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Abstract 

Background: Operating room nurses are exposed to disruptive behaviors in different situations in 

operating room that affect them and their performance. 

Aim: The present study was performed with aim to explore the experiences of Iranian operating room 

nurses regarding disruptive behaviors in operating room settings. 

Method: This descriptive qualitative study was conducted in different university hospitals of Tehran. 

The data were collected by deep semi-structured interviews with 17 operating room nurses who were 

purposefully selected. Finally, the data were analyzed by the conventional content analysis approach. 

Results: In this study, four categories were extracted, including "activity in a poisonous atmosphere", 

"role negligence", "escape to a safety margin for adaptation", and "Indirect confrontation". The theme 

was "struggle in a limbo atmosphere caused by disruptive behaviors". 

Implications for Practice: Considering to the effect of disruptive behavior, it seems necessary to take 

training measures for improving "team-working" in operation room settings. Nursing managers can 

use the results of this research to determine patient care policies in the operating room in order to 

promote patient safety and improve the quality of care. It also seems necessary to design and 

implement a training program to evaluate its effect on changing disruptive behaviors. 
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Introduction 

Disruptive behaviors as a major problem in health care systems are more common among surgeons 

than other medical groups (1-3). The American Medical Institute defines disruptive behavior as any 

inappropriate behavior that leads to a perceived threat for victims or witnesses and violation of the 

criteria of reasonable and respectful behavior (4), as well as verbal or physical interactions that can 

cause negative effects on patient care (1). Also, disruptive behaviors refer to inappropriate actions or 

conflicts including misuse of verbal (insulting) or physical (beating) interactions, which can occur 

intentionally or merely due to no awareness about its outcomes (5) that can consequently disrupt team 

performance and collaborations (6,7). Disruptive behaviors are very common in operating rooms 

(ORs). In a study by Villafranca et al. (2019) (8) on 134 perioperative associations from seven 

countries, almost all of the respondents reported exposure to disruptive behavior in the past year. The 

overall prevalence rates of such behaviors had been reported at 98%, 97.9%, 96.7%, and 96.8% in 

Canada, United States, Brazil, and India, respectively. In the study of Kusy and Holloway (2014), 

77% of nurses reported abuse from physicians (9). Fast et al. (2020) similarly reported the prevalence 

rate of such behaviors by 96% in 23 perioperative associations from seven countries and indicated that 

almost 97% of individuals had not recounted all observed disruptive behaviors (10). Moreover, 

Hosseinpour-Dalenjan et al. 2017 also found the mean score of disrespect to nurses by physicians was 

higher  than other groups (11). Moreover, Rosenstein and O’Daniel (2005) had noticed that 86% of 

nurses had encountered such behaviors; in addition, physicians expressed that in half of their fellow 

workers had witnessed such behaviors (12). Besides, Garth et al. (2019) reported that the prevalence 

rate of unpleasant and uncivil behaviors with nurses by physicians was approximately 66% (13). 

Disruptive behaviors as a major problem in health care systems have numerous negative 

consequences on patient care affecting both patient and personnel safety (3,14,15), and increase 

workplace stress and work burnout (12). Responding to this stress also results in a range of behaviors 

and reactions such as fear, tension in ORs, poor teamwork, as well as hostile and unfriendly 

environments (6). Regarding to the importance and effects of disruptive behaviors, the United States-

based Joint commission in 2008 emphasized on identifying and determining the severity of such 

behaviors, which could seriously threaten patient safety (16), and also advised to alleviate or eliminate 

them. Health care provider organizations which don't pay attention to such behaviors may also 

endanger patient safety (17). World Health Organization about safe surgery says although surgeries 

are conducted with aim to improve patient health, major complications of surgical procedures have 

been thus far reported, so 3-16% of operations lead to permanent disability, and mortality are reported 

by 5-10% in developing countries (18). Therefore, such problems can be reduced by improving 

factors affecting safety, such as minimizing stressful factors and boosting team performance. 

Accordingly, preventing the dangers threatening patient requires attentiveness of all individuals 

involved in care delivery, considering patient's cognition, provision of equipment prior to surgery, and 

even early identification of hazards to patients which can be among the important functions of 

operating room nurses (ORNs) (19).   

Stressful factors such as disruptive behaviors by affecting cognitive mechanisms such as memory can 

interfere with effective performance (20). Therefore, early identification and follow-up of such 

behaviors has significantly negative effect on patient-related outcomes (21). Despite increasing 

evidence about unpleasant effects of such behaviors, many organizations still leave such difficult 

conditions behind in recognizing and tracking these issues effectively (22). Understanding how 

stressor-induced behavioral responses, such as disruptive behaviors of surgeons, may affect surgical 

procedures and OR team members, is essential to moderate unwanted surgical incidents and to 

improve safety (23). Thus, it is crucial to better identify the nature, causes, and effects of disruptive 

behaviors along with providing support for finding appropriate strategies to solve them in OR (22). 

Few studies have so far examined the emotional and behavioral responses to stressors such as 

disruptive behaviors, and interpersonal communications have been neglected even with efforts to 

improve patient safety, reduce damages, and improve the outcomes (20,24,25). In this regard, a 

quantitative study in Iran reported the prevalence rate of disruptive behaviors by 82%. ORNs had 

mentioned the effects of such behaviors on creating negative consequences (78%), threating patient 

safety (27%), and minimizing care quality (37%) (23). Also, in a survey among bariatric surgeons, it 

was found that surgeons with aggressive leadership style and power-seeking characteristics compared 

with those having humanistic styles had experienced a higher percentage of unwanted events and 

https://www.ncbi.nlm.nih.gov/pubmed/?term=Holloway%20EL%5BAuthor%5D&cauthor=true&cauthor_uid=24873126
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postoperative complications (26). 

Despite high exposure of nurses to disruptive behaviors by physicians (11), especially surgeons (27), 

and the necessity of accurate recognition of its effects (5), no study has been so far conducted with a 

qualitative approach to deep explore the effects of such behaviors from the perspective of Iranian 

ORNs. Given the cultural context and lack of precise information about disruptive behaviors in Iran, 

there are a number of questions such as what is the experience of ORNs regarding disruptive 

behaviors? What are the effects of disruptive behaviors on ORNs?  How ORNs perceive and react to 

or deal with such behaviors? On the other hand scrub and circulating nurses are key members of ORs; 

they can play diverse, multifaceted, and specialized roles in these environments and work in direct 

relationship with surgeons (28,29). Thus, obtaining their experiences about disruptive behaviors in a 

qualitative approach provides a context to profound cognition and a better understanding of effects, 

offering strategies and interventions to improve team relationships and teamwork outcomes. 

Therefore, the present study was performed with aim to explore the Iranian ORNs’ experiences about 

disruptive behaviors. 

 

Methods 

This descriptive qualitative study was conducted using the conventional analysis as a qualitative 

approach (30). Participants in this study were 17 ORNs working at different university hospitals in 

Tehran, Iran, from February to December 2019, who were purposefully selected. The inclusion 

criteria were ORNs with at least one year of work experience as a scrub or circulating nurses who had 

willingness to participate in the study. Data was collected through semi-structured interviews in a 

quiet and private setting such as an empty and safe room in the hospital or wherever the participants 

felt comfortable. Interviews continued with 17 participants until data saturation. On average, the 

interviews lasted 52 minutes. They started with a general question about experiencing or observing 

disruptive behaviors and then followed by probing questions wherever necessary. The nurses’ 

experiences and observations regarding destructive behaviors were emphasized during the interviews. 

An example of interview questions was "Have you ever encountered or witnessed disruptive 

behaviors by surgeons in ORs?" followed by exploratory questions such as "Please share your 

experience or observations about such behaviors. How did affect you? Please explain more about it. 

Please give an example" for more clarity and better understanding of the problem. After obtaining 

written consent from the participants, the interviews were recorded by a tape recorder and transcribed 

verbatim at the earliest opportunity. Data were analyzed by MAXQDA software (version 10). 

Conventional content analysis was used to analyze the data according to the steps which were 

developed by Graneheim and Lundman (2004). Firstly, the interviews were listened and then 

transcribed immediately and were read several times to create a general understanding of the whole 

interview. Then, semantic units were determined and initial codes were assigned to each unit in the 

form of open coding. After that, the initial codes were merged into more general and more abstract 

groups based on their similarities and differences. The final theme was abstracted as the latent 

meaning of the data based on the relationship between the categories (31). 

Four criteria were used to ensure the trustworthiness of the study. In this respect, credibility was met 

by long-term involvement and immersion with data through continuous reviews, frequent listening to 

interviews, spending enough time (11 months) to collect and analyze the data, and discussion in the 

research team. In order to obtain data dependability or consistency of the findings, the extracted codes 

and categories were provided to a number of ORNs as well as external observers such as qualitative 

research experts to confirm their correctness. Data conformability was achieved by using participants 

with maximum diversity (ORNs with different levels of education, work experiences, genders, work 

shifts, and different hospitals). Furthermore, data transferability was achieved by transcribing the 

interviews immediately after their completion as well as providing an accurate and rich description of 

ORNs’ experiences and citation of examples and quotations (32).  

 

Results 

The findings of the present study were obtained through interviews with a total number of 17 

female and male participants including ORNs working in various ORs with a mean age of 

36.6±9.78 years and mean work experience of 13±7.25 years in different shifts with levels of 

education from undergraduate to postgraduate. From 147 initial codes, 16 sub-categories and 3 
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categories including activity in a poisonous atmosphere, role negligence, and escape to a safety 

margin  for confrontation   and adaptation, and finally a theme entitled "struggle in a limbo 

atmosphere caused by disruptive behaviors" were extracted (Table 1). 

 

Table 1: Emergence of Sub-categories, Categories, and theme 

Sub-categories Categories Theme 

Bearing the burden of offensive and uncivil behaviors at work Activity in a 

poisonous 

atmosphere 

 

 

 

Struggle in an 

Limbo 

atmosphere 

caused by 

disruptive 

behaviors 

Neglecting nurses’ knowledge, experiences, and assistance  

Psychological and emotional pressures 

Deviated focus from patients to surgeon 

Role negligence 

Decreasing physical and mental performance 

Moral degradation  

Indifference and reduced commitment to duties 

Unfriendly behaviors and tension with colleagues 

Silence and reticence 

Escape to a 

safety margin 

for 

confrontation 

and adaptation 

Avoidance of disruptive situations 

Relying on moral values 

Attempts to develop capabilities (skills and spirit) 

Trying to get support from authorities and colleagues 

Attributing behaviors to external factors  

Punishment of surgeon 

Decreasing cooperation and no support from surgeon 

 

 

Activity in a Poisonous Atmosphere 

The category of "Activity in a poisonous atmosphere" included three concepts of "bearing the 

burden of offensive and uncivil behaviors at work", "neglecting nurses’ knowledge, experiences, 

and assistance", and "psychological and emotional pressures". This sub-category of bearing the 

burden of offensive and uncivil behaviors at work comprised of behaviors causing a sense of being 

humiliated, insulted, and blamed in front of others. These behaviors often contained the use of 

disrespectful words and body language to interact with nurses. In this regard, participant No.14 

stated: 

 "…We perform surgeries along with Dr. A for several hours. So, when there is not an instrument 

in the OR, we do not have it at all, he insults us with his look and says with a humiliating tone that 

… we are lazy … we do not help … we do not work … in this way, the work-related fatigue lasts 

for a long time." 

As well, participant No. 3 added: "…Once the nurse was looking for a special device at the 

beginning of the surgery, the residents were fixing the patient’s head on the Mayfield, but it 

suddenly fell down … the surgeon insulted and cursed the nurse why she was not in the room. 

Well, the circulating nurse leaves the room for some reason … Had not herself neglected it?"  

Neglecting nurses’ knowledge, experiences, and assistance was the second sub-category of activity 

in a poisonous atmosphere. The nurses complained about the sense of ignorance and indifference 

by surgeons regarding their knowledge, existence and skills, and considered it as a factor for 

discouragement and withdrawal. Nurses were also feeling upset since they had been educated for 

years and had acquired skills, but their knowledge and skills were usually ignored. They also 

complained about overemphasis of some physicians on the necessity of a distance between 

themselves and nurses and found it as a major factor of discouragement, work-related fatigue, and 

reluctance. For example, participant No. 16 said:  

 "…Something is bothering me … I think the only thing that may make work hard for me in my 

job is to devalue our work by some of residents and attending physicians. They fail to recognize 

our work and do not respect us. Let me say, when a part of body is bleeding and I am trying to 

help or even guide them, they say that they know about it very well." 

Participant No. 10 said: 
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 "…When the resident started to adjust the light with the handle of the sterilized surgical light 

lamp, the surgeon warned him that it was not their work, but it is the duty of the circulating nurse 

and said that they needed their shoulders for surgery, which made me and my fellow worker very 

upset. What would happen if the resident had adjusted the light, it means that we did not need our 

shoulders?" 

The third sub-category was psychological and emotional pressures, which included the sense of 

sadness, unhappiness, depression, anger, stigma, as well as humiliation and lack of motivation. 

Profound psychological wounds also referred to heavy emotional pressures caused by uncivil 

behaviors burdened on nurses for a long time, affecting their emotions and spirit and ultimately 

their performance. Regarding stigma as one of the senses of sub-categories of psychological 

pressures, participant No. 6 stated: 

 "…When a surgeon has a bad behavior with a nurse, this behavior also affects others, and they try 

to keep a distance with the nurse." 

Regarding the sense of sadness and frustration caused by disruptive behaviors, participant No. 11 

said: 

 "…The surgeon treated me very bad in front of others. Now, two months has passed, but I am still 

sad and upset ... he dishonors me. I tell myself (in tears) I wish I had never chosen this field."  

 

Role Negligence  
Role negligence comprised of the concepts of "deviated focus from patients to surgeon", "moral 

degradation", "Decreasing physical and mental performance", and "indifference and reduced 

commitment to duties", "unfriendly behaviors and tension with colleagues".  

Deviated focus from patients to surgeon was the first sub-category. Nurses had tried to appease the 

surgeons and pay more attention to their demands due to observing or confronting with disruptive 

behaviors, so an important part of their function had been lost due to deviated focus towards 

surgeon. Three components of this category included meeting surgeons’ expectations, trying to 

satisfy surgeons, and inducing fear from surgeons to novices. As an example, participant No. 5 

stated: 

 "…The patient felt cold because there was no covering since I am afraid of surgeons to come and 

tell why the patient is not ready… I inevitably used catheter hastily and did not pay attention to the 

patient's need." 
Decreasing physical and mental performance was the second sub-category which consisted of 

stress, increased error, slow performance, decreased concentration, and forgetfulness. Disruptive 

behaviors could cause high levels of stress in nurses and more severe behaviors could have a more 

significant effect on their performance. For example, nurses suffered high levels of anxiety and 

stress and consequently dysfunctions such as slowness or distraction occurred as surgeons had 

shouted, which could directly affect patient care. In this regard, one of the participants (No. 11) 

reported:  
 "…When the surgeon shouts or he is angry, I become more confused and make much more 

mistakes, in a way that the tools are at hand but I cannot find them … I feel stressed-out." 

Moral degradation or fading out the ethics involved issues such as decreasing honesty to surgeon 

and disregarding patients. Nurses experiencing disruptive behaviors sometimes take actions which 

are incompatible with ethical principles such as honesty and sacrifice; this is an effort to protect 

them against such behaviors.  

In this regard, participant No. 9 mentioned: 

"…I just remember that my fellow worker used an unsterile device because she was afraid to say 

the surgeon that it had not been sterilized." 

Indifference and reduced commitment to duties was the other sub–category of role negligence 

category. Disruptive behaviors through profound effects on nurses’ spirit had led to a sense of 

discouragement and consequently decreased sensitivity to some aspects of work and duties. It was 

an effort to protect them against the pressure of such behaviors. For example, participant No. 15 

said: 

"…I have seen that my colleagues didn't wash well the operating room. They clean and disinfect 

the OR very superficially and carelessly. When you are behaved badly and get humiliated every 

day, you hate your job, you do not care anymore, some personnel would say that they are not 
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worthy." 

As well, participant No. 8 said: 

"…It has never happened to me, but I have seen some personnel arguing or being exposed to bad 

behavior ...when they collect the instruments, they work careless and rough with equipment, with 

anger, ... you know that some implements are delicate, they break easily … some tools and 

equipment like lenses, shavers, craniotomies, and so on are also expensive."  

Unfriendly behaviors and tension with colleagues was the last sub-category of role negligence 

category. Following disruptive behaviors, nurses suffer from emotions such as sadness and anger 

and consequently demonstrate aggressive behaviors or misbehaviors towards their fellow workers 

and sometimes perpetrate violence against them. 

For example, participant No. 1 said: 

 "…As the surgeon talked to me badly, I rushed out of the OR and when my fellow coworker 

asked me something, I answered badly and aggressively." 
 

Escape to a Safety Margin for Confrontation and Adaptation 

As a category extracted in this study, escape to a safety margin for confrontation and adaptation 

was a strategy to keep inner peace, less exposed to insults, and find a way to reduce the incidence 

of disruptive behaviors and being in a safe and tolerable state. Disruptive behaviors lead to a 

variety of reactions by the personnel such as fights to maintain their status and position, prove 

power, change conditions, prove the importance of own role, and improve interactions.  

 This category consisted of eight sub-categories including: "silence and reticence", "avoidance of 

disruptive situations", "relying on moral values", "attempt to develop capacities (skills and spirit) 

", "trying to get support from authorities and colleagues", "attributing behaviors to external 

factors", "punishment of surgeon" and "decreasing cooperation and no support from surgeon". 

Silence and reticence was the first sub-category which emerged following disruptive behaviors. In 

this regard, participant No. 10 stated: 

 "…I help the surgeon in any way.  If they failed to notice something and I realized it, I would l ike 

to say what to do. Now I do not say anything, I have nothing to do with them anymore,  

I pass cautiously." 

Moreover, participant No. 3 reiterated: 

 "…When my fellow worker saw that the surgeon was doing the preps for the patient wrongly and 

warned him and then saw his behavior was bad, he said nothing more and did not go on and just 

said yes any way you know it." 

Avoidance of disruptive situations was the second sub-category. When observing or confronting 

disrespectful behaviors, the participants attempted to protect themselves by withdrawing from 

disruptive individuals to reduce the effects of such behaviors and to protect their dignity. They 

further demonstrated their discomfort and objections to disruptive behaviors and tried to withdraw 

from such situations. The participants even refused to participate in their surgeries. As an example, 

participant No. 7 stated:  

"…After that harsh and nasty behavior, I promised myself I would not cooperate in his surgeries 

anymore. I did not like to work with him any longer. I told the manager not to put me in this room, 

because the surgeon was so bad-tempered, I did not like to work with him because he had insulted 

me." 

Following disruptive behaviors by surgeons, the participants attempted to prevent their recurrence 

and to reduce their effects through "attempts to develop capabilities (i.e. skills and spirit) and 

trying to get support from authorities and fellow workers". They also prevented its negative effect 

on own emotions and performance through "attributing these behaviors to external factors" such as 

the surgeon's individual characteristic and "relying on moral values". 

Relying on moral values was the third sub-category. The participants had tried to rely on ethical 

values such as conscientiousness and consider patients as important member of their family to 

lower the negative effects of disruptive behaviors. For example, participant No.12 reiterated:  

 "…I always put the patients in the place of my darlings and say if I ignore them, someone else in 

another place will pay no heed to my mother. My conscience won't let me do that. 

Attempt to develop capabilities (skills and spirit) was the other sub-category. One of the reactions 

to minimize the incidence of disruptive behaviors was nurses’ efforts to improve capabilities and 
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self-confidence in themselves and their fellow workers and promote their profession. In this 

respect, one of the participants (No. 3) said:  

 "…I tried to read or to learn, for example, I increased my skills and broadened knowledge through 

watching surgical videos online." 

Participant No .9 also added: 

 "…When my fellow worker is behaved inappropriately, she loses her self-confidence ... she also 

fears to go into surgery room. I try to give her self-confidence, tell her what to do, for example, I 

talk to her constantly to get rid of her flaws ..." 

Trying to get support from authorities and colleagues was the other sub-category. Following 

disruptive behaviors, the personnel were seeking support for self-defense and changing situations 

by raising the problems with their supervisors, heads of ORs, or fellow workers. Accordingly, 

participant No. 17 mentioned: 

 "…After his behavior, I went to speak with the head nurse. I told that he had no right to behave 

me like this. He had no right to insult. Our head nurse said I would talk to him." 

Regarding the sub-category of attributing behavior to external factors, the nurses attributed 

disruptive behaviors to the difficulty of surgical procedures and surgeons’ behavioral 

characteristics, but not relevant to themselves or their performance. In this regard, participant No. 

14 stated:  

 "…Of course, their work is hard too ... it is close to the nerves, next to the arteries, working 

beside an important professor is really sensitive ... or he treats all in this way and I am not an 

exception. He is always in this mood ... everyone knows it." 

Punishment of surgeon is the other sub-category. Corrective behaviors were considered as one 

type of retaliation. With regard to expressing combative behaviors in order to punish disruptive 

surgeon, participant No. 2 said:  
"…Well, it makes me sad when he talked to me in that way, so I hung up the phone and told 

myself I would not answer his calls anymore and even talk to him as needed. Next time, when I 

did not answer his phone, he will realize why I had done so. He must apologize". 

In addition, according to participant No. 4:  

"…I was a circulating nurse. I did not give him good lens, laparoscopic lens, as he disrespected 

and devalued me. We had a good lens and it was up to me but I did not give it". 

 Decreasing cooperation and no support from surgeon was the final sub-category. Nurses can help 

surgeons by continues watchful, observing, monitoring, and managing potential threats, and can 

cause the patient safety, the desired process and outcome of the surgeries. However, following 

disruptive behaviors, the nurses had tended towards decreasing cooperation and supporting from 

the surgeon.  This mechanism was a way either to protect oneself or to show their objections. For 

example, participant No. 16 said:  

"…I was treated so badly; for example, when he wanted something, I tried to immediately find it 

in other rooms anyway, even if there was in shortage ... I would find it to help him do his job 

better, to do it faster ... but I do not do it now.  

Participant No. 4 also stated in this regard:  

"…When I was in the role of scrub nurse, I do whatever to help the surgeon. For example, I have 

tied the stitches for him so quickly and tried to help him do his work better or I tried to provide 

better exposure in the incision for better view for surgeon even without his request. But, when he 

does not respect and also doesn't appreciate my help, I do not help him anymore". 

As nurses had stated, working with good-tempered surgeons could provide a sense of calmness, 

assurance, and encouragement, and they would mostly devote time to patients and surgeons. In this 

regard, one of the participants (No. 13) stated: 

"…Whenever the surgeons respect us, we like to work with them. I try more to make everything 

ready. I do not see the patients. I see the surgeon. I am working with him. Clearly, how I treat a 

physician who respects us, values us, and thanks us at the end of a surgery is very different." . 
 

Discussion 

The purpose of the present study was to explore the experiences of Iranian operating room nurses 

regarding disruptive behaviors in operating room settings. The relationship between physician and 

nurse is of utmost importance to maintain care quality since these two groups are the largest ones at 
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hospitals and in health care centers. Disruptive behaviors in ORs often attributed to surgeons refer to 

any type of behavioral disorder which  negatively affects the patient-related outcomes (1,6). The 

findings of the present study led to creating better visions regarding disruptive behaviors and their 

effects on personnel emotions and performance and subsequently patient care. Generally, the nurses 

knew that disruptive behaviors had a negative effect on emotional, psychological, functional, team-

related, and interpersonal relationships as well as patient-related outcomes, which was consistent with 

the results reported by Chrouser and Partin (2019) who examined the effects of such behaviors 

through interview by medical students (6). 

The main theme of the present study was "struggle in a limbo atmosphere caused by disruptive 

behaviors", indicating the mental pressure tolerated by nurses and their efforts to reduce the incidence 

and negative effects of such frustrating and discouraging behaviors. The pressure resulted from such 

behaviors led to various emotions and performances by the participants that could mainly have 

undesirable effects on the quality of patient care. 
In the present study, disruptive behaviors by the surgeons were verbal and focused on aspects of 

insult, disrespect, blame, as well as an emphasis on the distance between physicians and nurses. 

Nevertheless, non-verbal behaviors such as throwing the tools were less common and physical 

conflicts were insignificant and had been expressed in two cases. These results were different from 

the findings reported by Chrouser and Partin (6). Moreover, there was no significant difference 

between male and female participants in the perception of such behaviors. However, the males 

showed more reactions including reciprocations, retaliations, and arguments in order to change the 

situations, which might be due to more adaptive features of women than men (33). 

Participant this study recognized "Activity in a poisonous atmosphere" as an important cause of 

disruptive behavior. The operating room by nature is a high-stress environment (34,35), this pressure 

will be even greater under disruptive behaviors. The results of the current study showed that nurses 

who were exposed to disruptive behaviors endured a lot of stress. The effects of such behaviors 

remain on their psyche for a long time. These pressures are felt during a long period of time with 

feeling of working in a toxic space. In this category, the participants stated that they work under 

excessive pressure of the disruptive behavior which has many negative physical and psychological 

effects. Responses related  to chronic stressors such as fatigue, fear, helplessness, anxiety, and worry 

as the negative impact of long time pressures with lack of support are the factors for burnout (36) . 

Regarding the subcategory of "decreasing physical and mental performance" in the category of "role 

negligence" in the present study, the surgeon disruptive behavior caused problems such as loss of 

concentration and memory impairment, increasing error, and lowering speed of performance. Riskin 

et al. (2019) (37) showed that incivility affects cognitive function by reducing recall of tasks and 

analytical skills which also impair the quality of performance.  

In the current study, the participants mentioned "Escape to a safety margin for confrontation and 

adaptation" as an important and most common effect of disruptive behaviors that included silence and 

avoidance of disruptive situations. This reaction is caused due to disruptive behaviors which is 

augmented by low support from the system and leads to moving towards the silence and trying self-

protection by lack of presence in the room of disruptive surgeon. However, in the study by Cochran 

and Elder (5), the most significant effect of such behaviors was avoidance from the disruptive actors. 
In the present study, reinforcing and relying on moral values was considered as the main adaptive 

mechanisms to mitigate the effects of disruptive behaviors. Adaptation to stay calm by reinforcing 

ethics and paying attention to the call of conscience in nurses and considering patients as important 

family members such as siblings or parents or working to please God to overcome negative effects 

caused by destructive behaviors and other discouraging interactions had not been so far reported in the 

related literature. 
The findings of the present study illustrated different effects of disruptive behaviors on ORNs and 

provided a relatively good vision to staff, managers, and surgeons and also highlighted the importance 

of preventing such behaviors. But, in the study by Cochran and Elder (5), interacting with fellow 

workers for finding support and warning others was used as a key strategy.  Most participants in the 

present study considered that disruptive behaviors could have negative effects on motivation and 

performance, and a few nurses regarded them as a factor to improve their skills and performance, such 

as more accurate provision of the requirements for surgeons and attempts to increase their knowledge 

to protect themselves, which was in agreement with the study by Chrouser and Partin (6). In the study 
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of Cochran and Elder (5), externalizing the behavior was also one of the main coping strategies used 

by participant. This means surgeon's behavior was not reflective of their own work performance.  

Regarding the sub-category of "decreasing cooperation and no support from the surgeon" in the 

present study, disruptive behaviors of the surgeon as the leader of the team reduces the sense of 

involvement in the OR team because of ignoring oneself as a team member. This concept was 

consistent with the study of Hosseinpour Dalenjan et al. (11) that reported similar results in nurses. 

They found that nurses’ work engagement was low due to incivility, especially the incivility of 

physicians. Engagement was defined as a positive, fulfilling, work-related state of mind that is 

characterized by vigor, dedication, and absorption. Dedication refers to being strongly involved in 

one's work and experiencing a sense of significance, enthusiasm, inspiration, pride, and challenge 

(38). 

Punishment of surgeon also was another sub-category that was less used by the participants in this 

study. Karatuna (39) noted that victims relied on confrontation strategies such as standing up or 

threatening to the bad actor. 

Individuals in ORs with difference in cultural backgrounds, levels of education, training, experiences, 

and teamwork, beliefs, values, and priorities work beside each other that can lead to work-related 

conflicts (40,41), which requires reinforcing communicative and adaptive skills, especially in young 

surgeons and nurses. Önler et al. (42) emphasized that while these relationships could improve as 

increasing work experience, each individual could behave and act based on an interpretation about 

reality. Therefore, it is a fundamental measure of comprehensive education to create an atmosphere of 

mutual respect and calmness for all groups involved in ORs. 
Excellent cooperation in ORs also requires eliminating authoritarianism and supporting personnel. 

Moreover, developing a culture of mutual support and respect allows for safer services (43). 

Identifying and monitoring disruptive behaviors are thus undeniable necessities. Although most 

participants believed that about 40-50% of the physicians had demonstrated such behaviors, and the 

profound effects of such events were indisputable because nurses’ feelings about team cohesion had 

not been caused by patient-related factors or surgeries, but by the mode of communications between 

members (28). So, the goal is not to eliminate hierarchy, but to increase support and give importance 

to all personnel. So that the hierarchy is adjusted and team participation becomes a value and criterion 

of action (43). It is essential to teach and create the culture of mutual respect (44) in environments 

such as ORs, where different groups from different ranks are working together. 
The results of the current study can help design the interventions to assist surgeons as team leaders in 

surgery to eradicate disruptive behaviors and to take actions to minimize the incidence of such 

behaviors by providing necessary support and training, and monitoring disruptive individuals to 

improve care quality. Nowadays, it has been proven that non-technical skills such as respectful 

communications are as effective as technical ones in the enhancement of care quality (45), therefore, 

having a good and cohesive team is the foundation of the success of surgeries, and communication 

disorders can seriously damage this important need. 

 

Implications for practice 

Considering to the effect of disruptive behavior, it seems necessary to take training measures for 

improving "team-working" in operation room settings. Nursing managers can use the results of this 

research to determine patient care policies in the operating room in order to promote patient safety 

and improve the quality of care. It also seems necessary to design and implement a training program 

to evaluate its effect on changing disruptive behaviors. 
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