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ABSTRACT 
Background: Professionalism among healthcare providers is essential to fostering trust, ensuring patient safety, 

and maintaining effective communication within healthcare teams. Despite general professionalism among 

providers, unprofessional behavior—such as exclusion, blaming, and lack of responsiveness—persists, with 

negative impacts on clinical outcomes and provider well-being. This study investigates the prevalence and types 

of unprofessional behaviors within an academic medical center, analyzing how these behaviors vary by role, 

gender, and department. 

Methods: This cross-sectional study surveyed attending physicians, residents, and advanced practice providers 

(APPs) at a tertiary academic medical center. Participants were surveyed on the frequency and types of 

unprofessional behaviors experienced or witnessed, using an adapted workplace behavior survey based on Joint 

Commission standards. Surveys were distributed during mandatory professionalism training sessions with 

results analyzed using ordinal and negative binomial regression to assess associations between role, gender, and 

behavior frequency. 

Results: Among 388 respondents, 63% reported experiencing unprofessional behavior monthly or more 

frequently, with behaviors like non-responsiveness (44.3%) and exclusion from decision-making (43.0%) most 

commonly reported. Residents were more likely to encounter unprofessional behavior than attending physicians 

(OR 2.25, p < 0.001), and APPs frequently reported dismissive behavior (OR 2.44, p < 0.05). Female 

respondents faced higher rates of discrimination (OR 2.52, p < 0.01) than males. Cross-department interactions 

were a significant source of unprofessional behavior, with nurses, other residents, and attending physicians 

outside one’s department identified as common sources. 

Discussion: The findings highlight the need for targeted interventions to address unprofessional behaviors 

within specific roles and interdepartmental interactions. Frequent unprofessional conduct by and toward 

residents and APPs underscores the importance of tailored training programs and organizational support 

systems. Further research is warranted to explore interventions that foster professionalism and reduce the 

occurrence of disruptive behaviors across healthcare teams. 
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INTRODUCTION 

Professionalism encompasses behaviors that build trust within both interpersonal and organizational contexts 

(1). When healthcare providers exhibit unprofessional conduct, it can compromise patient safety by hindering 

interprofessional communication, reducing psychological safety, and negatively impacting the clinical learning 

environment (2, 3). Such behaviors can lead to serious repercussions, including adverse events, errors, and even 

heightened patient mortality (4–6). Additionally, unprofessional conduct can affect healthcare providers' well-

being, fostering self-doubt, lowering morale, and contributing to burnout (7, 8). 

Research indicates that most healthcare providers generally demonstrate professionalism (9, 10), but the harmful 

impact of the few who do not act professionally is disproportionately high (11). A survey of 102 healthcare 
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facilities in the U.S. found that 77% of healthcare professionals had witnessed unprofessional behavior by 

physicians, with 65% seeing it at least five to six times annually (2). In the perioperative setting specifically, 

between 35% and 75% of healthcare staff reported observing unprofessional behaviors (9, 12). In response, 

accrediting organizations have increasingly held medical schools, hospitals, and other healthcare institutions 

accountable for improving professionalism and addressing the mistreatment of students and trainees (13–15). In 

2008, the Joint Commission mandated the eradication of behaviors that ―undermine a culture of safety‖ (13), 

though achieving these standards has proven difficult (14, 16, 17). 

Alarmingly, bullying and harassment of medical students, residents, and other healthcare team members 

continue to be prevalent worldwide (18–20). Studies have examined specific unprofessional behaviors, such as 

harassment and discrimination toward medical students and residents (18, 19), bullying directed at residents 

(20), and yelling or bullying behaviors in the perioperative setting (12, 14). Other studies have focused on the 

sources and targets of unprofessional conduct (12, 21). Since unprofessional behavior is not a single issue, it is 

crucial to identify different types across various professional roles and departments to effectively address the 

challenge (16, 22). This study uniquely explores multiple forms of unprofessional behavior, identifying the 

sources and targets of each and distinguishing whether incidents are more common within a single department 

or across departments. 

This study aims (i) to analyze the frequency and types of unprofessional behavior and (ii) to identify healthcare 

professionals most likely to exhibit or be the targets of these behaviors. The findings will inform the 

development of targeted training and remediation programs to address specific professionalism challenges 

across different roles. 

 

Methods 

Setting and Participation 

This study was conducted in a large academic medical center with a tertiary care facility and a dedicated Center 

for Professionalism and Peer Support (CPPS) that promotes an environment of respect and trust. the CPPS 

developed a structured, fair, and confidential system for reporting, assessing, and managing both recurring and 

significant instances of unprofessional conduct (1). As part of its efforts to reduce unprofessional behaviors, the 

institution provided educational programs and training that incorporated simulation-based video scenarios 

representing various forms of unprofessional behavior. These sessions were mandatory for all credentialed 

personnel, including attending physicians, residents, and advanced practice providers (APPs) (23). APPs 

consisted of nurse practitioners, physician assistants, clinical nurse specialists, certified registered nurse 

anesthetists, and certified nurse midwives. These training sessions were utilized in the study as a convenience 

sampling method, distributing surveys at the beginning of each course to ensure a high response rate and 

representative sample, given the compulsory nature of the training. Participation was open to all APPs, residents, 

and attending physicians in the organization, with these groups chosen due to resource constraints. 

 

Data Collection 

All credentialed personnel received notifications via an online education system to attend one of the scheduled 

professionalism training sessions, for which they registered electronically. Each participant was randomly 

assigned to a session, where they received no prior information about the training specifics. Surveys were 

administered immediately before the session began to minimize information bias. The same trainer (JS) led each 

session. Attendees were given a brief description of the study and invited to complete an anonymous paper 

survey, which ensured no repeated responses. Measures were taken to protect privacy; the surveys were 

completed privately and anonymously, and neither the trainer nor the participants could link responses to 

individual attendees. At the conclusion of each session, the paper surveys were collected, and responses were 

entered into an Excel database for subsequent analysis in R software version 3.6.0. No incentives were provided 

to encourage participation, and the Institutional Review Board waived ethical approval for the study (…). 

 

Survey Development 

The survey was adapted from a prior workplace behavior survey createdbased on an extensive literature review 

of reported unprofessional behaviors in healthcare settings, as well as behaviors identified by The Joint 

Commission as detrimental to a safety culture (13). The senior author (JS), who directed the CPPS, also 

contributed insights based on direct experiences managing professionalism issues (1). To establish face validity, 

expert colleagues reviewed and provided feedback on the survey, after which items were modified for clarity. 

Subsequently, the survey underwent group discussions with trainees and attending physicians to further refine 

the wording. After six years of use, the survey was revised in 2017 to capture more detailed data on the 

frequency of specific unprofessional behavior subtypes identified in the literature (15, 22, 24, 25) and through 

the senior author’s expertise (JS). A revised version was reviewed by an expert panel including specialists in 

patient safety, safety culture, and medical education, as well as two physicians. The panel’s feedback was 

integrated, and the final version was validated for clarity and relevance. This updated survey included subtypes 
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such as exclusion from decision-making, lack of response to communications, blaming, dismissive behavior, 

displays of anger, sexual harassment, and discrimination based on various personal attributes. 

In this study, ―experiencing unprofessional behaviors‖ was defined as witnessing or being the target of such 

behaviors, with participants asked to reflect on experiences in their work environment. Respondents reported the 

frequency of each behavior on a scale from daily to annually, or never. Six survey items were designed with 

single or multiple closed answer options. 

 

Data Analysis 

The analysis first calculated the overall frequency of unprofessional behaviors reported by participants, along 

with the frequency of each behavior subtype. Regression models were then applied to assess associations 

between professional role, gender, and types of unprofessional behavior. Frequency (e.g., daily, weekly) was 

treated as an ordinal variable, with significance assessed via a Wald test following ordinal logistic regression. 

Gender-based analyses excluded respondents who preferred not to disclose their gender due to the small sample 

size of this group. Ordinal regression was used to determine the sources of unprofessional behaviors, while 

negative binomial regression estimated the rate of unprofessional behaviors exhibited by various roles. 

Significance was defined as P <0.05 for all tests, and analyses were conducted using the R statistical software 

package 3.6.0. R markdown code is available on request for reproducibility. 

 

RESULTS 

In total, 388 surveys were analyzed, achieving an estimated response rate exceeding 95%, as noted by the trainer 

who compared completed surveys to participant numbers. Among respondents, 54.3% identified as female (211 

participants), 42.5% as male (165 participants), and 3.0% (12 participants) preferred not to disclose gender. 

Professionally, the respondents included 118 attending physicians (30.4%), 169 residents (43.6%), and 101 

advanced practice providers (APPs) (26.0%). 

A majority, 63% (244 respondents), encountered unprofessional behavior monthly or more frequently, with 

6.8% experiencing it daily, 25.5% weekly, and 30.7% monthly. Additionally, 10% reported facing such 

behaviors annually, while 27.0% had never encountered it. Detailed analysis revealed varied frequency across 

behavior subtypes, focusing on monthly incidents or more. 

The most common type of unprofessional behavior was non-responsiveness to calls or pages, with 44.3% 

reporting this monthly or more frequently—6.2% daily, 16.2% weekly, and 21.9% monthly. This was followed 

by exclusion from decision-making, with 43.0% reporting it monthly or more—5.1% daily, 15.2% weekly, and 

22.7% monthly. Notably, 39.4% reported instances of blaming at least once a month, including 2.8% daily, 

16.7% weekly, and 19.9% monthly. 

Other behaviors such as dismissiveness (48.5%), expressions of anger or yelling (42.4%), and public denigration 

(35.1%) were reported monthly or more often. Discrimination occurred monthly or more for 18.3% of 

respondents, while 4.6% faced sexual harassment. Female respondents were significantly more likely than males 

to experience discrimination, with an odds ratio (OR) of 2.52 (CI 1.337, 4.765, p < 0.01). 

Residents reported encountering unprofessional behavior significantly more frequently than attending 

physicians, with an OR of 2.25 (CI 1.182, 2.698, p < 0.001). A high percentage of residents—69.5% of females 

and 68.3% of males—experienced these behaviors at least once per month. APPs were notably more likely to 

experience dismissive behavior than attending physicians, with an OR of 2.44 (CI 1.585, 3.291, p < 0.05). 

Furthermore, respondents with 1–5 years in the organization were twice as likely to report unprofessional 

behavior compared to those with less than a year’s tenure (OR 2.0, CI 1.512, 2.479, p < 0.1), and this likelihood 

increased further for those with over five years (OR 2.74, CI 1.804, 3.670, p < 0.05). 

Participants identified several roles as common sources of unprofessional behavior, totaling 375 responses. 

Among these, 31.7% cited nurses, 16.5% identified residents from other departments, and 15.5% named 

attending physicians from other departments. Cross-departmentally, behaviors were observed more frequently 

from residents or attending physicians outside one’s own department (32%) than within (17.3%). Perceptions 

about sources of unprofessional behavior were consistent across roles. Patients were identified as the least likely 

source of unprofessional behavior, with an incidence rate ratio (IRR) of 0.059 (CI -1.367, 1.485, p < 0.001), 

followed by APPs (IRR 0.176, CI 0.691, 1.044, p < 0.001), and administrators (IRR 0.206, CI -0.608, 1.019, p = 

0.001). Male respondents were significantly less likely than females to be targeted by unprofessional behavior 

(IRR 0.61, CI 0.318, 0.903, p < 0.01). 

 

DISCUSSION 

Our findings reveal that unprofessional behavior is frequently encountered by attending physicians, residents, 

and APPs, with most incidents arising from individuals outside of their own discipline or department. Notably, 

residents were over twice as likely to experience unprofessional conduct compared to attending physicians, and 

nurses were identified as the most common source of such behavior, followed by residents from other 
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departments. Women were also significantly more likely to encounter discrimination and unprofessional conduct 

overall. 

Many observed trends relate to underlying tensions and conflicts among different professional roles, disciplines, 

and departments. Modern healthcare depends on multidisciplinary teams that require effective collaboration and 

communication to maintain patient safety and high-quality care (26). However, interdisciplinary teamwork is 

often hindered by limited understanding and respect for the roles and contributions of other professions (26, 27). 

Social identity theory suggests that members of a specific professional group, such as physicians, nurses, or 

allied health professionals, tend to view their group’s attributes positively while perceiving other groups less 

favorably (28, 29). Our findings show that unprofessional behavior is more often directed toward team members 

from different departments, underscoring a strong ―ingroup‖ versus ―outgroup‖ mentality and a markedly tribal 

culture within healthcare (28). 

Additionally, our results point to a potential role conflict among residents, who often act both as targets and 

sources of unprofessional behavior. This conflict may stem from the dual pressures residents face, balancing the 

expectations of their attending physicians for patient care with differing perspectives from professionals in other 

disciplines (30). Lacking sufficient conflict management skills further exacerbates their difficulty in managing 

these professional tensions (31). Furthermore, the vulnerability of residents due to their younger age, trainee 

status, and limited authority places them at a higher risk for being targeted. Negative role modeling by 

supervisors, coupled with residents’ dependence on evaluations and the judgment of their performance by 

attending physicians, may also contribute to residents displaying unprofessional behaviors themselves (32). 

Regarding gender differences, our results align with prior studies indicating that women are generally more 

susceptible to unprofessional behavior, particularly discrimination and sexual harassment (33). Such disparities, 

which emerge as early as medical school, remain significant challenges for female residents and attending 

physicians (14, 15). These experiences reinforce the male-dominated culture that persists within medicine and 

healthcare fields (34). 

An additional significant finding is the perception among respondents that nurses were the most frequent source 

of unprofessional behavior. This aligns with past studies, which show that many healthcare professionals report 

encountering unprofessional conduct from nurses, with interns particularly identifying nurses as the primary 

source (21, 35). Contributing factors may include insufficient interdisciplinary training, variations in 

communication training across disciplines (30, 31, 36), historical imbalances, and established interprofessional 

hierarchies (37). Although nurses were not part of our study sample, previous research indicates that they also 

frequently experience unprofessional conduct (5, 35, 37). 

This study makes a valuable contribution by detailing the types and frequencies of unprofessional behavior 

encountered by healthcare professionals across different roles, as well as identifying who is typically affected 

and who initiates such behaviors. The level of specificity provided offers a foundation for creating strategies 

aimed at preventing and managing unprofessional conduct within healthcare teams (refer to Implications). 

A limitation is that this study used convenience sampling, which introduces potential selection bias. However, 

because data collection occurred within required training sessions, all eligible healthcare professionals were 

invited to participate. Furthermore, our findings regarding the common targets and types of unprofessional 

conduct align with previous studies using diverse samples in healthcare (19, 20, 38, 39). Another limitation is 

the study’s focus on a single academic hospital, raising concerns about broader applicability. Nonetheless, 

national accreditation bodies like The Joint Commission, ACGME, and LCME recognize that professionalism 

issues are widely pervasive across healthcare organizations (13–15). Additionally, since data was gathered 

through self-reported surveys reflecting participants' perceptions rather than direct observation, this may affect 

objectivity. That said, the anonymous nature of the data collection and its independence from formal reporting 

channels supports the validity of the results. This study’s intent was to measure the occurrence of certain 

behaviors across professional groups rather than delve into specific instances of unprofessional behavior, and it 

is worth noting that research in this area typically relies on personal accounts over observational data. Although 

our response rate was an estimate, small session sizes allowed for accurate counts of returned surveys by 

trainers. Another limitation is the exclusion of certain healthcare groups, whose perspectives on unprofessional 

behavior are relevant but outside the scope of this study (5, 35). Future studies would benefit from examining 

these perspectives. Additionally, it would have been advantageous to collect demographic data on race/ethnicity 

to analyze the frequency of unprofessional behavior across racial backgrounds, an area for further exploration. 

Healthcare organizations need equitable, supportive processes for addressing professionalism concerns that 

allow for thoughtful assessment and response based on validation, specific behaviors, and affected individuals 

or groups (1). Standard online reporting systems may lack the nuance required for such a relational approach 

(40). Professionalism initiatives could also benefit from a focus on interdisciplinary dynamics, using proactive 

education to promote mutual understanding and respect among healthcare roles (27), and to dismantle 

disciplinary barriers, which could foster trust and improve communication (28, 41). Recognizing that heavy 

workloads and stress can intensify unprofessional behavior and contribute to burnout is also critical, given the 

current well-being crisis among healthcare professionals (42, 43). Physicians experiencing burnout are twice as 
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likely to show reduced professionalism and three times more likely to receive low patient satisfaction scores (7). 

As such, comprehensive interventions at both the behavioral and systemic levels are necessary to establish a 

healthy, supportive work environment (44–47). Ultimately, responsibility for workplace culture falls on both 

healthcare organizations and professionals, with initiatives driven from within the medical community likely to 

have a stronger impact (48). 

 

CONCLUSIONS 
This study reveals that unprofessional behavior is a common issue affecting attending physicians, residents, and 

APPs, with notable differences in the nature, sources, and targets of these behaviors. Residents are 

disproportionately targeted, and women experience unprofessional conduct more frequently than men. Nurses 

are the most common source, followed by residents from other departments. Findings suggest that healthcare 

teams would benefit from interdisciplinary training focused on communication and conflict resolution skills to 

foster mutual respect for each other’s roles and provide constructive feedback on behavior. Given its 

multifaceted nature, unprofessional behavior requires a tailored approach to enhance patient safety, improve 

workplace culture, and support the well-being of healthcare providers. 
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