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BACKGROUND: Unprofessional behaviors undermine the
hospital learning environment and quality of patient care.

OBJECTIVE: To quantify perceptions of, and participation
in, unprofessional behaviors among hospitalists.

DESIGN: Observational survey study.
SETTING: Three academic health centers.
SUBJECTS: Hospitalists.

MEASUREMENTS: Observation, participation in, and
perceptions of unprofessional behaviors.

RESULTS: Response rate was 76% (77/101). Nearly all
behaviors were perceived as unprofessional (“unprofessional”
or “somewhat unprofessional” on the Likert scale).
Participation in egregious behaviors (ie, falsifying records) was
low (<5%). The most frequent behaviors reported were
having personal conversations in patient corridors (67.1%),
ordering a test as “urgent” to expedite care (62.3%), and
making fun of other physicians (40.3%). Four factors
accounted for 76% of survey variance: (1) making fun of

others; (2) learning environment (eg, texting during
conferences); (3) workload management (eg, celebrating a
blocked-admission); and (4) time pressure (eg, signing out
work early). Hospitalists with less clinical time (<50% full-time
equivalents [FTE]) were more likely to report making fun of
others (B = 0.94 [95% CI 0.32-1.56], P = 0.004). Younger
hospitalists (3 = 0.87 [95% CI 0.07-1.67], P = 0.034) and
those with administrative time (3 = 0.61 [95% CI 0.11-1.10], P
= 0.017) were more likely to report participating in workload
management behaviors. Hospitalists who work night shifts
were more likely to report participating in time-pressure
behaviors (B = 0.67 [95% CI 0.17-1.17], P = 0.010). Workload
management and learning environment varied by site.

CONCLUSION: While hospitalist participation in unprofes-
sional behaviors is low, job characteristics (clinical,
administrative, nights), age, and site were associated with
different types of unprofessional behavior that may affect
the learning environment and patient care. Journal of
Hospital Medicine 2012;7:543-550. © 2012 Society of
Hospital Medicine

The discrepancy between what is taught about profes-
sionalism in formal medical education and what is
witnessed in the hospital has received increasing atten-
tion.'™” This latter aspect of medical education con-
tributes to the hidden curriculum and impacts medical
trainees’ views on professionalism.® The “hidden”
curriculum refers to the lessons trainees learn through
informal interactions within the multilayered educa-
tional learning environment.” A growing body of
work examines how the hidden curriculum and dis-
ruptive physicians impact the learning environ-
ment.”'% In response, regulatory agencies, such as the
Liaison Committee on Medical Education (LCME)
and Accreditation Council for Graduate Medical Edu-
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cation (ACGME), require training programs and med-
ical schools to maintain standards of professionalism,
and to regularly evaluate the learning environment
and its impact on professionalism.'"'* The ACGME
in 2011 expanded its standards regarding profession-
alism by making certain that the program director
and institution ensure “a culture of professionalism
that supports patient safety and personal responsibil-
ity.”'! Given this increasing focus on professionalism
in medical school and residency training programs, it
is critical to examine faculty perceptions and actions
that may perpetuate the discrepancy between the for-
mal and hidden curriculum.'® This early exposure is
especially significant because unprofessional behavior
in medical school is strongly associated with later dis-
ciplinary action by a medical board.'*' Certain
unprofessional behaviors can also compromise patient
care and safety, and can detract from the hospital
working environment.'¢'8

In our previous work, we demonstrated that internal
medicine interns reported increased participation in
unprofessional behaviors regarding on-call etiquette
during internship.'”?° Examples of these behaviors
include refusing an admission (ie, “blocking”) and
misrepresenting a test as urgent. Interestingly, students
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and residents have highlighted the powerful role of
supervising faculty physicians in condoning or inhibi-
ting such behavior. Given the increasing role of hospi-
talists as resident supervisors, it is important to con-
sider the perceptions and actions of hospitalists with
respect to perpetuating or hindering some unprofes-
sional behaviors. Although hospital medicine is a rela-
tively new specialty, many hospitalists are in frequent
contact with medical trainees, perhaps because many
residency programs and medical schools have a strong
inpatient focus.?'™? It is thus possible that hospitalists
have a major influence on residents’ behaviors and
views of professionalism. In fact, the Society of Hospi-
tal Medicine’s Core Competencies for Hospital Medi-
cine explicitly state that hospitalists are expected to
“serve as a role model for professional and ethical
conduct to house staff, medical students and other
members of the interdisciplinary team.”>*

Therefore, the current study had 2 aims: first, to
measure internal medicine hospitalists’ perceptions of,
and participation in, unprofessional behaviors using a
previously validated survey; and second, to examine
associations between job characteristics and participa-
tion in unprofessional behaviors.

METHODS

Study Design

This was a multi-institutional, observational study
that took place at the University of Chicago Pritzker
School of Medicine, Northwestern University Feinberg
School of Medicine, and NorthShore University
HealthSystem. Hospitalist physicians employed at
these hospitals were recruited for this study between
June 2010 and July 2010. The Institutional Review
Boards of the University of Chicago, Northwestern
University, and NorthShore University HealthSystem
approved this study. All subjects provided informed
consent before participating.

Survey Development and Administration

Based on a prior survey of interns and third-year med-
ical students, a 35-item survey was used to measure
perceptions of, and participation in, unprofessional
behaviors.®'”2° The original survey was developed in
2005 by medical students who observed behaviors by
trainees and faculty that they considered to be unpro-
fessional. The survey was subsequently modified by
interns to ascertain unprofessional behavior among
interns. For this iteration, hospitalists and study
authors at each site reviewed the survey items and
adapted each item to ensure relevance to hospitalist
work and also generalizability to site. New items were
also created to refer specifically to work routinely per-
formed by hospitalist attendings (attesting to resident
notes, transferring patients to other services to reduce
workload, etc). Because of this, certain items utilized
jargon to refer to the unprofessional behavior as hos-
pitalists do (ie, “blocking admissions” and “turfing”),

and resonate with literature describing these phenom-
ena.” Items were also written in such a fashion to
elicit the ‘“unprofessional” nature (ie, blocking an
admission that could be appropriate for your service).

The final survey (see Supporting Information, Ap-
pendix, in the online version of this article) included
domains such as interactions with others, interactions
with trainees, and patient-care scenarios. Demo-
graphic information and job characteristics were col-
lected including year of residency completion, total
amount of clinical work, amount of night work, and
amount of administrative work. Hospitalists were not
asked whether they completed residency at the institu-
tion where they currently work in order to maintain
anonymity in the context of a small sample. Instead,
they were asked to rate their familiarity with residents
at their institution on a Likert-type scale ranging from
very unfamiliar (1) to familiar (3) to very familiar (5).
To help standardize levels of familiarity across hospi-
talists, we developed anchors that corresponded to
how well a hospitalist would know resident names
with “familiar” defined as knowing over half of resi-
dent names.

Participants reported whether they participated in,
or observed, a particular behavior and rated their per-
ception of each behavior from 1 (unprofessional) to 5
(professional), with “unprofessional” and “somewhat
unprofessional” defined as unprofessional. A site
champion administered paper surveys during a routine
faculty meeting at each site. An electronic version was
administered using SurveyMonkey® (SurveyMonkey,
Palo Alto, CA) to hospitalists not present at the fac-
ulty meeting. Participants chose a unique, nonidentifi-
able code to facilitate truthful reporting while allow-
ing data tracking in follow-up studies.

Data Analysis
Clinical time was dichotomized using above and
below 50% full-time equivalents (FTE) to define those
that did “less clinical.” Because teaching time was rel-
atively low with the median percent FTE spent on
teaching at 10%, we used a cutoff of greater than
10% as ““greater teaching.” Because many hospitalists
engaged in no night work, night work was reported as
those who engaged in any night work and those who
did not. Similarly, because many hospitalists had no
administrative time, administrative time was split into
those with any administrative work and those without
any administrative work. Lastly, those born after
1970 were classified as “younger” hospitalists.
Chi-square tests were used to compare site response
rates, and descriptive statistics were used to examine
demographic characteristics of hospitalist respondents,
in addition to perception of, and participation in,
unprofessional behaviors. Because items on the survey
were highly correlated, we used factor analysis to
identify the underlying constructs that related to
unprofessional behavior.?® Factor analysis is a
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statistical procedure that is most often used to explore
which variables in a data set are most related or cor-
related to each other. By examining the patterns of
similar responses, the underlying ‘“factors” can be
identified and extracted. These factors, by definition,
are not correlated with each other. To select the num-
ber of factors to retain, the most common convention
is to use Kaiser criterion, or retain all factors with
eigenvalues greater than, or equal to, one.”” An eigen-
value measures the amount of variation in all of the
items on the survey which is accounted for by that
factor. If a factor has a low eigenvalue (less than 1 is
the convention), then it is contributing little and is
ignored, as it is likely redundant with the higher value
factors.

Because use of Kaiser criterion often overestimates
the number of factors to retain, another method is to
use a scree plot which tends to underestimate the fac-
tors. Both were used in this study to ensure a stable
solution. To name the factors, we examined which
items or group of items “loaded” or were most highly
related to which factor. To ensure an optimal factor
solution, items with minimal participation (less than
3%) were excluded from factor analysis.

Then, site-adjusted multivariate regression analysis
was used to examine associations between job and de-
mographic characteristics, and the factors of unprofes-
sional behavior identified. Models controlled for gen-
der and familiarity with residents. Because sample
medians were used to define ‘“‘greater teaching”
(>10% FTE), we also performed a sensitivity analysis
using different cutoffs for teaching time (>20% FTE
and teaching tertiles). Likewise, we also used varying
definitions of “less clinical” time to ensure that any
statistically significant associations were robust across
varying definitions. All data were analyzed using
STATA 11.0 (Stata Corp, College Station, TX) and
statistical significance was defined as P < 0.05.

RESULTS
Seventy-seven of the 101 hospitalists (76.2%) at 3
sites completed the survey. While response rates var-
ied by site (site 1, 67%; site 2, 74%; site 3, 86%), the
differences were not statistically significant (x> = 2.9,
P = 0.24). Most hospitalists (79.2%) completed resi-
dency after 2000. Over half (57.1%) of participants
were male, and over half (61%) reported having
worked with their current hospitalist group from 1 to
4 years. Almost 60% (59.7%) reported being unfami-
liar with residents in the program. Over 40% of hos-
pitalists did not do any night work. Hospitalists were
largely clinical, one-quarter of hospitalists reported
working over 50% FTE, and the median was 80%
FTE. While 78% of hospitalists reported some teach-
ing time, median time on teaching service was low at
10% (Table 1).

Hospitalists perceived almost all behaviors as
“unprofessional” (“unprofessional” or ‘“‘somewhat

Unprofessional Behavior and Hospitalists | Reddy et al

TABLE 1. Demographics of Responders* (n = 77)

Total n (%)

Male (%) 44 (57.1)
Completed residency (%)

Between 1981 and 1990 2(26)

Between 1991 and 2000 14(18.2)

After 2000 61(79.2)
Medical school matriculation (%) (n = 76)

US medical school 59 (77.6)

International medical school 17(22.3)
Years spent with current hospitalist group (%)

<y 14(18.2)

1-4yr 47(61.0)

5-9yr 15(19.5)

>10yr 1(13)
Familarity with residents (%)"

Familiar 31(40.2)

Unfamiliar 46 (59.7)
No. of weeks per year spent on (median + IQR)

Hospitalist practice (n = 72) 26.0 [16.0-26.0]

Teaching services (n = 68) 4.0[1.0-8.0]
Weeks working nights™ (n = 71)

>2wk 16(22.5)

1-2 wk 24(33.)

0wk 31(437)
% Clinical time (median = IQR)* (n=173) 80 (50-99)
% Teaching time (median + IQR)* (n = 74) 10(1-20)
Any research time (%)* (n = 71) 22(31.0)
Any administrative time (%) (n = 72) 29 (40.3)
Completed fellowship (%)* 12(15.6)
Won teaching awards (%)* (n = 76) 21(21.6)
View a career in hospital medicine as (%)

Temporary 11(143)

Long term 47 (61.0)

Unsure 19(24.7)

Abbreviations: IQR, interquartile range.

*Site differences were observed for clinical practice characteristics, such as number of weeks of teaching
service, weeks working nights, clinical time, research time, completed fellowship, and won teaching
awards. Due to item nonresponse, number of respondents reporting is listed for each item.

¥ Familiarity with residents asked in lieu of whether hospitalist trained at the institution. Familiarity defined as
arating of 4 or 5 on Likert scale ranging from Very Unfamiliar (1) to Very Familiar (5), with Familiar (4) defined
further as knowing >50% of residents’ names.

unprofessional” on a 5-point Likert Scale). The only
behavior rated as “professional” with a mean of 4.25
(95% CI 4.01-4.49) was staying past shift limit to
complete a patient-care task that could have been
signed out. This behavior also had the highest level of
participation by hospitalists (81.7%). Hospitalists
were most ambivalent when rating professionalism of
attending an industry-sponsored dinner or social event
(mean 3.20, 95% CI 2.98-3.41) (Table 2).
Participation in egregious behaviors, such as falsify-
ing patient records (6.49%) and performing medical
or surgical procedures on a patient beyond self-per-
ceived level of skill (2.60%), was very low. The most
common behaviors rated as ‘unprofessional” that
hospitalists reported participating in were having non-
medical/personal conversations in patient corridors
(67.1%), ordering a routine test as ‘“‘urgent” to expe-
dite care (62.3%), and making fun of other physicians
to colleagues (40.3%). Forty percent of participants
reported disparaging the emergency room (ER) team
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TABLE 2. Perception of, and Observation and Participation in, Unprofessional Behaviors Among Hospitalists

(n=77)
Reported Perception Reported Reported
Behavior (Mean Likert score)* Participation (%) Observation (%)
Having nonmedical/personal conversations in patient corridors (eg, discussing evening plans) 2.55 (2.34-2.76) 67.1 80.3
Ordering a routine test as “urgent” to get it expedited 282 (2.58-3.06) 62.3 80.5
Making fun of other physicians to colleagues 56 (1.39-1.70) 40.3 67.5
Disparaging the ER team/outpatient doctor to others for findings later discovered on the floor (eg, after 201 (1.84-2.19) 395 67.1
the patient is admitted)
Signing out patients over the phone at the end of shift when sign-out could have been done in person 295 (2.74-3.16) 408 65.8
Texting or using smartphone during educational conferences (ie, noon lecture) 16 (1.95-2.36) 39.0 7.7
Discussing patient information in public spaces 149 (1.34-1.63) 3T 66.2
Making fun of other attendings to colleagues 62 (1.46-1.78) 351 61.0
Deferring family members' concerns about a change in the patient’s clinical course to the primary team 2 16 (1.91-2.40) 303 55.3
in orcler o avoid engaging in such a discussion
Making disparaging comments about a patient on rounds 42 (1.27-1.56) 298 67.5
Attending an industry (eg, pharmaceutical or equipment/device manufacturer)-sponsored dinner or social 3.20(2.98-341) 286 60.5
event
gnoring family member’s nonurgent questions about a cross-cover patient when you had time to answer 2.05(1.85-2.25) 26.3 487
Attesting to a resident’s note when not fully confident of the content of their documentation 165 (1.45-1.85) 234 325
Making fun of support staff to colleagues 45 (1.31-1.59) 221 579
Not correcting someone who mistakes a student for a physician 19(2.01-2.38) 208 35.1
“Celebrating” a blocked-admission 1 80 (1.61-2.00) 211 60.5
Making fun of residents to colleagues 53 (1.37-1.70) 182 442
Coming to work when you have a significant iliness (eg, influenza) 99 (1.79-2.1 9) 143 351
“Celebrating” a successful turf 1 71 (1.51-1.92) 17 39.0
Failing to notify the patient that a member of the team made, or is concerned that they made, an error 1.53(1.34-1.11) 104 2038
Transferring a patient, who could be cared for on one’s own service, to another service in order to 1.72 (1.52-1.91) 9.3 58.7
reduce one’s census (eg, “turfing”)
Refusing an admission which could be considered appropriate for your service (eg, “blocking”) 1,63 (1.44-1.82) 79 68.4
Falsifying patient records (ie, back-dating a note, copying forward unverified information, or documenting 1.22(1.10-1.34) 6.5 213
physical findings not personally obtained)
Making fun of students to colleagues 1.35 (1.19-1.51) 6.5 247
Failing to notify patient-safety or risk management that a member of the team made, or is concerned 1.64 (1.46-1.82) 52 132
that they made, an error
Introducing a student as a “doctor” to patients 1.96 (1.76-2.16) 39 2038
Signing-out a procedure or task, that could have been completed during a required shift or by the 1.48 (1.32-1.64) 39 48.1
primary team, in order to go home as early in the day as possible
Performing medical or surgical procedures on a patient beyond self-perceived level of skill 27(1.14-1.41) 2.6 78
Asking a student to obtain written consent from a patient or their proxy without supervision (eg, for blood 1.60 (1.42-1.78) 263 6.5
transfusion or minor procedures)
Encouraging a student to state that they are a doctor in order to expedite patient care 1.31(1.15-147) 2.6 6.5
Discharging a patient before they are ready to go home in order o reduce one’s census 1.18(1.07-1.29) 2.6 19.5
Reporting patient information (eg, labs, test results, exam results) as normal when uncertain of the true 1.29(1.16-1.41) 2.6 15.6
results
Asking a student to perform medical or surgical procedures which are perceived to be beyond their level 1.26 (1.12-1.40) 1.3 39
of skill
Asking a student to discuss, with patients, medical or surgical information which is perceived to be 1.41(1.26-1.56) 0.0 15.8

beyond their level of knowledge

Abbreviations: ER, emergency room. * Perception rated on Likert scale from 1 (unprofessional) to 5 (professional).

or primary care physician for findings later discovered,
signing out over the phone when it could have been
done in person, and texting or using smartphones dur-
ing educational conferences. In particular, participa-
tion in unprofessional behaviors related to trainees
was close to zero (eg, asking a student to discuss,
with patients, medical or surgical information which
is perceived to be beyond their level of knowledge).
The least common behaviors that hospitalists reported
participating in were discharging a patient before they
are ready to go home in order to reduce one’s census
(2.56%) and reporting patient information as normal

when uncertain of the true results (2.60%). Like pre-
vious studies of unprofessional behaviors, those that
reported participation were less likely to report the
behavior as unprofessional.®?

Observation of behaviors ranged from 4% to 80%.
In all cases, observation of the behavior was reported
at a higher level than participation. Correlation
between observation and participation was also
high, with the exception of a few behaviors that had
Zero or near zero participation rates (ie, reporting
patient information as normal when unsure of true
results.)
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TABLE 3. Results of Factor Analysis Displaying ltems
by Primary Loading
Factor 1: Making fun of others
Making fun of other physicians (0.78)
Making fun of attendings (0.77)
Making fun of residents (0.70)
Making disparaging comments about a patient on rounds (0.51)
Factor 2: Workload management
Celebrating a successful turf (0.81)
Celebrating a blocked-admission (0.65)
Coming to work sick (0.56)
Transferring  patient, who could be cared for on one’s own service, to another service
in order o reduce one’s census (g, “turfing.”) (0.51)
Disparaging the ER team/outpatient doctor to others for findings later discovered on the floor
(0.48)
Discharging a patient before they are ready to go home in order to reduce one’s census (0.43)
Factor 3: Learning environment
Not correcting someone who mistakes a student for a physician (0.72)
Texting or using smartphone during educational conferences (ie, noon lecture) (0.51)
Failing to notify patient-safety or risk management that a member of the team made, or
is concerned that they made, an error (0.45)
Having nonmedical/personal conversations in patient corridors (eg, discussing evening plans)
(0.43)
Factor 4: Time pressure
gnoring family member’s nonurgent questions about a cross-cover patient when you had the
time to answer (0.50)
Signing out patients over the phone at the end of shift when sign-out could have been done
in person (0.46)
Attesting to a resident’s note when not fully confident of the content of their documentation (0.44)

NOTE: ltems were categorized using factor analysis to the factor that they loaded most highly on. All items
shown loaded at 0.4 or above onto each factor. Four items were omitted due to loadings less than 0.4. One
item cross-loaded on multiple factors (deferring family questions). Abbreviations: ER, emergency room.

After performing factor analysis, 4 factors had
eigenvalues greater than 1 and were therefore retained
and extracted for further analysis. These 4 factors
accounted for 76% of the variance in responses
reported on the survey. By examining which items or
groups of items most strongly loaded on each factor,
the factors were named accordingly: factor 1 referred
to behaviors related to making fun of others, factor 2
referred to workload management, factor 3 referred
to behaviors related to the learning environment, and
factor 4 referred to behaviors related to time pressure
(Table 3).

Using site-adjusted multivariate regression, certain
hospitalist job characteristics were associated with cer-
tain patterns of participating in unprofessional behav-
ior (Table 4). Those with less clinical time (<50%
FTE) were more likely to participate in unprofessional
behaviors related to making fun of others (factor 1,
value = 0.94, 95% CI 0.32 to 1.56, P value <0.05).
Hospitalists who had any administrative time ( value
= 0.61, 95% CI 0.11-1.10, P value <0.05) were
more likely to report participation in behaviors related
to workload management. Hospitalists engaged in any
night work were more likely to report participation in
unprofessional behaviors related to time pressure (B
value = 0.67, 95% CI 0.17-1.17, P value <0.05).
Time devoted to teaching or research was not associ-
ated with greater participation in any of the domains
of unprofessional behavior surveyed.

Unprofessional Behavior and Hospitalists | Reddy et al

The only demographic characteristic that was signifi-
cantly associated with unprofessional behavior was
age. Specifically, those who were born after 1970
were more likely to participate in unprofessional
behaviors related to workload management (B value
= 0.87, 95% CI 0.07-1.67, P value <0.035). Site dif-
ferences were also present. Specifically, one site was
more likely to report participation in unprofessional
behaviors related to workload management (B value
site 1 = 1.01, 95% CI 0.15 to 1.86, P value <0.05),
while another site was less likely to report participa-
tion in behaviors related to the learning environment
(B value site 3 = —0.70, 95% CI —1.31 to —0.09, P
value <0.05). Gender and familiarity with residents
were not significant predictors of participation in
unprofessional behaviors. Results remained robust in
sensitivity analyses using different cutoffs of clinical
time and teaching time.

DISCUSSION

This multisite study adds to what is known about the
perceptions of, and participation in, unprofessional
behaviors among internal medicine hospitalists. Hos-
pitalists perceived almost all surveyed behaviors as
unprofessional. Participation in egregious and trainee-
related unprofessional behaviors was very low. Four
categories appeared to explain the variability in how
hospitalists reported participation in unprofessional
behaviors: making fun of others, workload manage-
ment, learning environment, and time pressure. Partic-
ipation in behaviors within these factors was associ-
ated with certain job characteristics, such as clinical
time, administrative time, and night work, as well as
age and site.

It is reassuring that participation in, and trainee-
related, unprofessional behaviors is very low, and it is
noteworthy that attending an industry-sponsored din-
ner is not considered unprofessional. This was surpris-
ing in the setting of increased external pressures
to report and ban such interactions.”® Perception
that attending such dinners is acceptable may reflect
a lag Dbetween current practice and national
recommendations.

It is important to explore why certain job character-
istics are associated with participation in unprofes-
sional behaviors. For example, those with less clinical
time were more likely to participate in making fun of
others. It may be the case that hospitalists with more
clinical time may make a larger effort to develop and
maintain positive relationships. Another possible ex-
planation is that hospitalists with less clinical time are
more easily influenced by those in the learning envi-
ronment who make fun of others, such as residents
who they are supervising for only a brief period.

For unprofessional behaviors related to workload
management, those who were younger, and those
with any administrative time, were more likely to par-
ticipate in behaviors such as “celebrating” a blocked-

An Official Publication of the Society of Hospital Medicine

Journal of Hospital Medicine Vol 7 | No7 | September 2012 547



Reddy etal | Unprofessional Behavior and Hospitalists

TABLE 4. Association Between Hospitalist Job and Demographic Characteristics and Factors of Unprofessional

Behavior
Model Making Fun of Others Learning Environment Workload Management Time Pressure
Predictor Beta [95% Cl] Beta [95% Cl] Beta [95% CI] Beta [95% CI]
Job characteristics
Less clinical® 094[0.32,1.56]" ~0.01[-0.66, 0.64] ~017[-0.84, 049] 039[-0.24, 1.01]
Administrative’ 0.30[~0.16, 0.76] 006 [~0.43, 0.54) 061[0.11, 110 026[-0.20,0.72)
Teaching? -0.01[-049, 0.48] -0.09[-0.60, 0.42] -0.12[-0.64, 0.40] 0.16[-0.33,0.65]
Research’ -0.30[-0.87,0.27] -0.38[-0.98,0.22] -0.37[-0.98,0.24] 0.13[-0.45,0.71]
Any nights’ ~0.08[-0.58, 0.42] 024[-0.28,0.77) 024[-0.29,0.76) 067 017,117
Demographic characteristics
Male 0.06[-0.42,0.53] 0.03[-0.47,0.53] -0.05[-0.56, 0.47] -0.40[-0.89, 0.08]
Younger! ~0.05[-0.79, 0.69] ~0.64[-142, 0.14] 087[0.07, 167 062[-0.13,137)
Unfarmiliar with residents ~0.32[-085,0.22] ~0.32[-0.89, 0.24] 0.13[-0.45,0.70) 047 0,08, 1.01)
Institution
Site 1 058[-0.22, 1.38] ~005[-0.89,0.79] 1.011[0.15, 1.86]* ~0.77[-157,004]
Site 3 -0.11[-0.68, 0.47] -0.70 [-1.31, -0.09]* 0.43[-0.20,1.05] 045[-0.13,1.04]
Constant 003099, 1.06] 0.94[-0.14, 2.07] ~123[-2.34, -0.13]* ~134[-2.39, ~031]F

NOTE: Table shows the results of 4 different multivariable linear regression models, which examine the association between various covariates (job characteristics, demographic characteristics, and site) and factors of participa-
tion in unprofessional behaviors (communication, patient safety, workload). Due to item nonresponse, n = 63 for all regression models. Abbreviations: Cl, confidence interval. “P < 0.05.  Less clinical was defined as less than
50% full-time equivalent (FTE) in a given year spent on clinical work. * Teaching was defined as greater than the median (10% FTE) spent on teaching. Results did not change when using tertiles of teaching effort, or a cutoff at
teaching greater than 20% FTE. * Administrative time, research time, and nights were defined as reporting any administrative time, research time, or night work, respectively (greater than 0% per year). | Younger was defined as

those born after 1970.

admission. Our prior work shows that behaviors
related to workload management are more widespread
in residency, and therefore younger hospitalists, who
are often recent residency graduates, may be more
prone to participating in these behaviors. While
unproven, it is possible that those with more adminis-
trative time may have competing priorities with their
administrative roles, which motivate them to more
actively manage their workload, leading them to par-
ticipate in workload management behaviors.

Hospitalists who did any night work were more
likely to participate in unprofessional behaviors
related to time pressure. This could reflect the high
workloads that night hospitalists may face and the
pressure they feel to wrap up work, resulting in a
hasty handoff (ie, over the phone) or to defer work
(ie, family questions). Site differences were also
observed for participation in behaviors related to the
learning environment, speaking to the importance of
institutional culture.

It is worth mentioning that hospitalists who were
teachers were not any less likely to report participat-
ing in certain behaviors. While 78% of hospitalists
reported some level of teaching, the median reported
percentage of teaching was 10% FTE. This level of
teaching likely reflects the diverse nature of work in
which hospitalists engage. While hospitalists spend
some time working with trainees, services that are not
staffed with residents (eg, ‘“uncovered” services) are
becoming increasingly common due to stricter resident
duty hour restrictions. This may explain why 60% of
hospitalists reported being unfamiliar with residents.
We also used a high bar for familiarity, which we
defined as knowing half of residents by name, and
served as a proxy for those who may have trained at
the institution where they currently work. In spite of

hospitalists reporting a low fraction of their total clin-
ical time devoted to resident services, a significant
fraction of resident services were staffed by hospital-
ists at all sites, making them a natural target for
interventions.

These results have implications for future work to
assess and improve professionalism in the hospital
learning environment. First, interventions to address
unprofessional behaviors should focus on behaviors
with the highest participation rates. Like our earlier
studies of residents, participation is high in certain
behaviors, such as misrepresenting a test as urgent, or
disparaging the ER or primary care physician (PCP)
for a missed finding.'>?° While blocking an admission
was common in our studies of residents, reported par-
ticipation among hospitalists was low. Similar to a
prior study of clinical year medical students at one of
our sites, 1 in 5 hospitalists reported not correcting
someone who mistakes a student for a physician,
highlighting the role that hospitalists may have in per-
petuating this behavior.® Additionally, addressing the
behaviors identified in this study, through novel cur-
ricular tools, may help to teach residents many of the
interpersonal and communication skills called for in
the 2011 ACGME Common Program Requirements.'"
The ACGME requirements also include the expecta-
tion that faculty model how to manage their time
before, during, and after clinical assignments, and rec-
ognize that transferring a patient to a rested provider
is best. Given that most hospitalists believe staying
past shift limit is professional, these requirements will
be difficult to adopt without widespread culture
change.

Moreover, interventions could be tailored to hospi-
talists with certain job characteristics. Interventions
may be educational or systems based. An example of
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the former is stressing the impact of the learning and
working environment on trainees, and an example of
the latter is streamlining the process in which ordered
tests are executed to result in a more timely comple-
tion of tests. This may result in fewer physicians mis-
representing a test as urgent in order to have the test
done in a timely manner. Additionally, hospitalists
with less clinical time could receive education on their
impact as a role model for trainees. Hospitalists who
are younger or with administrative commitments
could be trained on the importance of avoiding behav-
iors related to workload management, such as “block-
ing” or “turfing” patients. Lastly, given the site differ-
ences, critical examination of institutional culture and
policies is also important. With funding from the
American Board of Internal Medicine (ABIM) Foun-
dation, we are currently creating an educational inter-
vention, targeting those behaviors that were most fre-
quent among hospitalists and residents at our
institutions to promote dialogue and critical reflection,
with the hope of reducing the most prevalent behav-
iors encountered.

There are several limitations to this study. Despite
the anonymity of the survey, participants may have
inaccurately reported their participation in unprofes-
sional behaviors due to socially desirable response. In
addition, because we used factor analysis and multi-
variate regression models with a small sample size,
item nonresponse limited the sample for regression
analyses and raises the concern for response bias.
However, all significant associations remained so after
performing backwards stepwise elimination of covari-
ates that were P > 0.10 in models that were larger
(ranging from 65 to 69). Because we used self-report
and not direct observation of participation in unpro-
fessional behaviors, it is not possible to validate the
responses given. Future work could rely on the use of
360 degree evaluations or other methods to validate
responses given by self-report. It is also important to
consider assessing whether these behaviors are associ-
ated with actual patient outcomes, such as length of
stay or readmission. Some items may not always be
“unprofessional.” For example, texting during an edu-
cational conference might be to advance care, which
would not necessarily be unprofessional. The order in
which the questions were asked could have led to
bias. We asked about participation before perception
to try to limit bias reporting in participation. Chang-
ing the order of these questions would potentially
have resulted in under-reporting participation in
behaviors that one perceived to be unprofessional.
This study was conducted at 3 institutions located in
Chicago, limiting generalizability to institutions out-
side of this area. Only internal medicine hospitalists
were surveyed, which also limits generalizability to
other disciplines and specialties within internal medi-
cine. Lastly, it is important to highlight that hospital-
ists are not the sole teachers on inpatient services,

Unprofessional Behavior and Hospitalists | Reddy et al

since residents encounter a variety of faculty who
serve as teaching attendings. Future work should
expand to other centers and other specialties.

In conclusion, in this multi-institutional study of
hospitalists, participation in egregious behaviors was
low. Four factors or patterns underlie hospitalists’
reports of participation in unprofessional behavior:
making fun of others, learning environment, workload
management, and time pressure. Job characteristics
(clinical time, administrative time, night work), age,
and site were all associated with different patterns of
unprofessional behavior. Specifically, hospitalists with
less clinical time were more likely to make fun of
others. Hospitalists who were younger in age, as well
as those who had any administrative work, were more
likely to participate in behaviors related to workload
management. Hospitalists who work nights were
more likely to report behaviors related to time pres-
sure. Interventions to promote professionalism should
take institutional culture into account and should
focus on behaviors with the highest participation
rates. Efforts should also be made to address underly-
ing reasons for participation in these behaviors.
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