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• It was the best of times, it was the worst 
of times.

• The sense of pressure and constraint, in 
some cases bordering on bullying is also 
palpable.

• The high personal cost for these 
individuals is hard to exaggerate.

• Pernicious impact of “firing squads”.
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• Regulated trust is much less effective from 
real trust which is based on a belief that 
leaders have a strong intrinsic motivation to 
perform to the best of their abilities.

• Real trust is not fostered through a reliance on 
rules but rather through positive 
organisational cultures that encourage 
calculated risk taking and avoid blame.
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• Recent meta-analytic data from 24 countries 
reported bullying prevalence rates from 11.3% to 
18.1% depending on the measurement method.

• Around 15% of NHS staff report experiencing bullying 
from other staff members.

• The prevalence of bullying has been found to be 
higher among staff with disabilities.

• Males have been found to engage in more workplace 
aggression than females.   Particular leadership styles 
have been associated with bullying: autocratic, 
tyrannical and laissez-faire leadership.
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• Workplace bullying is a persistent problem in the 
NHS with implications for individuals, teams and 
organisations.   Exposure to bullying can have serious 
implications not only for organisational commitment 
and job satisfaction of targets of bullying, but also for 
mental and physical health.

• Detrimental effects extend to bystanders, and 
bullying also has implications for patient safety and 
quality of care.

• In the interests of patient care, as well as individual 
and organisational wellbeing, there is a clear need to 
investigate methods to prevent and manage bullying.
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• Bullying at work means harassing, offending, or 
socially excluding someone or negatively affecting 
someone`s work.   In order for the label bullying (or 
mobbing) to be applied to a particular activity, 
interaction or process, the bullying behaviours has to 
occur repeatedly and regularly (eg weekly) and over 
a period of time (eg abut 6 months).

• Bullying is an escalation process in the course of 
which the person confronted ends up in an inferior 
position and becomes the target of systematic social 
acts.
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• ….. Serious consequences for the recipient of 
such behaviours and can result in poor 
treatment for patients as well as adverse 
consequences for the individual involved.
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• Rudeness is routinely experienced by hospital-based 
medical teams.   Individuals exposed to mildly rude 
behaviour perform poorly on cognitive tasks, exhibit 
reduced creativity and flexibility and less helpful and 
pro social.

• Rudeness had adverse consequences on the 
diagnostic and procedural performance of the NICU 
team members.

14



15



• 8% of respondents reported experiencing bullying 
and 13.6% reported witnessing bullying.

• Evidence supports there is a reluctance to speak out 
about bullying and undermining – both from fear of 
reprisals and from a lack of faith that anything will be 
done.

• ….. Serious impact on the quality of training and on 
patient safety.   It should not be accepted as part of 
healthcare culture.
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NHS SCOTLAND 
APPROACHES
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• Power of a dignified workforce
• Organisational culture
• Values and behaviours
• iMatter experience measuring Employee 

Engagement
• National Dignity at work survey – November 2017
• Independent National Whistleblowing Officer
• Non-Executive Whistleblowing Champion
• Role of Trade Unions
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ROYAL AUSTRALASIAN 
COLLEGE OF SURGEONS
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A summary of where we have 
come from

Early 2015
Allegations that culture of 
bullying and sexual harassment 
rife in surgery
49% Fellows had 
experienced DBSH 
63% of trainees,
30% women suffered sexual 
harassment
71% hospitals knew it was 
happening 





DOI: 10.1111/ans.13363  - Crebbin et al ANZ J Surgery 2015
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Percentage of RMOs in DHBs in the 
last 2 years,  who have personally 
experienced and/or witnessed…

RDA data on DBSH

sexual harassment 10%
bullying 47%
inappropriate behaviour   43%



Problem affects entire health 
sector

Abuse and discrimination in medical 
registrars in Canada
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Cornelia H.M et al. Discrimination and Abuse in 
Internal Medicine Residency (1996). J Gen Intern 
Med 1996; 11:401-405
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September 2015: 
RACS accepted all 42 
recommendations of the EAG 

RACS President 
David Watters and 
Rob Knowles, 
chairman of the 
college's expert 
advisory group on 
bullying accept 
EAG findings



• Every patient has a right to expect that their 
healthcare is not compromised by DBSH

• Every  health care worker has a right to a 
workplace free of DBSH

• This is a long way from the reality of many 

health workplaces:  This must change

Expert Advisory Group 
statement unequivocal

27



A summary of where we are 
at now

Implementation of 
Action Plan
Cultural change 

and leadership
Education
Complaint              
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Poor behaviour adversely 
affects patient outcomes

Intuitively we know this:.
Think of the potential consequences on the patient of:

 Poor (or no) exchange of information between 
colleagues who have a dysfunctional relationship

 Adverse effect on trainee’s performance if being 
over-criticised or being excessively stressed

 Effect on safety if trainee does not communicate 
key information for fear of rebuke or ridicule

 Trainee reluctant to challenge consultant when 
concerned

 Decline in trainee performance when being 
intimidated or  belittled by consultant
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Cooper et al Use of unsolicited patient 
observations to identify surgeons with 
increased risk for postoperative 
complications. JAMA Surg Feb 2017

Patients whose 
surgeons were 
associated with 
higher numbers of 
patient complaints 
experienced 13.9% 
more surgical and 
medical 
complications* 

   

32,125 patients; 817 surgeons

Link between behaviour and 
safety
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Medical error, especially in procedural areas
oMedication errors (reluctance to express 

concerns or uncertainty)
oExcessive pressure reduces performance 

eg in operating theatre
oDecreases quality of clinical decision-

making

Patient complaints

Poor behaviour affects 
patients
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• High turnover, low retention rates, recruitment 
costs

• Disrupts continuity of care
• Reduced productivity through poor morale and  

disengagement 
• Adverse effects on training, 
• Toxic culture may lead to cessation of training
• Reduces innovation and collaboration
• Reputational damage

Poor behaviour affects staff



So what do good 
Organisational Leaders do?
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• Interdisciplinary forum where 
attendees discuss psychosocial and 
emotional aspects of patient care, 
sense of teamwork, stress and 
personal support.

• Psychosocial demands of Healthcare.
• Psychological safety.
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Morbidity and mortality meetings
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• Humans are unpredictable and unreliable and 
their ability to process information is limited 
due to the capacity of our (working) memory.

• The study of all the factors that make it easier 
to do the work in the right way.

• The failures of people are the underlying 
cause of adverse events or broken healthcare 
delivery processes.
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Key Elements of a Safety Culture

• Open culture
• Just culture
• Reporting culture
• Learning culture
• Informed culture
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Team
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If you see something, say something.
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Conclusions
• Bullying and Harassment is a serious, pervasive and 

under reported challenge for health systems 
internationally.

• It is directly related to adverse events for patients 
and for Health and wellbeing of staff.

• Organisational leaders have a pivotal role to play in 
establishing a just organisational culture which 
creates psychologically safe environments.
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• High performing healthcare systems have 
organisational leaders who:

o Directly acknowledge and highlight the incidence 
of bullying and harassment in their organisations.

o Use evidence based interventions for directly 
tackling bullying and harassment.

o Create an organisational culture which values a 
shared vision of the future combined with a 
range of developmental interventions such as 
human factors sciences, leadership development 
and QI methodology
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