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Abstract 

Background  The critical role that middle managers play in enacting organisational culture change designed 
to address unprofessional co-worker behaviours has gone largely unexplored. We aimed to explore middle managers’ 
perspectives on i) whether they speak up when they or their team members experience unprofessional behaviours 
(UBs); ii) how concerns are handled; iii) the outcomes; and iv) the role of a professional accountability culture change 
program (known as Ethos) in driving change.

Methods  Qualitative, constructivist approach. Five metropolitan hospitals in Australia which had implemented Ethos. 
Purposive sampling was used to invite middle-level managers from medicine, nursing, and non-clinical support ser-
vices. Semi-structured interviews conducted remotely. Inductive, reflexive thematic and descriptive thematic analyses 
undertaken using NVivo.

Results  Thirty interviews (approximately 60 min; August 2020 to May 2021): Nursing (n = 12), Support Services 
(n = 10), and Medical (n = 8) staff, working in public (n = 18) and private (n = 12) hospitals. One-third (n = 10) had a for-
mal role in Ethos.

All middle managers (hearers) had experienced the raising of UBs by their team (speakers). Themes representing 
reasons for ongoing UBs were: staying silent but active; history and hierarchy; and double-edged swords. The Ethos 
program was valued as a confidential, informal, non-punitive system but required improvements in profile and effec-
tiveness. Participants described four response stages: i) determining if reports were genuine; ii) taking action depend-
ing on the speaker’s preference, behaviour factors (type, frequency, impact), if the person was known/unknown; iii) 
exploring for additional information; and iv) addressing either indirectly (e.g., change rosters) or directly (e.g., become 
a speaker).

Conclusions  Addressing UBs requires an organisational-level approach beyond supporting staff to speak up, 
to include those hearing and addressing UBs. We propose a new hearer’s model that details middle managers’ 
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processes after a concern is raised, identifying where action can be taken to minimise avoidant behaviours to improve 
hospital culture, staff and patient safety.

Keywords  Unprofessional behaviours, Professionalism, Organizational Culture, Qualitative, Professional 
Accountability, Speaking up, Hospitals

Background
Unprofessional behaviours (UBs) in healthcare (e.g., 
rudeness, humiliation, bullying, harassment, assault) 
[1–3] are associated with profound and damaging nega-
tive consequences [3] for individuals, organisations and 
patients [3–6]. Calls to address UBs in healthcare set-
tings have long been reported [7, 8] yet they are a per-
sistent global problem [3, 9]. A 2018 systematic review 
of 22 papers from the United States, Canada, Europe, the 
United Kingdom and Australasia, examining bullying, 
undermining behaviour and harassment within surgical 
settings identified consistently high prevalence rates (25–
59%) [3]. A 2020 Australian survey revealed over 90% of 
5178 hospital staff had experienced UB in the preced-
ing year, with almost 40% reporting incivility or bullying 
behaviours on at least a weekly basis [9].

Improved care and staff outcomes are associated with 
positive organisational cultures which support staff to 
raise safety concerns, including UBs impacting the deliv-
ery of safe care [10]. As such, the importance of ena-
bling ‘speaking up’ climates has increased and initiatives 
such as the UK’s “Freedom to speak up” guardian pro-
gram [11], along with targeted staff training programs 
in ‘Speaking up’ are prominent [12–15]. These programs 
aim to address many of the recognised individual and 
contextual reasons why people do not speak up: fear of 
repercussions [16, 17], influence of hierarchy [18], per-
sonality [19] and the desire to maintain working relation-
ships [7, 16].

Organisation-wide approaches are recommended [1, 2], 
yet high quality evidence-based interventions to address 
UBs are limited [2, 14, 20], with inconsistent results about 
effectiveness [14]. Professional accountability programs 
are promoted as one organisational approach to reduce 
UBs and have demonstrated promising effects [1, 2, 21]. 
These programs consist of a tiered process beginning 
with non-punitive, informal feedback delivered by peer 
messengers to hospital staff to raise their awareness of 
the effects of their behaviour [1, 22, 23]. Drawing on ele-
ments of a program at the Vanderbilt University Medical 
Centre in the United States [1, 22, 23], St Vincent’s Health 
Australia designed and implemented a whole-of-hospital 
professional accountability and culture change program 
called Ethos [24, 25]. Ethos includes staff training to build 
capacity in recognising and speaking up about UBs, and 
an online messaging system that allows staff to submit 

messages related to co-workers’ UBs. Submissions are 
assigned to peer messengers who then provide feed-
back to the subject of the submission during an informal 
conversation. The aim of Ethos is to increase awareness, 
provide opportunities for reflection and action prior to 
concerning behaviours potentially escalating, as well as 
facilitating the identification and recognition of positive 
staff behaviours. Since 2017, Ethos has been implemented 
in eight hospitals across three Australian states.

While senior organisational champions of such pro-
grams are crucial in supporting change, middle managers 
are tasked with enacting and supporting the program at 
an operational level. Little previous investigation of mid-
dle managers’ experiences with reporting and responding 
to reports about UBs has been undertaken. With an on-
the-ground managerial function, middle managers are 
usually the first line responders for reports about UBs by 
staff that they supervise [26]. They are therefore able to 
provide insights about how to improve the reporting of 
and response to UBs.

Current study aims
Within the context of a professional accountability pro-
gram designed to reduce UBs [24], we interviewed mid-
dle managers about their experiences in dealing with 
UBs. We aimed to investigate hospital middle managers’ 
perspectives about:

i)	 whether they speak up to either more senior staff or 
to people committing UBs when they or their team 
members experience UBs;

ii)	 how they handle raised concerns;
iii)	the outcomes of speaking up to those committing or 

reporting UBs; and
iv)	the role and value of a professional accountability 

culture change program (known as Ethos) in address-
ing UBs.

Methods
Design and setting
This study was part of a larger, comprehensive mixed-
methods evaluation of the Ethos  program. We used a 
multi-site qualitative descriptive design, conducted in 
public and private hospital settings from St Vincent’s 
Health Australia based in two states. In Australia, there 
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are both public (taxation-funded, government regu-
lated) and private (two thirds privately funded with one 
third government funding) hospitals [27]. The Human 
Research Ethics Committee of St Vincent’s Hospital 
Melbourne approved the multisite study (HREC/17/
SVHM/237). The study is presented in line with the 
COREQ guidelines [28].

Intervention description
Details on the development, implementation and early 
results of the Ethos  program have been reported else-
where [21, 24, 25]. Ethos is a peer-led, early interven-
tion professional accountability program available to 
all hospital staff (clinical and non-clinical). It targets 
behaviours requiring informal or low-level interven-
tion (e.g., intimidating behaviour, derogatory remarks 
or jokes), and as such, augments, not replaces, exist-
ing disciplinary processes (e.g., serious complaints are 
referred to Human Resources; HR). Ethoshas three arms: 
i) an all-staff capability building and training module for 
safe behaviour which includes training on how to ‘speak 
up’, ii) an anonymous online messaging system acces-
sible to all staff to report both unprofessional and posi-
tive behaviours, and iii) a tiered accountability pathway 
where messages are triaged and allocated to trained peer 
messengers (to deliver ‘messages of reflection’ regarding 
unprofessional/negative behaviours) or to line managers 
(to deliver ‘messages of recognition’ regarding positive 
behaviours). Reflection messages are triaged and peer 
messengers have informal, confidential conversations 
with the subjects of submissions to increase awareness 
of their behaviours, and to encourage reflection, with no 
formal punitive consequences. Only when behaviours are 
persistent or identified as extreme (e.g., physical or sexual 
assault) are formal disciplinary processes commenced 
[24].

Participant sampling and recruitment
Participating hospitals (n = 5) were all academic/teaching 
hospitals, with 22,605 to 62,998 annual admissions, 217 
to 797 inpatient beds, and medical staff (e.g., physicians, 
surgeons) mostly employed as independent contractors 
and non-medical (e.g., nursing, allied health, support 
staff) staff directly employed by the hospital. All hospitals 
had implemented Ethos in the previous two years.

We used purposive sampling to invite middle man-
agers from three public and two private hospitals. The 
Director of Nursing, Director of Medicine, Director of 
Acute Care Services and/or Director of Operations at 
each site were provided with a summary of the project, 
and were asked to nominate potential middle manag-
ers who met the inclusion criteria, including those who 

had a formal role within Ethos (e.g., peer messenger, 
member of Triage team), and those who did not. Inclu-
sion criteria were medical, nursing or support services 
staff (e.g., those who worked within cleaning, food or 
other hospital non-clinical services) and who were:

1)	 middle managers who directly supervised staff (e.g., 
Nursing Unit Manager, Program manager, registrar, 
medical supervisor, support team manager); and

2)	 willing to participate in an individual interview con-
ducted in English, focusing on UBs in their work 
area.

A researcher (EM) with no prior relationship with 
eligible personnel, emailed nominated middle manag-
ers an invitation to participate in interviews, providing 
a project summary and Participant Information Sheet. 
Those interested could make an interview appoint-
ment with the interviewer that suited them (implied 
consent) and active, verbal consent was sought at the 
commencement of each interview. Participation was 
voluntary, confidential, with no remuneration.

Data collection procedures
One researcher, who was independent from the design, 
development and implementation of the project and 
the Ethos program, and not involved or affiliated with 
any of the hospitals (KB; female, PhD, Psychology, 
experienced qualitative health services researcher) con-
ducted individual interviews remotely (using an on-
line video platform) using a semi-structured interview 
schedule. The interview schedule (Figure S1) consisted 
of open-ended questions with prompts that covered 
four key areas reflecting the study aim: i) describ-
ing UBs within the organisation, ii) raising concerns 
by team members or themselves about UBs, iii) their 
responding to UBs, and iv) views on Ethos. Each sec-
tion had a number of prompts to explore how UBs were 
addressed in each participant’s work team or area (e.g., 
ward, theatre, kitchen, etc.). The schedule was reviewed 
by the researchers and piloted on two individuals with 
clinical backgrounds but not involved in any of the 
hospitals or participating organisations. No amend-
ments were made. To encourage speaking freely in each 
interview, the interviewer advised participants of their 
independence from both the hospital and Ethos, that all 
names and identifying details would be removed, and 
that they could review and edit their transcript prior to 
analysis. Interviews were recorded, professionally tran-
scribed and transcripts were de-identified for analysis. 
Researcher field notes were taken throughout inter-
viewing and analysis. There were no repeat interviews.
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Data analysis procedures
With a constructivist lens [29], analysis was undertaken 
inductively, following established procedures for reflex-
ive thematic analysis [30]. First, one researcher (KB) 
undertook familiarisation with the data through itera-
tive review of all transcripts (phase 1), conducted initial 
semantic coding from text analysis (phase 2), grouped 
and organised related codes (phase 3) and then identi-
fied and refined categories and sub-categories (phase 
4). Key themes and sub-themes were identified (latent 
coding) and named (phase 5) with final themes and 
sub-themes endorsed by all authors (phase 6). Through-
out analysis, interim results were reviewed, probed and 
discussed with EM (female, PhD, Nursing, experienced 
qualitative researcher), and presented to the wider 
research and investigator team for review and discus-
sion. Interview data were compared and contrasted 
between professional groups, the public and private 
hospital sites, and between those who did and did not 
have a formal role in Ethos. A descriptive thematic 
analysis was undertaken to summarise managers’ pro-
cesses and barriers and facilitators to using Ethos [31].

Analyses were initially undertaken with NVivo (v12) 
[32], with themes and sub-themes for phases 4–6 iden-
tified and finalised using a virtual whiteboard (www.​
ideaf​lip.​com). Verbatim quotes corrected for grammar 
from each discipline illustrate themes/sub-themes.

Results
Participants
Thirty interviews of approximately 60  min duration 
were conducted between 13 August 2020 and 11 May 
2021 (Table  1). There were 23 female and 7 male par-
ticipants with management role experience ranging 
from less than 1  year to 14  years (Mean = 4.3  years, 
SD = 3.4). Ten participants had a formal Ethos role (e.g., 
Ethos messenger, triage team member). Six participants 
reviewed their transcript (three edited content).

Reporting and addressing unprofessional behaviour
Participants spoke of UBs they had experienced, wit-
nessed or had been reported to them. Appendices sum-
marise the types of UBs described (Table S1), between 
which staff groups (Table S2) and their impact (Table 
S3). Three key themes (‘staying silent but active’, ‘his-
tory and hierarchy’ and ‘double-edged swords’) with 
sub-themes (underlined in text) were identified which 
encapsulate factors relevant to people reporting and 
addressing UBs. Illustrative quotes by discipline are 
presented in Table 2.

Staying silent but active
Middle managers who had experienced or were aware of 
incidents of UBs undertook additional cognitive, emo-
tional or behavioural work to avoid having to address 
individuals committing UBs and to ensure optimal out-
comes either for themselves (avoiding repercussions), 
others, or patients (availability of clinician to continue 
working).

Participants across all groups noted some individuals 
who experience UBs stay silent but active; that is, con-
cerns are not raised but they engage in other cognitive, 
emotional or physical behaviours instead. They remain 
silent for protection of self against the perceived per-
sonal repercussions of speaking up. Actual or potential 
negative outcomes included: becoming known as a trou-
blemaker which could influence acceptance to a clini-
cal program (medicine); not being allocated to a desired 
surgical list (nursing); or losing a preferred shift day/time 
(support services). For some, the unprofessional behav-
iour was justified or excused due to the stressful environ-
ment (i.e., not the fault of the individual committing the 
unprofessional behaviour), the patient case involved (i.e., 
dangerous case and person committing unprofessional 
behaviour really cares about patient), the personality (i.e., 
cannot be changed) or contribution to the hospital (e.g., 
surgeons attract money) was accorded more importance 
than the individual subjected to unprofessional behav-
iour (e.g., nurse being yelled at by surgeon). Emotional 
reframing occurred with participant 008 interpreting the 
unprofessional behaviour of a known repeat offender as 
demonstrative of caring for their patients and said “I love 
him”. Another described a doctor who did not gown or 
glove for a patient during the COVID-19 pandemic as 
“they’re naughty” rather than someone behaving unpro-
fessionally (Participant 001). Some participants imple-
mented workarounds to enable care to continue without 
having to directly address the UBs (e.g., schedules rear-
ranged ensuring individual committing the unprofes-
sional behaviour and recipient/s were not working 
together).

Table 1  Participants by discipline and location, and formal 
involvement in the Ethos program

Note: ^Formal Ethos roles included member of Ethos messaging Triage team, 
Peer messenger, or champion of Ethos

Department Total Location Formal 
Ethos 
role^Sydney Melbourne

Nursing 12 9 3 4

Support 10 7 3 4

Medical 8 4 4 2

Sub-Total 30 20 10 10

http://www.ideaflip.com
http://www.ideaflip.com
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History of Inaction and hierarchy
The theme history and hierarchy of UBs captures the 
iterative process of individual, personal experiences and 
workplace, organisational culture. Many participants 
referred to the influence of personal experiences and how 
the organisation’s approach to addressing UB contrib-
uted to their perception of workplace culture, particu-
larly in relation to the acceptance of UBs. For some, there 
were references to a personal history of speaking up or 
reporting UBs with no further action taken. There were 
also examples of participants being aware of ongoing 
UBs by known repeat offenders, even after reports had 
been made. Over time, this lack of action led to percep-
tions of a workplace culture that certain behaviours by 
certain people (known offenders) were accepted. Many 
participants also spoke of the role of hierarchy in inhibit-
ing speaking up or addressing UBs. For most, the person 
committing UBs was more senior, held more power or 
expertise and as such, any UB committed was less likely 
to be reported or addressed. Inaction for these experi-
ences also contributed to a workplace culture whereby 
UBs were accepted if committed by certain people. 
Where there were established personal or professional 
relationships, these could limit the ability to directly 
address UBs. When using the Ethos reporting system, 
participants had mixed opinions whether there had been 
improvements in behaviour. Some middle managers 
reported that Ethos alerted them to ongoing situations 
that would otherwise have remained hidden.

Double‑edged swords
Factors involved in experiencing or addressing UBs had 
both positive and negative consequences: double-edged 
swords. Participants described circumstances where one 
person makes a big difference (could be a positive or neg-
ative impact) to an individual’s experience of UBs. Hav-
ing a person to discuss a concern was of great importance 
(either team members approaching middle managers or 
middle managers in turn approaching someone), dilut-
ing the negative impact of experiencing UBs. All partici-
pants indicated that they had someone with whom they 
could debrief, and that they worked at ensuring they were 
approachable to members of their team. However, indi-
viduals committing even a single, isolated unprofessional 
behaviour could have a significant and potentially long-
term negative impact on a recipient.

Middle managers being approachable for team mem-
bers to raise issues related to UBs led to emotional man-
agement being re-allocated from one person to another. 
Managers accepted an additional burden in managing the 
emotional impact for the recipient, and also the impact 
on themselves. Some participants noted that individu-
als experiencing UBs wanted to vent and to be heard but 

wanted no action to be taken. However, this led to par-
ticipants having to care for upset team members while 
ensuring patient care. Participants carried the stories and 
experiences of others, and in some cases with no outlet 
or prospect for change. Similar comments were raised 
by Ethos messengers, as they knew something about staff 
in their workplace that they would normally not know. 
Managers enjoyed delivering positive Ethos reports (mes-
sages of recognition) which were well received. Some 
suggested these be provided in the form of a certificate 
or be incorporated into organisational procedures (e.g., 
included in personnel file).

Most participants noted a preference for directly 
addressing the person who committed UBs witnessed or 
reported to them in their role as a manager (outside of 
any role as an Ethos peer messenger), but doing so took a 
cognitive, emotional and physical toll. Addressing behav-
iour required consideration of timing and content of con-
versations, drawing on personal strength and confidence. 
At times, this included dealing with responses from the 
individual who had committed UBs whose response 
could also be unprofessional (e.g., sarcastic, angry, 
aggressive) or the repetition of some offenders. Many 
participants who were also Ethos peer messengers men-
tioned the benefits of receiving Ethos messenger training 
in how to conduct difficult conversations with others in 
the workplace, proving useful in their managerial role 
by providing phrases and strategies when dealing with 
their own team members. Participants indicated that 
they would only hesitate in addressing UBs directly with 
the person committing the behaviours if recipients had 
requested it not be addressed, or if patient safety was an 
immediate priority (e.g., managers witnessing UBs would 
ensure clinical care for patients was completed prior to 
speaking with the staff member exhibiting UBs).

Often when discussing how to address UBs, partici-
pants noted the importance of a confidential and anony-
mous system/process for reporting UBs. However, this 
was also viewed as a negative, as once Ethos messages 
are submitted to the online system, those reporting are 
not provided with any follow up information (e.g., if the 
behaviour was being addressed, if the individual commit-
ting the unprofessional behaviour had been spoken to or 
had committed to changing their behaviour).

Group differences within themes
There were no discernible differences by geographic loca-
tion or public/private hospitals.

Non-clinical support services participants referred to 
documented policies and processes to deal with reports 
of UBs, while medical and nursing groups provided 
examples of emotional reframing. Nursing and support 
services’ middle managers referred to work arounds, 
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while medical middle managers did not. All groups 
generally followed the same processes of assessing and 
addressing UBs (see next section). There were also no 
group differences in perceptions of the Ethos online mes-
saging system. It was identified as having value: a system 
beneficial to those without the confidence to speak up 
directly; a structure and process to follow with non-puni-
tive outcomes; and line managers of those reported as 
committing UBs did not have to be involved in address-
ing unprofessional reports (as messages were conveyed 
by trained peer-messengers). However, some were not 
sure if the reporting system was still available, or could 
not recall how to access or use it. Further barriers and 
facilitators of the Ethos program are outlined in Table 3.

Stages undertaken by middle managers hearing about UBs 
(aims ii and iii): A model of how hearer’s approach UB 
reports
The themes presented above are influential in reporting 
or addressing UBs. The following describes the stages 
undertaken by managers when staff members report UBs 
(speakers) to them (hearers). When considering if and 
how to address UBs, the four stages of hearers’ processes 
(Fig. 1) are:

Stage 1)	 GENUINE REPORT—determining 
whether a concern is genuine or not. While some 
middle managers indicated that concerns are not 
raised unless they were genuine (therefore all con-
cerns raised are genuine and require consideration 
of actions to address the concern), others acknowl-
edged that some staff merely want to vent or debrief 
about a situation that may or may not reflect an 
unprofessional behaviour or may not be a genuine 
concern, and therefore not have any specific action 

subsequently taken. Middle managers indicated they 
determined if content of discussion was of genuine 
concern based on the details provided, factors such 
as their experience, their personal judgement and 
speaking with others.

Stage 2)	 ACTION DEPENDS – even if identified 
as genuine, taking action depended on a range of fac-
tors, including: the recipient’s wishes or preference, 
the type and extent of behaviour, the frequency of 
behaviour, the impact of behaviour, and if the indi-
vidual committing the unprofessional behaviour has 
a known history of UBs;

Stage 3)	 EXPLORATION TAKEN—depending 
on factors in stages 1 and 2, the manager may take 
initial action and seek additional information by 
informally speaking to others involved, individually 
or together, speak to others in the area and/or refer 
to formal policies and processes. They may also seek 
input from peers or their managers to assist with 
understanding the situation and options for address-
ing; and

Stage 4)	 ADDRESS UBs—depending on the 
combination of factors in stages 1, 2 and 3, manag-
ers may take no further action (e.g., if not genuine, 
if recipient requests), address indirectly (e.g., advis-
ing staff member raising concern to focus on the 
job or avoid co-worker committing UBs, recruiting 
differently, changing roster, etc.) or address directly 
(e.g., encourage or support person raising concern 
to address UBs themselves or the hearer addresses, 
either direct with person committing UBs or involv-
ing their senior/Department Head or to work within 
organisational systems such as via the Ethos Program 
or HR).

Table 3  Facilitators and Barriers to using the Ethos Program

Theme Facilitators Barriers

Individual Anonymous Concerned they are identifiable

System for those not confident speaking up directly Sometimes do not know required details (e.g., name of perpetrator)

Others can submit messages Low awareness of how it works

Removes work for the manager Prefer to speak directly to perpetrator

System Removes power imbalance Technology / intra-net based, forget how to access, password

Provides structure and processes No right of reply, one-sided

Informal, non-punitive Don’t know if action is taken or not

Peer, not colleague or junior, provides feedback Mocked, used as a threat

Effectiveness Identified hidden issues for managers Behaviour has not improved

Perpetrators not realising impact until received message, 
behaviour improved

Outcome not guaranteed

Training in how to conduct difficult conversations Management behaviour, not unprofessional behaviour

Positive messages have a strong positive impact on recipients -
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Discussion
Reducing UBs in healthcare settings is of global interest 
[3]. Our results indicate that despite long-held aware-
ness of their detrimental impacts, UBs continue to occur 
in contemporary healthcare settings, among clinical and 
non-clinical personnel. While some middle managers 
noted improvements in how UBs were being addressed in 
their workplace (e.g., support from senior management, 
policy rules in place), further opportunities were identi-
fied, placing middle managers hearing UBs as pivotal to 
addressing them.

Supporting speaking up necessary but insufficient 
for directly addressing UBs
Middle managers indicated they would generally not hes-
itate in addressing UBs if a team member reported it or 
if they experienced it themselves. However, in addition 
to directly addressing (e.g., with person exhibiting UBs 
or reporting system or via HR), responses included tak-
ing no action (e.g., at recipient/speaker’s request, debrief 
only), delaying action (e.g., when patient care was priori-
tised), and addressing indirectly (e.g., change in roster or 
recruitment). Decisions not to address UBs highlighted 
the influence of hierarchy (e.g., more senior personnel 
committing UB), financial contribution (e.g., surgeons 
bring in money) or clinical expertise (e.g., specialist skills 
and knowledge) [33] illustrating recipients’ perceived 
lower power [34]. Confidential systems like Ethoscan 

provide avenues to raise concerns anonymously and 
informally [35], with third parties (Ethos Triage Team) 
reviewing submissions and identifying ongoing patterns.

Some managers justified, excused or positively inter-
preted those committing UBs to perceive them favoura-
bly (cf., Stockholm Syndrome) [36], precluding managers 
from having to directly address them. A previous study 
found that despite attending physicians’ claims that they 
would speak up in the face of UBs, in 160 h of observa-
tions, no direct conversations were witnessed, and non-
verbal or indirect verbal responses were not detected 
by intended recipients [7]. Concepts such as the ‘deaf 
effect’ (i.e., not hearing raised concerns/complaints) [37], 
‘hearer courage’ [38] or different management styles [39] 
suggest hearers’ responses vary [39], impacting if UBs 
are addressed. Middle managers may believe they are 
identifying, acting on or addressing UBs, but those who 
experience unprofessional behaviour may have different 
views. If speaking up is encouraged but direct action is 
not taken, speaking up culture is not maintained [40].

With a focus on speaking up, individuals experiencing 
UBs shoulder the initial responsibility of addressing UBs; 
that is, they need to raise the concern, even where indi-
viduals known for persistent UBs are already identified. 
Managers have additional workloads involving cognitive, 
emotional or behavioural actions in comforting upset 
team members, planning or strategising approaches to 
consider and implement, through to managing their own 

Fig. 1  Hearer’s model outlining processes middle-level managers go through when hearing and addressing unprofessional behaviours
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responses. While mandatory reporting guidelines cover 
serious UBs [41], for other UBs some participants had 
not received any training to address reports of UBs.

Promisingly, some participants reported positive out-
comes from submitting Ethos reports, including improve-
ments in an individual’s behaviour, and awareness of 
hidden UBs. Others, however, indicated no changes in 
UBs or were unsure if any action had been taken (either 
by HR or the Ethosteam, as relevant). Lack of feedback 
has previously been reported as a barrier to patient safety 
incident reporting [42]. Feedback could include reporting 
actions back to individuals submitting concerns or com-
municating the online messaging system metrics (e.g., 
submission numbers) to normalise and encourage its use. 
Providing positive feedback within programs (as with 
Ethos) is also an important element supporting improve-
ments in organisational culture and outcomes[43, 44].

What happens after speaking up? A model of hearers’ 
responses
Previous models have focused on those experienc-
ing UBs; that is, speakers’ processes (e.g., voice, silence, 
voiceable concern) [45, 46]. There is a dearth of litera-
ture on what hearers do when witnesses or targets of UBs 
raise concerns (i.e., speakers). Our work provides a four-
stage model (Fig.  1) specifically detailing the sequence 
of hearers’ actions when UBs are raised. Similar to the 
first two stages of our hearer’s model (Stage 1: Genuine 
Report?, Stage 2: Action Depends), previous work exam-
ining acts of wrongdoing [37] (or UBs in our context) 
identified six intrinsic dimensions are used to assess the 
behaviour: i) whether the determination is subjective or 
objective, ii) whether it is based on values or facts, iii) 
frequency of behaviour, iv) was it intentional or not, v) is 
there a public interest dimension, and vi) if the recipient 
of the behaviour is vulnerable. Our participants reported 
using similar assessments when determining if a concern 
is genuine (e.g., subjective or objective, values or facts) 
and referenced unprofessional behaviour frequency as a 
motivator for action. Mannion and colleagues [47] sug-
gest that the public interest criterion is always met for 
UBs in healthcare settings, and patients are considered 
vulnerable. Staff may also be considered vulnerable, given 
reasons provided for not speaking up (e.g., fear of reper-
cussions) [16, 17]. Notably, these factors could apply to 
both parties: the witness or target raising the concern 
(speaker) and then the hearer to address. For example, 
the speaker literature [35] includes the informal explora-
tory processes such as sense-checking or fact finding 
undertaken by those with a potential concern. Similarly, 
our managers reported an exploration phase.

The model we present extends approaches with 
Stage 3: Initial Exploration, and in Stage 4: Addressing 

UBs distinguishing between two approaches middle 
managers undertake: indirectly or directly address-
ing reports about unprofessional behaviour. Prior 
research suggests that indirect or avoidant approaches 
are not successful strategies [48, 49], and yet were 
often reported by our participants. Our model iden-
tifies specific skills and actions to target in training 
and systems to support hearers of UBs. In turn, while 
the person receiving the information about UBs is 
a hearer, they may need to become a speaker for the 
behaviour to be addressed; Mannion et  al. refer to 
this as recursive action [47]. Following the experi-
ences of those involved in reported UB events is war-
ranted to explore if and how individuals move between 
the hearer and speaker roles. Future research could 
explore the impact (e.g., emotional, cognitive, etc.) 
on middle managers’ hearing and potentially address-
ing UBs. We provide other specific recommendations 
(Table 4), based on our results, for improving how UBs 
are addressed in healthcare settings for the benefit of 
patient and staff safety [37].

Limitations
All sites were teaching hospitals and participants were 
mostly female (reflecting the healthcare workforce), 
did not include representatives from all professional 
groups, and potential participants were identified by 
senior management. Participants did not raise severe 
examples of UBs (e.g., sexual assault)[9], however 
Ethosis not designed to address severe behaviours 
and may have precluded participants raising such 
behaviours. Importantly, our model is based on mid-
dle management perspectives as hearers, and does not 
incorporate the perspectives of those reporting UBs 
(speakers). Future research is required to evaluate the 
model’s applicability by those speaking up. The study 
was conducted during the COVID-19 pandemic exac-
erbating recruitment difficulties. However, COVID 
was not a primary source for UBs in this study’s set-
tings[50]. Finally, we did not include all hospitals 
using the Ethos program, which had been established 
for varying periods across the participating hospitals 
(2–3 years).

Conclusion
Our work presents the first model of hearer’s actions 
when individuals speak up to middle managers about 
UBs. These four stages provide key decision points that 
organisations can use to support managers in address-
ing UBs. Professional accountability programs like 
Ethos play an important role, including addressing 
underlying individual and organisational reasons for 
UBs through awareness and training, and implementing 
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procedures and systems supporting the reporting of 
UBs. Systems for change must extend beyond speaking 
up to include training and systems supporting hearer 
actions, and consideration of the socio-political and 
psychological factors which influence hospital cultures.

Abbreviation
UB	� Unprofessional behaviour
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Table 4  Recommendations for improving how unprofessional behaviour is addressed in healthcare settings

Target Focus Example

Ethos – professional account-
ability culture change 
program

Initiate and maintain awareness of Ethos program Needs refresher campaign—increase awareness overall 
and specific processes to submit and what happens 
after submitted

Provide updates of messages received and acted upon; 
provide certificates for Recognitions, formalise Recogni-
tions in personnel file

Consider tailored adaptations by Ethos program role Submitters – Advised that their report has been reviewed 
or actioned
Messengers—Selected to deliver messages to those easily 
accessible (consider same campus, on similar roster); real 
life examples used in training

General Improve working relationships further to support 
addressing behaviours

Enhance inter-disciplinary relationships and communica-
tion

Link relevant disciplines so patient journey, practices 
and policies clear

Acknowledge and emphasise that all roles make a contri-
bution to patient safety, regardless of discipline or hierar-
chy

Training in conflict management and difficult conversa-
tions for all

Train in initiating, conducting and being in difficult 
conversations; responding to conflict situations; giv-
ing and receiving difficult feedback; raising, hearing 
and addressing unprofessional behaviour, including han-
dling any personal impacts

Self-management of emotions (e.g., frustration leading 
to incivility, responses to being advised of having exhib-
ited UB)

Systems in place to support all involved Provide equal support and structure for both the speaker 
and the hearer of unprofessional behaviour reports. 
For example, training programs to support actions 
for those ‘speaking up’ as well as for those ‘hearing’, includ-
ing identifying genuine concerns and addressing directly
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