the term is used in other countries
[9, 10], most articles have been published in US medical
journals. Some of them express concern that failure to
deal with disruptive physicians may interfere with hospi-
tal accreditation. They explain that medical executive
committees that govern each US hospital are responsible
for dealing with these physicians [11]. The literature pro-
vides multiple definitions of “disruptive doctors” [12-
15], but according to Reynolds [16] this label should not
be applied to physicians presenting controversial ideas or
offering criticism of the medical system. In the US, the
two most important definitions of disruptive behavior in
physicians come from the American Medical Associa-
tion (AMA) [13] and the organization responsible for
hospital accreditation [15]. The AMA defines disruptive
behavior as [13] “Personal conduct, whether verbal or
physical, that affects or that potentially may affect patient
care negatively constitutes disruptive behavior. (This in-
cludes 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 should not
be construed as disruptive behavior.” The organization
responsible for hospital accreditation [15] defines dis-
ruptive doctors as those whose “intimidating and disrup-
tive behaviors include overt actions such as verbal out-
bursts and physical threats, as well as passive activities
such as refusing to perform assigned tasks or quietly
exhibiting uncooperative attitudes during routine acti-
vities.”

The operating room can be a particularly difficult
work environment; it is characterized by a high level of
complexity and high work volume in which the surgeon
in charge of the operation needs to interact smoothly with
the rest of the surgical team. Thus, it is not surprising that
US surgeons appear to be particularly concerned about
disruptive colleagues [14, 17-28], although, traditionally,
many surgeons did not consider some of these behaviors
to be disruptive [20, 25]. The available studies, although
limited, suggest that disruptive behaviors may be more
prominent in surgeons [17, 21, 29], but also in interven-
tional physicians [21] and doctors working in emergency
departments [21, 30, 31].
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Myers [32] provided a host of examples of disruptive
behavior, especially in academic settings: “crude language
and swearing at residents; not being available when on call;
drinking or using drugs on duty; discriminatory remarks
toward minority colleagues; sexually harassing comments
or actions with colleagues, staff, and trainees (unwanted
sexual advances, offensive language, turning others against
the person); unprofessional words and interventions with
patients; lying about a colleague’s integrity and swaying
others against that person; splitting the treatment team;
passively-aggressively not meeting academic responsibili-
ties, expectations, and promotion standards; excessively
using projection and threatening litigation during perfor-
mance reviews or when confronted with complaints that
have been filed about his or her behavior.” Myers [32] also
notes that disruptive behavior is always upsetting to the
milieu and arouses high emotions in all of those involved.

“The Problem Doctor”

The term “problem doctor” [33, 34] and related terms
[35-37] are used in two ways. Some articles restrictively
define “problem doctors” as those with poor clinical skills
[33], butin other papers definitions are broader, including
physicians who commit sexual offenses, are impaired, are
disruptive, or are less than competent. There are no sound
investigations on the prevalence of physicians exhibiting
problematic behaviors. In 1994, Donaldson [35] studied
850 physicians of the British National Health System dur-
ing a 5-year period. He found that about 6% (49/850) had
been considered for disciplinary actions. Interestingly, an
area which has frequently been explored in psychiatry is
sexual misconduct. In 2001, Morrison and Morrison [38]
studied physicians disciplined by the California Board of
Medicine during a 30-month period. Female physicians
were underrepresented among disciplined physicians.
Psychiatrists accounted for 13% (75/584), which is nearly
twice their percentage among physicians who were not
disciplined, and were significantly more likely than non-
psychiatrists to be disciplined for sexual relationships with
patients and about as likely to be charged with negligence
and incompetence. In 1997, Smith [39] proposed that if
doctors want to maintain “self-regulation” in the medical
profession, they must do better with managing problem
colleagues. More recently, definitions of medical profes-
sionalism have been published [40].

“The Difficult Doctor” as Viewed by Other Health

Providers and Patients

In PubMed, the term “difficult doctor” has been used
in articles written from the perspective of patients, nurses,
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and hospital administrators. For example, articles using
patients’ perspectives focused on physicians with poor so-
cial skills and little empathy [41, 42]. Some were written
by nurses dealing with the issue of power differences [43,
44]. Yet others featured hospital administrators discuss-
ing the worst type of doctors to hire or supervise [45, 46].
A 2004 survey of US physician leaders estimated that ap-
proximately 5% of US physicians demonstrate disruptive
behaviors [21, 47], but no details were provided on how
this figure was established [48].

Defining “the Difficult Doctor” from the Doctor’s

Perspective

After reading all prior articles written from the per-
spectives of other health providers or patients and not
finding articles written by physicians, one is left with the
impression that doctors do not like to write about “diffi-
cult doctors” from the perspective of a colleague. We be-
lieve that doctors can recognize “difficult colleagues” but
they do not write about them because their traditional
code of ethics encourages respecting other physicians as
if they are family members [49], and because the pattern
of medical education follows what is called “tacit learn-
ing” from a physician mentor, but does not include ques-
tioning how doctors think [50, 51]. Most doctors would
agree that “impaired physicians” or “disruptive physi-
cians” should be disciplined to avoid negative conse-
quences to patients. Beyond the individual cases that may
require disciplinary actions, we believe it is important to
outline an interpersonal perspective in the next section.

Communication Difficulties among Physicians

Based on our longstanding experience, communica-
tion difficulties occur from (1) stable patterns of negative
behavior on the part of physicians, which psychiatrists
call personality disorders, and (2) situational issues re-
lated to trust, clinical judgment, and interactions with
consultants.

Personality Disturbances

Traditionally, psychiatrists diagnose personality dis-
orders when “personality traits are enduring patterns of
perceiving, relating to, and thinking about the environ-
ment and oneself, and are exhibited in a wide range of
important social and personal contexts.” [52]

Actually, little is known about the frequency of per-
sonality disorders in physicians or whether physicians
have different trait frequencies than the general popula-
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tion. In 1985, Gabbard [53], a psychoanalyst, proposed
that compulsiveness manifested as doubt, guilty feelings,
and an exaggerated sense of responsibility may be fre-
quent among physicians. In the UK, Bucknall et al. [54]
found that within a group of physicians, surgeons ac-
knowledged significantly higher levels of narcissism. A
study reviewed 381 doctors assessed over 12 years ina US
program dealing with disruptive doctors from medical
networks. Most (90%) of the 13 “disruptive doctors” were
diagnosed with a personality disorder [55]. Severe per-
sonality disorders are the norm in physicians “caught”
after serious offenses and subsequently assessed by foren-
sic psychiatrists [56, 57].

Personality characteristics, even when they do not
reach the threshold of a specific psychiatric disorder, are
likely to affect the interpersonal patterns of a physician.
For instance, obsessive features and need for control may
lead doctors to double-check and modify prescriptions of
other doctors.

Narcissism and arrogance leading to a self-inflated
view of the physician leads to “knowing better than the
consultant or colleagues” and causing difficulties in the
workflow of a medical organization. The values of intel-
lectual humility and respect for one’s colleagues that are
described in the original Hippocratic Oath are essential
for clinical practice. A self-perceived degree of accom-
plishment, professional success, and institutional roles
may foster arrogance and disrespect for positions that are
not shared [58]. Some difficult colleagues may lack the
values of intellectual humility and respect. In our clinical
experience, severe complications or deaths associated
with adverse drug reactions in the context of poorly con-
sidered pharmacological treatments may be associated
with denials or gross justification such as “I have done
this all my life.” After decades of working as physicians
and consultants, the authors propose that a reasonable
way of framing the discussion about “disruptive doctors”
is by focusing on “empathy.” [59] Individuals who have
little or no “empathy” do not do well in medical special-
ties requiring interacting with patients but tend to do
well with medical specialties focused on procedures.
Other individuals have greater capacity for “empathy”
but use it to “manipulate” people instead of trying to help
them [59, 60].

Situational Issues

The situational issues that may interfere with physi-
cian communication include problems with trust, differ-
ences in clinical judgment, and interactions with consul-
tants.
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Problems with Trust. For the patient-doctor relation-
ship, Mechanic [61] considers five dimensions: (a) ex-
pectations about physician competence, (b) the extent
to which doctors are concerned with patient welfare, (c)
physician control over decision making, (d) physician
management of confidential information, and (e) phy-
sicians’ openness in providing and receiving informa-
tion. The same dimensions are operational in relation-
ships among physicians, along a continuum of percep-
tions ranging from the assumption that the colleague
will be competent and act in accordance with generally
understood norms to total distrust requiring continu-
ous vigilance. Difficult doctors may be colleagues one is
unable to trust on the basis of repeated previous experi-
ences or doctors who are substantially unable to trust
anyone and never give up full control. There is very lit-
tle literature on physicians’ trust [62]. Poor communi-
cation about patients and care roles, clinical knowledge
gaps, superficiality, and misunderstandings can breed
distrust.

Differences in Clinical Judgment. The problem of vari-
ability in clinical judgment occurs in virtually all medical
fields [63]. In addition to the variations in clinical judg-
ment among physicians who share the same specialty,
there are difficulties among specialists of different disci-
plines, which may be due to the tendency of a physician
to restrict focus to specific areas of competence, disre-
garding the total clinical picture. For instance, an endo-
crinologist was requested for a consultation by a psychia-
trist due to the onset of hypothyroidism in a patient on
long-term treatment with lithium. The patient had dis-
played a good and lasting response to the medication. The
endocrinologist suggested the patient discontinue lithi-
um: “Your thyroid will go back to normal and you will feel
much better.” This was correct, to a certain degree, but
totally ignored the bipolar illness of the patient, the total
clinical picture, and the opportunity of prescribing a thy-
roid supplement.

Interactions with Consultants. The difficult physician
may ask for consultation but disregard any recommenda-
tions by the consultant. A stable and consistent pattern of
disregard for consultants may indicate that a physician
(1) devaluates and distrusts consultants when compared
to his/her own sense of clinical excellence and/or (2) uses
consultations just to allay any medicolegal fears rather
than trying to improve his/her patient’s care. Interactions
with difficult colleagues may contribute to burnout of
psychiatric consultants [64].
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What to Do when Dealing with “Disruptive” or
“Difficult” Colleagues

Reporting “impaired doctors” with obvious psychosis
or signs of addiction is a straightforward, clear-cut re-
sponsibility for their colleagues [65]. Doctors have a mor-
al and legal responsibility to report colleagues with obvi-
ous criminal behaviors to the law, including cases involv-
ing having sex with patients and/or medical trainees [66].

We think addressing problems that result in difficult
communications between physicians requires interven-
tions at different yet integrated levels starting with medi-
cal education, dealing with situational issues, and dealing
with physicians with personality disturbances.

Medical Education

Formal medical education concerning interpersonal
communication, professionalism, disruptive behavior,
and dealing with disruptive or difficult physicians is cru-
cial in dealing with the outlined issues and hopefully pre-
venting them. Morrison and Morrison [38] suggested
that some issues related to dealing with difficult doctors
may be addressed through residency training, recertifi-
cation examinations, and other means of education. Four
decades ago, Engel [67] underscored that “the average
physician today completes his formal education with im-
pressive capabilities to deal with the more technical as-
pects of bodily disease, yet when it comes to dealing with
the human side of illness and patient care he displays
little more than the native ability and personal qualities
with which he entered medical school. The considerable
body of knowledge about human behavior which has ac-
cumulated since the turn of the century and how this may
be applied to achieve more effective patient care and
health maintenance remains largely unknown to him.
Neglect of this important dimension of the physician’s
education lies at the root of frequently voiced complaints
by patients that physicians are insensitive, callous, ne-
glectful, arrogant and mechanical in their approaches.”
(p- 169) [67] Such neglect also has profound effects on
the relationships of a physician with his/her colleagues.
It has been suggested that humility [58] and respect [68,
69] should be core values in medical education. There is
no indication that improvements have been made re-
garding these issues. However, according to a US plastic
surgeon [70], the issue of “disruptive surgeons” has a
good prognosis since current and future medical stu-
dents (those born into Generation Y: 1985-2004) may be
better equipped to engage in collaborative behaviors
than prior generations.
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Organized medicine has started to address the issues
of educating doctors in training in unprofessional behav-
ior and interpersonal communication. The US Accredita-
tion Council for Graduate Medical Education established
six competencies (and subsequently the concept of “mile-
stones” which was developed specifically for each main
medical specialty) around which postgraduate education
should evolve and be organized starting in July of 2013
[71]. Two of these competencies are “professionalism”
and “interpersonal and communication skills.” The mile-
stones under these competencies require achieving skills
and practicing behaviors at certain levels. Examples of ex-
pected skills are seen in, for instance, the second mile-
stone under the interpersonal and communication skills,
which requires, among others, being able to negotiate and
manage simple patient/family-related conflicts at level 2,
and sustaining working relationships in the face of con-
flict at level 3. The second milestone under professional-
ism requires, among others, following institutional poli-
cies for physician conduct at level 2, or knowing how to
take steps to address impairment in self and in colleagues.
Though this does not necessarily address all difficult doc-
tor behavior, it seems to be a good start.

Dealing with Situational Issues

The type of workplace and the opportunity to discuss
and receive advice about interpersonal issues appear to be
important in dealing with some difficulties (e.g., over-
coming misunderstandings).

Dealing with Physicians with Personality Disturbances

Bringing awareness of communication styles is a first
worthwhile step, which can be implemented by using
learning modules on communication skills, programs,
and simulation training [1].

Understanding complex communication problems
between physicians requires attention to the classic theo-
ries of group dynamics [72-74]. Dealing with physicians
with personality disorders should include implementing
strict rules and boundaries. Recommendations for thera-
py and disciplinary actions including suspension and/or
dismissal should be considered if initial corrective actions
fail.

Some remedial programs for impaired physicians us-
ing psychiatrists from other institutions have been de-
scribed [55]. The management of physicians impaired by
psychosis or addiction may be challenging when they do
not acknowledge that they have problems (“others” are
the problem) but it may be successful when the impaired
physicians understand that psychiatric treatment is a re-

Difficult Doctors

quirement for being reinstated in the job. There are no
easy answers for handling the most “difficult doctors™
physicians who have been getting away with unethical or
even criminal behaviors for years. Those who are caught
and reach the judicial system are frequently diagnosed
with serious personality disorders by forensic psychia-
trists [57, 58] when it is too late.

Being “Difficult” in Problematic Institutions

In Western countries, few physicians practice in isola-
tion or small medical groups; most work in institutions,
such as academic centers, hospitals or outpatient organi-
zations. This increases the possibility that communication
problems may not be associated with a problematic physi-
cian but with a problematic institution that tries to control
or force physicians to do things the physician finds un-
ethical or inappropriate. Moreover, problematic institu-
tions may empower problematic physicians to reach posi-
tions of power, making the institution progressively more
abnormal. In this type of situation, physicians who do not
comply with these views may be considered the “problem-
atic” ones and blamed for not following instructions.

Not acknowledging the possibility of problematic in-
stitutions scapegoating good physicians may leave some
ethical physicians feeling isolated and abandoned when
trying to do the “right thing” while working for problem-
atic medical institutions that label them problematic or
disruptive. If a physician is found in this situation, there
are no easy recommendations, since changing problem-
atic institutions is not always an option. After consulting
trusted colleagues, the physician may need to decide
whether he/she can practice there without compromising
his/her integrity or whether it is better to leave.

Acknowledgment

Lorraine Maw, MA, from the Mental Health Research Center,
Eastern State Hospital, Lexington, KY, USA, has helped in editing
this article.

Disclosure Statement

No external funding was used and no commercial organiza-
tions had any role in the writing of this paper for publication. Dur-
ing the last 36 months prior to submission, the authors report no
financial relationships with commercial companies or from enti-
ties that could be perceived to be affected financially by the pub-
lished work.

Psychother Psychosom 2018;87:5-11 9
DOI: 10.1159/000481200



—

10

11

12

13

14

15

16

17

18

19

References

Foronda C, MacWilliams B, McArthur E: In-
terprofessional communication in healthcare.
Nurse Educ Pract 2016;19:36-40.

Schiff SK, Pilot ML: An approach to psychiat-
ric consultation in the general hospital. AMA
Arch Gen Psychiatry 1959;1:349-357.

Meyer E, Mendelson M: Psychiatric consulta-
tions with patients on medical and surgical
wards: patterns and processes. Psychiatry
1961;24:197-220.

Mendelson M, Meyer E: Countertransference
problems of the liaison psychiatrist. Psycho-
som Med 1961;23:115-122.

Fava GA, Pavan L: Consultation-liaison psy-
chiatry in Italy. Adv Psychosom Med 1983;11:
133-142.

Ramchandani D, Wise TN: The changing
content of psychosomatics: reflection of the
growth of consultation-liaison psychiatry?
Psychosomatics 2004;45:1-6.

Boisaubin EV, Levine RE: Identifying and as-
sisting the impaired physician. Am ] Med Sci
2001;322:31-36.

Morris JM, Clarke C: Mandatory reporting of
impaired medical practitioners: protecting
patients, supporting practitioners. Intern
Med ] 2014;44:1165-1169.

Wilhelm KA, Lapsley H: Disruptive doctors.
Unprofessional interpersonal behaviour in
doctors. Med J Aust 2000;173:384-386.
Feinmann J: “Disruptive” doctors are often
found to be perfectionists, agency reports.
BM]J 2011;342:d876.

Youssi MD: JCAHO standards help address
disruptive physician behavior. Physician Exec
2002;28:12-13.

Rosenstein AH: Original research: nurse-
physician relationships: impact on nurse sat-
isfaction and retention. Am J Nurs 2002;102:
26-34.

American Medical Association: Disruptive
Physicians. https://com-psychiatry-pep.sites.
medinfo.ufl.edu/files/2014/06/ AMA-Physi-
cians-and-Disruptive-Behavior-Policy.pdf.
Gallup DG: The disruptive physician: myth of
reality. Am J Obstet Gynecol 2006;195:543—
546.

The Joint Commission: Sentinel Event Alert.
July 9, 2008. Issue 40: Behaviors that Under-
mine a Culture of Safety. http://www.joint-
commission.org/assets/1/18/SEA_40.PDF.
Reynolds NT: Disruptive physician behavior:
use and misuse of the label. ] Med Regul 2012;
98:8-19.

Rosenstein AH, O’Daniel M: Impact and im-
plications of disruptive behavior in the peri-
operative arena. ] Am Coll Surg 2006;203:96—
105.

Zbar RI, Taylor LD, Canady JW: The disrup-
tive physician: righteous Maverick or danger-
ous Pariah? Plast Reconstr Surg 2009;123:
409-415.

Sataloff RT: Disruptive physicians: sound
more familiar than you thought? Ear Nose
Throat ] 2008;87:124, 127.

20

21

22

23

24

25

26

27

28

29

30

31

32

33

34

35

36

Patel P, Robinson BS, Novicoff WM, Dun-
nington GL, Brenner MJ, Saleh KJ: The dis-
ruptive orthopaedic surgeon: implications for
patient safety and malpractice liability. ] Bone
Joint Surg Am 2011;93:e1261-e1266.
Goettler CE, Butler TS, Shackleford P, Roton-
do MF: Physician behavior: not ready for
“Never’land. Am Surg 2011;77:1600-1605.
Rosenstein AH: Managing disruptive behav-
iors in the health care setting: focus on obstet-
rics services. Am J Obstet Gynecol 2011;204:
187-192.

Sanfey H, Darosa DA, Hickson GB, Williams
B, Sudan R, Boehler ML, Klingensmith ME,
Klamen D, Mellinger JD, Hebert JC, Richard
KM, Roberts NK, Schwind CJ, Williams RG,
Sachdeva AK, Dunnington GL: Pursuing pro-
fessional accountability: an evidence-based
approach to addressing residents with behav-
ioral problems. Arch Surg 2012;147:642-647.
Overton AR, Lowry AC: Conflict manage-
ment: difficult conversations with difficult
people. Clin Colon Rectal Surg 2013;26:259-
264.

Cochran A, Elder WB: A model of disruptive
surgeon behavior in the perioperative envi-
ronment. ] Am Coll Surg 2014;219:390-398.
Cochran A, Elder WB: Effects of disruptive
surgeon behavior in the operating. Am J Surg
2015;209:65-70.

Gewertz BL: Disrupting disruptive physi-
cians. JAMA Surg 2015;150:385-386.

Santin B, Kaups K: The disruptive physician:
addressing the issues. Bull Am Coll Surg 2015;
100:20-24.

Rosenstein AH, O’Daniel M: A survey of the
impact of disruptive behaviors and commu-
nication defects on patient safety. Jt Comm ]
Qual Patient Saf 2008;34:464-471.
Rosenstein AH, Naylor B: Incidence and im-
pact of physician and nurse disruptive behav-
iors in the emergency department. ] Emerg
Med 2012;43:139-148.

Maddineshat M, Rosenstein AH, Akaberi A,
Tabatabaeichehr M: Disruptive behaviors in
an emergency department: the perspective of
physicians and nurses. ] Caring Sci 2016;5:
241-249.

Myers MM: Physician impairment: is it rele-
vant to academic psychiatry? Acad Psychiatry
2008;32:39-43.

Lillis S, Takai N, Francis S: Long-term out-
comes of a remedial education program for
doctors with clinical performance deficits. J
Contin Educ Health Prof 2014;34:96-101.
Leape LL, Fromson JA: Problem doctors: is
there a system-level solution? Ann Intern
Med 2006;144:107-115.

Donaldson LJ: Doctors with problems in an
NHS workforce. BMJ 1994;308:1277-1282.
Roback HB, Strassberg D, Iannelli RJ, Finlay-
son AJ, Blanco M, Neufeld R: Problematic
physicians: a comparison of personality pro-
files by offence type. CanJ Psychiatry 2007;52:
315-322.

10

Psychother Psychosom 2018;87:5-11

DOI: 10.1159/000481200

37

38

39

40

41

42

43

44

45

46

47

48

49

50

51

52

53

54

55

Crow SM, Hartman SJ, Nolan TE, Zembo M:
A prescription for the rogue doctor. Part I. Be-
gin with diagnosis. Clin Orthop Relat Res
2003;411:334-339.

Morrison J, Morrison T: Psychiatrists disci-
plined by a State Medical Board. Am | Psy-
chiatry 2001;158:474-478.

Smith R: All doctors are problem doctors.
BM]J 1997;314:841-842.

ABIM Foundation: American Board of In-
ternal Medicine; ACP-ASIM Foundation:
American College of Physicians-American
Society of Internal Medicine; European Fed-
eration of Internal Medicine: Medical profes-
sionalism in the new millennium: a physician
charter. Ann Intern Med 2002;136:243-246.
Krebs EE, Garrett JM, Konrad TR: The diffi-
cult doctor? Characteristics of physicians who
report frustration with patients: an analysis of
survey data. BMC Health Serv Res 2006;6:128.
Abbott J: Difficult patients, difficult doctors:
can consultants interrupt the “blame game?”
Am ] Bioeth 2012;12:18-20.

Castledine SG: Dealing with difficult doctors.
Br ] Nurs 2008;17:1305.

Lloyd M: Surviving a difficult doctor. Nurs
Life 1984;4:54-58.

Gaillour FR: Zen and the art of dealing with
difficult physicians. A three-fold path for en-
lightened leaders. Physician Exec 2003;29:22—
26.

Peters JA: The devil in the doctor. How to
cope with problem physicians. MGMA Con-
nex 2003;3:50-53.

Samenow CP, Swiggart W, Spickard A Jr: A
CME course aimed at addressing disruptive
physician behavior. Physician Exec 2008;34:
32-40.

Weber DO: Poll results: doctors” disruptive
behavior disturbs physician leaders. Physi-
cian Exec 2004;30:6-14.

McHugh PR: Hippocrates a la mode. Nat Med
1996;2:507-509.

Goldman GM: The tacit dimension of clinical
judgment. Yale ] Biol Med 1990;63:47-61.
Groopman J: How Doctors Think. Boston,
Houghton Mifflin Company, 2007.
American Psychiatric Association: Diagnos-
tic and Statistical Manual of Mental Disor-
ders, ed 3, rev (DSM-III-R). Washington,
American Psychiatric Association, 1987.
Gabbard GO: The role of compulsiveness in
the normal physician. JAMA 1985;254:2926—
2929.

Bucknall V, Burwaiss S, MacDonald D,
Charles K, Clement R: Mirror mirror on the
ward, who’s the most narcissistic of them all?
Pathologic personality traits in health care.
CMA]J 2015;187:1359-1363.

Finlayson AJ, Dietrich MS, Neufeld R, Roback
H, Martin PR: Restoring professionalism: the
physician fitness-for-duty evaluation. Gen
Hosp Psychiatry 2013;35:659-663.

de Leon/Wise/Balon/Fava



56

57

58

59

60

61

Meyer DJ, Price M: Forensic psychiatric as-
sessments of behaviorally disruptive physi-
cians. ] Am Acad Psychiatry Law 2006;34:
72-81.

Garfinkel PE, Bagby RM, Waring EM, Dorian
B: Boundary violations and personality traits
among psychiatrists. Can J Psychiatry 1997;
42:758-763.

Gruppen LD: Humility and respect: core val-
ues in medical education. Med Educ 2014;48:
53-58.

Baron-Cohen S: The Science of Evil. On Em-
pathy and the Origins of Cruelty. New York,
Basic Books, 2011.

Cima M, Tonnaer F, Hauser MD: Psycho—
paths know right from wrong but don’t care.
Soc Cogn Affect Neurosci 2010;5:59-67.
Mechanic D: The functions and limitations of
trust in the provision of medical care. ] Health
Polit Policy Law 1998;23:661-686.

Difficult Doctors

62

63

64

65

66

67

68

Wilk AS, Platt JE: Measuring physicians’
trust. Soc Sci Med 2016;165:75-81.

Fava GA, Tomba E, Sonino N: Clinimetrics:
the science of clinical measurements. Int J
Clin Pract 2012;66:11-15.

Wise TN, Berlin RM: Burnout: stresses in
consultation-liaison psychiatry. Psychoso-
matics 1981;22:744-751.

Howe EG: What do we owe medical students
and medical colleagues who are impaired? ]
Clin Ethics 2016;27:87-98.

Shapiro ET, Morrow CK: Sex in the MD’s of-
fice. Hastings Cent Rep 1987;17:11-12.
Engel GL: The biopsychosocial model and the
education of health professionals. Ann NY
Acad Sci 1978;310:169-181.

Leape LL, Shore MF, Dienstag JL, Mayer R],
Edgman-Levitan S, Meyer GS, Healy GB: Per-
spective: a culture of respect. Part 1. The na-
ture and causes of disrespectful behavior by
physicians. Acad Med 2012;87:845-852.

69

70

71

72

73

74

Leape LL, Shore MF, Dienstag JL, Mayer R],
Edgman-Levitan S, Meyer GS, Healy GB: Per-
spective: a culture of respect. Part 2. Creating
a culture of respect. Acad Med 2012;87:853—
858.

Zbar RI: Closing the generational gap in sur-
gery: why so angry? Plast Reconstr Surg Glob
Open 2016;4:¢1087.

Nasca TJ, Philibert I, Brigham T, Flynn TC:
The new GME accreditation system — ratio-
nale and benefits. N Engl ] Med 2012;366:
1051-1056.

Bion WR: Group dynamics: a review. Int J
Psychoanal 1952;33:235-247.

Wise TN: Utilization of group process in
training oncology fellows. Int ] Group Psy-
chother 1977;27:105-111.

Wise TN, Goldberg R: Group dynamics in li-
aison psychiatry. ] Psychiatr Treat Eval 1981;
3:501-505.

Psychother Psychosom 2018;87:5-11

DOI: 10.1159/000481200

11



