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Disrespectful Communication 
or 

Can a Rude Physician Hurt More than a Patient’s Feelings?
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Incompatible Blood Transfusion
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Previous complaint received from a staff member

“Dr X arrived in OT 45 mins after the case was scheduled to start. He immediately 
reprimanded the residents, OT staff, and the Anaesthetist because the patient was still 
awake and the abdomen not yet opened.”

Previous complaint received from a patient

“ I asked the doctor why he was seeing me so much later than my appointment time, which 
was 9am. It was now 11.30 am. He started yelling at me : people cant get in to see me. You’re 
lucky you got an appointment. I don’t need this” 

Trauma Doctor
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Unprofessional Behaviours
Disruptive Behaviours
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Any conduct by a team member that interferes with, or 
has the potential to interfere, with the teams ability to 
achieve intended outcomes.

Unprofessional Behaviours
Disruptive Behaviours
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Any conduct by a team member that interferes with, or 
has the potential to interfere, with the teams ability to 
achieve intended outcomes.

“Behaviours that undermine a culture of safety”  

Unprofessional Behaviours
Disruptive Behaviours



Spectrum of undermining behaviours
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• Inappropriate 
anger

• Yelling,publicly
degrading team 
members

• Intimidation

• Pushing, throwing 
objects

• Swearing

• Physical abuse

• Outbursts of verbal 
abuse/anger
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• Derogatory 
comments about 
hospital, 
services

• Inappropriate 
joking

• Sexual 
harassment

• Complaining

• Blaming

• Hostile notes, 
emails

Pa
ss

iv
e • Chronically late

• Disregard of policy, 
procedure

• Not available

• Ill prepared

• Non participation

• Avoiding meetings, 
individuals

• Inappropriate, 
inadequate chart notes

• Failure to participate in 
handovers
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NICU Teams exposed to ill-mannered behaviour demonstrated poorer diagnostic and procedural 
performance than those not exposed to rudeness.

These effects were mediated by a reduction in information-sharing and help- seeking behaviours 
exhibited by teams.

These are valuable team collaborative processes that allow teams to function optimally and are 
essential for patient care and safety. 

Riskin et al 2015

Rudeness & Team Performance
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UK study  reported a high prevalence of rude, dismissive and aggressive ( RDA)   communication 
affecting 31% of doctors on a daily or weekly basis 

RDA behaviour had a marked adverse effect on those subject to it, with 40% of respondents saying 
that this behaviour moderately or severely affected their working day. 

-Personal misery

-Professional demotivation

-Impaired cognitive skills

-harms cooperation and the willingness to help others

Rudeness

Sticks and stones: investigating rude, dismissive and aggressive communication between doctors 

Bradley et al  Clinical Medicine 2015 Vol 15, No 6: 541–5 
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Patient complaints and ‘lawsuit – prone  physicians”
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The doctor made me wait well past my appointment time.

The surgeon never visited with my family after my surgery

The doctor was rushed, so she didn’t listen to us, skimped on her exam, failed to order 
appropriate tests, and made an error on my prescription

Patient complaints and ‘lawsuit – prone  physicians”
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Use of unsolicited patient observations to identify surgeons with 
increased risk for postoperative complications

Cooper et al JAMA Surg 2017;152(6) 522-529

OBJECTIVE 
To examine whether patients of surgeons with a history of 
higher numbers of unsolicited patient observations are at 
greater risk for postoperative complications than patients 
whose surgeons generate fewer such unsolicited patient 
observations. 



acem.org.au

32,125 operations by 817 surgeons across 7 centres in US

Use of unsolicited patient observations to identify surgeons with 
increased risk for postoperative complications

Cooper et al JAMA Surg 2017;152(6) 522-529
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Use of unsolicited patient observations to identify surgeons with 
increased risk for postoperative complications

Cooper et al JAMA Surg 2017;152(6) 522-529
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Translational wellness - individual and team wellness as a 
precondition for safe and quality patient care

Dr Shahina Braganza
Senior Emergency Physician, Gold Coast Health, Queensland

Building a safety culture

#patientsafety



Individual and team wellness 

as a precondition for safe and quality patient care



The psychological and physical safety (and wellbeing) of the workforce 

is integral to the provision of high quality and safe patient care. 













Those who were 

depressed made more 

than six times as 

many medication errors 

as their non-depressed 

peers. 

Fahrenkopf, A.M., et al., Rates of medication errors 

among depressed and burnt out residents: 

prospective cohort study. BMJ, 2008. 336(7642): p. 

488-491.
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The psychological and physical safety (and wellbeing) of the workforce 

is integral to the provision of high quality and safe patient care. 
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Preparing students for errors

Dr Julia Harrison
Senior Lecturer, Monash University, Victoria

Building a safety culture

#patientsafety



Preparing students to cope with 
their inevitable contribution to 

adverse events.

ACEM Patient Safety Symposium 2019

Dr. Julia Harrison MBBS(Hons), GCHPE, FACEM

Julia.Harrison@monash.edu





1995 2019







Reactions…

internalise



Reactions…

internalise externalise



Reactions…



National mental health survey of doctors and medical students (Beyond Blue, 2013)
(based on the responses of over 12,000 doctors, 28% response rate)



Burnout



Sources of work related stress for doctorsSources of work related stress for doctors



Monash Medicine 

Patient Safety Subject 
(130 hours)

1

2

3



1. Everybody makes mistakes lecture



2.  C-PEGs: Clinician Peer Exchange Groups

• A case
• Something you were taught
• A mistake you (or someone else) made 

and what you would do next time if you 
had the chance

• Your observations about the work your 
unit does

• Something that surprised, pleased or 
disappointed you

• Provide a brief summary of a common 
clinical problem on your unit

• A description of doing something for the 
first time, what was it, how did it go, 
what did you learn?

• A challenging situation



2.  C-PEGs: Clinician Peer Exchange Groups

• A case
• Something you were taught
• A mistake you (or someone else) made 

and what you would do next time if you 
had the chance

• Your observations about the work your 
unit does

• Something that surprised, pleased or 
disappointed you

• Provide a brief summary of a common 
clinical problem on your unit

• A description of doing something for the 
first time, what was it, how did it go, 
what did you learn?

• A challenging situation



C-PEGs How to Guide 1/2



C-PEGs How to Guide 2/2 
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Topics Text/media artifact Student Activity Moderator Activity

 Correct Patient 
Identification

 Learning Curves

 Handover

 When Things go 
Wrong

 Patient Safety
Culture

 Equipment and 
Human Factors

 Diagnostic Error

Readings and/or video
including
 case studies
 expert commentary
 scientific papers
 autobiographical text
 workplace 

documentation

 Read or view 
prescribed material 
with particular 
questions in mind.

 Post a summary of 
thoughts / answers 
or an angle that 
hasn’t yet been 
covered.

 Read and comment 
on a fellow 
student’s post

 Have some 
presence, 
although no need 
to respond to 
every students’ 
post

 Allow students to 
respond to 
controversy or fill 
in gaps before 
responding

 Ask questions 
 Add emphasis
 Correct 

misinformation
 Explain relevance
 Summarise

3.  ORARDA: Online Readings and Reflective Discussion Activities
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Topics Text/media artifact Student Activity Moderator Activity

 Correct Patient 
Identification

 Learning Curves

 Handover

 When Things go 
Wrong

 Patient Safety
Culture

 Equipment and 
Human Factors

 Diagnostic Error

 Humility in medicine

Readings and/or video
including
 case studies
 expert commentary
 scientific papers
 autobiographical text
 workplace 

documentation

 Read or view 
prescribed material 
with particular 
questions in mind.

 Post a summary of 
thoughts / answers 
or an angle that 
hasn’t yet been 
covered.

 Read and comment 
on a fellow 
student’s post

 Have some 
presence, 
although no need 
to respond to 
every students’ 
post

 Allow students to 
respond to 
controversy or fill 
in gaps before 
responding

 Ask questions 
 Add emphasis
 Correct 

misinformation
 Explain relevance
 Summarise

ORARDA: Online Readings and Reflective Discussion Activities



Humility in medicine - readings

"How to Counter 
the Circus of 

Pseudoscience" 
• By Lisa Pryor  

• New York Times



Humility in Medicine - readings



Humility in medicine - readings



How can we help prime our juniors to cope 
when they contribute to medical error?

• Teach the limits of human performance, why and how errors occur

• Acknowledge our fallibility (but still strive for excellence)

• Help juniors understand and accept the high risk nature of our work

• Role-model humility (openness to learning, not defensiveness)

• Encourage peer conversations (for learning and support)

• Provide them with the tools to survive and thrive
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Our journey together to achieve: Outstanding healthcare for all 
Victorians. Always.

Adj. A/Prof Ann Maree Keenan
Deputy CEO and Chief Nurse and Midwifery Officer

Safer Care Victoria

Building a safety culture

#patientsafety



Australian College of Emergency 

Medicine

7 March 2019

Our journey together to achieve: 

Outstanding healthcare for all Victorians. 

Always. 

Ann Maree Keenan, Deputy CEO, CNMO 





• We are the state’s healthcare quality and safety 

improvement agency 

• Established January 2017 as part of Targeting Zero 

health reforms

• Creating a deliberate separation of quality and safety 

from other functions of the department to elevate 

importance 

• We bring a new, independent-minded approach to 

driving improvement and innovation

• Our mission: Outstanding healthcare for all Victorians, 

always.

About Safer Care Victoria 



Sentinel event reports System safety reviews

Performance monitoring Safety alerts and advisories

Clinical guidance Advice and support

Patient feedback Consumer and clinician participation

Improvement projects Innovation partnerships

Capability building Leadership and governance

How do we achieve our Mission?



We are independent-minded and challenge the norm

We place patients and families at the centre of everything we do 

We work closely with health services and clinicians to help identify 

areas for improvement and create sustainable change

We underpin our work with evidence-based best practice

We bring a new approach to improving quality and 
safety



Safer Care Victoria

Partnering with 

consumers 

Partnering with clinicians

Stewardship and support

System improvement, 

innovation and leadership

Office of the Chiefs 



• Changing how we engage and work with clinicians

• Strengthening Victoria’s sentinel events program

• Supporting innovation and improved capability

• Focusing on patient experience and participation

• Providing best practice guidance and advice

Key areas of focus 



Governance is about ……

• having a clear, specific and measurable vision for the future

• having consumer partnerships at the centre of care 

• strong, visible clinical leadership

• a just organisational culture

• providing continual staff learning and improvement

• well supported staff, working effectively in teams

• systematic and embedded quality improvement, informed by 

data



Increasing Consumer participation 

in Health Services

Improving Communication with 

patients and families

Placing patients at the centre of 

what we do

Partnering with consumers



Patient safety is a system experience

Patient harm is a patient experience

If you want to know about harm, 

you’ve got to ask the patient. 



Clinical Networks

Maternity and Newborn Stroke Critical Care Palliative 

Paediatrics Cardiac Emergency Older People 

Renal Infection  



Diagnostic 
error

Medical 

error

Participation

Birth trauma 
delirium

Falls

Unwarranted 
variation 

Healthcare 
associated 

infections 

Patient 

Voice

Hospital acquired 
complications

Medication error

Equity 

Review and response: data and stewardship



culture

(intrinsic motivation)

compliance

(external measurement)

quality is all about the patient-clinician interaction.  

everything should be designed to support that.



www.bettersafercare.vic.gov.au

info@safercare.vic.gov.au

@safercarevic

Safer Care Victoria

Subscribe to our e-news at www.bettersafercare.vic.gov.au

Connect with us
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Using EMER in safety reporting and learning

Dr Carmel Crock
Director, Emergency Department

Royal Victorian Eye and Ear Hospital, Victoria

Dr Kim Hansen
Director of St Andrew’s Hospital Emergency and Senior Staff Specialist

The Prince Charles Hospital Emergency Department, Queensland

Building a safety culture

#patientsafety
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Errors and Near misses in Emergency 
Medicine - Using a Voluntary, Online 
Reporting System to Identify Errors in 
Australasian Emergency Departments

emer.org.au



emer.org.au

Follow us on                  @EmergMedER

Dr Kim Hansen MBBS(HonsI) MBA FACEM

Director of Emergency Services, St Andrew’s War Memorial Hospital

Senior Emergency Consultant, The Prince Charles Hospital

QLD Faculty Chair

ACEM Council Advocacy. Policy & Partnerships member

IFEM Quality and Safety Special Interest Group Chair

@hansendisease

Dr Carmel Crock MBBS BLitt FACEM 
Director Emergency Department Royal Victorian Eye and Ear Hospital

Director Royal Victorian Eye and Ear Hospital ED

Senior lecturer Melbourne University

With thanks to the EMER Steering Group and Site Champions



Follow us @EmergMedER



Follow us @EmergMedER



“Develop and deploy approaches to 
identify, learn from, and reduce diagnostic 
errors and near misses in clinical practice”

“Develop a reporting environment and 
medical liability system that facilitates 
improved diagnosis through learning from 
diagnostic errors and near misses.”

Emer.org.au



emer@acem.org.au
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Follow us @EmergMedER
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Reporter
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Device
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Triage Category

emer.org.au



Age

emer.org.au



“At what stage of the patient’s 
journey was the event detected?

emer.org.au



Category

emer.org.au



Ambulance     General Surgery          Intensive Care           Imaging



There are lessons to be learnt from 
medical errors.

EMER provides the opportunity to collect incidents, which, after 
analysis and reporting, can be used to improve patient safety in your 

ED.  

emer.org.au



How to we share EMER’s information?

Publications : EMA, BMJ
Conferences – BMJ Quality and Safety, ASM, ICEM, SMACC, 
Diagnostic error conference

Twitter - Follow us @EmergMedER
Hospital education sessions
Patient Safety Alerts

emer.org.au











Benefits …
Opportunity using incidents to work with other Specialty Colleges and 
State Hospital systems.  



What’s next (for incident monitoring) ?  a few thoughts…

System 1  vs  System 2
Reporting good saves? 

Trainees?
FACEMs  - CPD ?
Expertise in Patient safety
Physician wellbeing/ Debriefs  

Research – diagnostic, procedural, medication error
Consumer reporting?
Interdisciplinary learnings –radiology (double reporting), anaesthetics (human factors, crew 
resource management) surgery (mortality databases),   Ambulance Research Centre (Frankston)  
into wellbeing



International interest in sharing learnings!





VIDEO HTTPS://VIMEO.COM/116729616

Follow us @EmergMedER

https://vimeo.com/116729616



