
HEALTH WORKFORCE | ARTICLE 
https://doi.org/10.1071/AH22191 

Experiences of peer messengers as part of a professional 
accountability culture change program to reduce unprofessional 
behaviour: a cross-sectional study across eight hospitals 
Ryan D. McMullanA,* (PhD, Postdoctoral Research Fellow), Rachel UrwinA (PhD, Research Fellow), Neroli SunderlandA 

(PhD, Honorary Research Fellow), Kate ChurrucaA (PhD, Research Fellow), Neil  CunninghamB (FACEM, Emergency Physician 

and Clinical Director of Medical Workforce) and Johanna WestbrookA (PhD, Professor and Director)  

ABSTRACT 

Objective. Professional accountability programs are designed to promote professional beha-
viours between co-workers and improve organisational culture. Peer messengers play a key role 
in professional accountability programs by providing informal feedback to hospital staff about 
their behaviour. Little is known about the experiences of messengers. This study examined the 
experiences of staff who delivered messages to peers as part of a whole-of-hospital professional 
accountability program called ‘Ethos’. Methods. Ethos messengers (EMs) across eight Australian 
hospitals were invited to complete an online survey. The survey consisted of 17 close-ended 
questions asking respondents about their experiences delivering messages to peers and their 
perceptions of the Ethos program. Four open-ended questions asked respondents about reward-
ing and challenging aspects of being a peer messenger and what they would change about the 
program. Results. Sixty EMs provided responses to the survey (response rate, 41.4%). The 
majority were from nursing and medical groups (53.4%) and had delivered 1–5 messages to staff 
(57.7%). Time as an EM ranged from less than 3 months to more than 12 months. A majority had 
been an EM for more than 12 months (80%; n = 40). Most agreed they had received sufficient 
training for the role (90.1%; n = 48) and had the skills (90.1%; n = 48), access to support (84.9%; 
n = 45) and time to fulfil their responsibilities (70.0%; n = 30). Approximately a third (34.9%; 
n = 15) of respondents indicated that recipients were ‘sometimes’ or ‘never’ receptive to 
messages. Challenging aspects of the role included organising a time to talk with staff, delivering 
feedback effectively and communicating with peers who lacked insight and were unable to reflect 
on their behaviour. Conclusions. Skills development for peer messengers is key to ensuring the 
effectiveness and sustainability of professional accountability programs. Training in how to deliver 
difficult information and respond to negative reactions to feedback was identified by EMs as 
essential to support their ongoing effectiveness in their role.  

Keywords: hospitals, informal feedback, organisational culture, peer messengers, professional 
accountability, professionalism, speaking up, unprofessional behaviour. 

Introduction 

Positive organisational cultures are central to delivering safe care to patients.1 

Unprofessional behaviour between staff, ranging from incivility to physical or sexual 
harassment, is damaging to organisational culture and negatively impacts the way health 
care professionals work and the outcomes of care provided.2–8 Professional accountability 
programs are one form of organisational intervention designed to address unprofessional 
behaviour. The Promoting Professional Accountability Program developed by Vanderbilt 
University Medical Center has been at the forefront of these initiatives; it aims to promote 
senior clinician behaviour change via supportive policies, surveillance tools for capturing 

For full list of author affiliations and 
declarations see end of paper 

*Correspondence to: 
Ryan D. McMullan 
Australian Institute of Health Innovation, 
Faculty of Medicine, Health and Human 
Sciences, Macquarie University, Level 6, 75 
Talavera Road, North Ryde, Sydney, NSW 
2109, Australia 
Email: ryan.mcmullan@mq.edu.au  

Received: 17 August 2022 
Accepted: 30 March 2023 
Published: 27 April 2023 

Cite this: 
McMullan RD et al. (2023) 
Australian Health Review 
47(3), 346–353. doi:10.1071/AH22191 

© 2023 The Author(s) (or their 
employer(s)). Published by 
CSIRO Publishing on behalf of AHHA.  
This is an open access article distributed 
under the Creative Commons Attribution- 
NonCommercial-NoDerivatives 4.0 
International License (CC BY-NC-ND) 

OPEN ACCESS  

https://www.publish.csiro.au/
https://www.publish.csiro.au/
https://doi.org/10.1071/AH22191
www.publish.csiro.au/ah
www.publish.csiro.au/ah
mailto:ryan.mcmullan@mq.edu.au
https://doi.org/10.1071/AH22191
https://creativecommons.org/licenses/by-nc-nd/4.0/


allegations against medical practitioners, training and a 
tiered model of intervention.9–11 This model begins with 
informal conversations with clinicians who have demon-
strated less severe unprofessional behaviour. A trained peer 
messenger (i.e. another doctor of similar professional stand-
ing) conducts these informal ‘cup of coffee conversations’ 
with colleagues to raise awareness and provide an opportu-
nity for clinicians to reflect on their behaviour. If clinicians 
demonstrate continued patterns of unprofessional behaviour 
disciplinary action is taken. 

There is some evidence that using peer messengers to 
provide this informal feedback is effective in reducing recur-
rent unprofessional behaviour.11 However, the way in which 
messages are delivered and how messengers are supported 
are likely to impact the effectiveness and sustainability of 
such programs. Additionally, the role of hierarchy and the 
characteristics of messengers, including their level of senior-
ity, length of time in the hospital and their own behaviour, 
may influence their perceived credibility and influence how 
messages are received. Despite increased implementation of 
professional accountability programs in hospitals, little 
research on the motivations and experiences of peer mes-
sengers has been undertaken. 

A whole-of-hospital professional accountability and culture 
change program in Australia, called Ethos, was developed 
drawing on elements of the Vanderbilt program.12 The Ethos 
program includes all clinical and non-clinical staff, and aims to 
reduce unprofessional behaviour amongst staff, encourage 
speaking up and improve hospital culture. If unable to speak- 
up in the moment, staff can report unprofessional behaviour by 
co-workers using an online messaging system (Fig. 1). These 
‘messages for reflection’ are triaged and then assigned to ‘Ethos 
messengers’ (EMs) to deliver during an informal conversation 

with the subject of the submission. The purpose is to provide 
non-punitive feedback about how their behaviour was per-
ceived and encourage individuals to reflect on their behaviour. 
The Ethos program was implemented sequentially in eight 
hospitals in three states between 2017 and 2020. We con-
ducted a study to investigate the experiences of EMs on average 
2 years after implementation of the Ethos program to identify 
factors important for the sustainability of the messengers’ role 
in the program. 

Methods 

Study design 

A cross-sectional survey was conducted as part of a larger 
program of research evaluating the Ethos program.8,12–14 

The project was approved by the Human Research Ethics 
Committee of St Vincent’s Hospital Melbourne (HREC/17/ 
SVHM/237). 

Participants 

All past and present EMs in eight hospitals (two in Victoria, 
three in New South Wales, three in Queensland) were invited 
to complete an anonymous survey between 16 October and 
25 November 2020. EMs were sent an email invitation, fol-
lowed by a reminder email. 

Ethos messengers 
EMs are recruited from all staff groups and identified as 

suitable for the role by the Ethos leadership and local manage-
ment teams based upon a demonstrated commitment to hospi-
tal values, professionalism, integrity and respect among peers. 

A submission is
written
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Fig. 1. Ethos reporting and feedback process.    
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EMs receive a day of training focused on the purpose and 
elements of the program, skills in how to role model safe and 
positive behaviours, when and how to use the Ethos messaging 
system, the messenger role, how to deliver high quality feed-
back, completing follow-up tasks and availability of support 
and resources. The training was developed based on simulation 
debriefing principles,15 evidence of peer delivered profession-
alism messaging16 and emerging evidence on the negative 
impact of incivility in the workplace on performance and 
safety.5 Specific components of the EM training include: how 
to create a framework for the message based on the objective 
components of the submission, specifically the perception of the 
reporter and how the event affected them; how to prepare for 
the meeting to optimise the privacy of the recipient and the 
efficacy of the message; how to manage the emotion of the 
conversation; and how to ensure support and welfare for a 
distressed recipient. EMs receive continued support from an 
Ethos manager and attend monthly messenger support group 
meetings. 

‘Feedback for reflection’ submissions are ‘triaged’ by 
three to six trained staff on a weekly basis,12 to determine 
the best approach to providing feedback to the person who 
is the subject of the submission. ‘Feedback for reflection’ 
submissions include behaviours that undermine patient and 
staff safety (e.g. intimidating behaviour, derogatory remarks 
or jokes). More serious misconduct or notifiable incidents 
are addressed by line managers or human resources, and 
clinical incidents or adverse events that put patients at risk 
of harm are reported in an incident management system 
(Supplementary Material S1). EMs receive the submission 
from the triage team within 7 days of submission. The aim is 
for EMs to be from the same professional group and level as 
the staff member identified in the submission. EMs have the 
option to decline the task or discuss details with a mentor or 
Ethos manager – this may be due to a previous relationship 
(e.g. close friend, dispute) with the subject of the submis-
sion, or to seek advice about formulating feedback. EMs 
then organise to meet with the staff member. They are 
trained to extract the objective issues from a submission, 
including the submitter’s perception of inappropriate beha-
viour and the impact that the behaviour has had on them, 
other staff, or patients. EMs do not investigate the events 
asserted in a submission, but rather provide feedback to 
allow the recipient to reflect and consider future behaviour. 
The delivery of feedback to the recipient is confidential and 
no information is recorded. After delivering feedback, EMs 
record messages as delivered and are encouraged to debrief 
with a mentor or fellow EM. 

Procedure 

An online survey using Qualtrics (Supplementary Material 
S2) was developed to investigate the experiences of EMs. 
Respondents provided descriptive information (e.g. time 
employed at hospital, professional role, time as an EM, 

number of messages delivered), and were asked their level 
of agreement (5-point scale: strongly disagree to strongly 
agree) to 14 statements about their experience as an EM and 
the program more broadly. Two further questions asked 
about their capacity to provide timely feedback and how 
receptive recipients were to messages (always, most of the 
time, about half the time, sometimes, never). Four open- 
ended questions asked about motivations for accepting the 
role, challenging and rewarding aspects and suggestions for 
changes to the program. The survey was piloted with a small 
group of clinicians and refined prior to administration. 

Data analysis 

Descriptive statistics were calculated using Excel. The ‘some-
what’ and ‘strongly’ agree and disagree response options were 
combined to form ‘agree’ and ‘disagree’ categories respec-
tively. We developed the coding scheme for the open-ended 
questions through iterative review of a sub-sample of 
responses. Codes were refined by consensus, applied to all 
responses and major themes identified. 

Results 

Of an estimated 145 EMs across the eight hospitals, 60 
responded to the survey (response rate: 41.4%). Seven com-
pleted less than 20% of survey items. All data were retained 
for analysis. 

Characteristics of respondents are shown in Table 1. Eighty 
percent (n = 40) had been an EM for more than 12 months. 
Over half (57.7%; n = 30) had delivered 1–5 ‘feedback for 
reflection’ messages, 17.3% (n = 9) had delivered 6–10, 
17.3% (n = 9) none and 7.7% (n = 4) 10–20 messages. 

Most agreed that they had received enough training 
(90.1%; n = 48) and access to support (84.9%; n = 45); 
have the skills (90.1%; n = 48) and enough time to fulfil 
the responsibilities of the role (70.0%; n = 30); and that 
their responsibilities are clearly defined (84.9%; n = 45) 
(Table 2). Approximately 72% (n = 31) of respondents indi-
cated that they always or most of the time were able to 
deliver feedback in a timely fashion and that recipients were 
always or most often receptive (53.5%; n = 23) (Table 3). 
Most agreed that their hospital was committed to Ethos 
(73.6%; n = 39), that they were satisfied with the way the 
program is being managed (76.9%; n = 40) and believed 
that it would lead to a decrease in unprofessional behaviour 
in their hospital (55.7%; n = 29). 

Reasons for becoming an Ethos messenger 

Comments from 55 EMs were categorised into three main 
themes and an ‘other’ category: A ‘belief in the philosophy of 
the Ethos program’ (Table 4; Q1) and a desire ‘to contribute 
to a positive hospital culture’ were commonly articulated 
(Table 4; Q2). EMs reported a range of ‘Individual reasons’ 
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for taking on the role including that they were the right 
person for the job or that it was an opportunity for profes-
sional development (Table 4; Q3). Less common ‘other’ 
reasons included being nominated and because they valued 
patient and/or staff safety (Table 4; Q4). 

Challenging aspects of being an Ethos messenger 

Three themes were identified from 53 responses. Many 
reported ‘practical issues’, which made it difficult to deliver 
feedback related to shift work, competing commitments and 
finding a suitable time and place to meet (Table 4; Q5). The 
second theme was ‘delivering feedback for reflection effec-
tively’, with many EMs reporting difficulty in ensuring that 
feedback was communicated meaningfully and without caus-
ing distress to the recipient (Table 4; Q6). A third theme 
related to ‘recipient responses to feedback’ involved chal-
lenges when recipients had a negative response to feedback 
(Table 4; Q7). ‘Other’ challenges included a negative impact 
of being an EM on relationships with colleagues (Table 4; Q8). 

Rewarding aspects of being an Ethos messenger 

Fifty-three EMs provided responses from which we identi-
fied three common themes and an ‘other’ category. Most 

EMs reported a combination of rewarding aspects including 
‘having a meaningful conversation’ that provided the oppor-
tunity for reflection and constructive conversations about 
behaviour with colleagues (Table 4; Q9). ‘Having staff 
embrace the reflection process’ incorporated positive com-
ments about seeing recipients reflect, understand and want 
to improve their behaviour (Table 4; Q10). EMs also 
described how their role was ‘contributing to positive cul-
ture change’ (Table 4; Q11). ‘Other’ rewarding aspects 
included experiencing gratitude from recipients and being 
part of a team and valued in the workplace (Table 4; Q12). 

Suggested changes to the Ethos program 

We identified two main themes and an ‘other’ category from 
53 EM responses relating to how the program could be 
strengthened. Many EMs reported that the program should 
be better promoted and that education should be available 
to all staff (Table 4; Q13). ‘More support for Ethos messen-
gers’ was highlighted and related to the desire of EMs for 
more regular meetings with the Ethos manager and EM team 
(Table 4; Q14). Some EMs suggested there should be further 
support for recipients of feedback and that staff were unsure 
whether the Ethos program was effective and that evidence 
of effectiveness should be sought (Table 4; Q15). 

Table 1. Characteristics and experiences of Ethos messengers (n = 60).           

Number (percentage of respondents)   

Professional group Nursing Medical Allied health and 
clinical services 

Non-clinical 
services 

Management and 
administrative 

Missing   

17 (29.3%) 14 (24.1%) 10 (17.2%) 7 (12.1%) 10 (17.2%) 2 (3.3%)  

Time employed at hospital Less than 
1 year 

1–2 years 3–5 years 6–10 years 11–20 years Over 
20 years 

Missing  

0 (0.0%) 0 (0.0%) 15 (25.4%) 15 (25.4%) 20 (33.9%) 9 (15.3%) 1 (1.7%) 

Time worked in the 
healthcare sector 

Less than 
1 year 

1–2 years 3–5 years 6–10 years 11–20 years Over 
20 years 

Missing  

0 (0.0%) 0 (0.0%) 5 (8.6%) 10 (17.2%) 8 (13.8%) 35 (60.3%) 2 (3.3%) 

Currently an Ethos 
messenger 

Yes No Missing      

54 (90.0%) 4 (6.7%) 2 (3.3%)     

Time as a current Ethos 
messenger 

Less than 
3 months 

3–6 months 6–12 months More than 
12 months 

Missing    

0 (0.0%) 2 (4.0%) 8 (16.0%) 40 (80.0%) 4 (7.4%)   

Time as a former Ethos 
messenger 

Less than 
3 months 

3–6 months 6–12 months More than 
12 months 

Missing    

1 (25.0%) 1 (25.0%) 0 (0.0%) 1 (25.0%) 1 (25.0%)   

Number of Ethos feedback 
for reflection messages 
delivered as an Ethos 
messenger 

None so far 1–5 6–10 10–20 More than 20 Missing   

9 (17.3%) 30 (57.7%) 9 (17.3%) 4 (7.7%) 0 (0.0%) 8 (13.3%)    
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Table 2. Respondents’ perceptions of being an Ethos messenger and the Ethos program.         

Survey item Survey response 

Strongly 
disagree 

Somewhat 
disagree 

Neither agree nor 
disagree 

Somewhat agree Strongly agree Total   

My responsibilities as an Ethos messenger are clearly defined 1 (1.9%) 5 (9.4%) 2 (3.8%) 18 (34.0%) 27 (50.9%) 53 

I have access to the support I need to fulfil my Ethos 
messenger role 

1 (1.9%) 5 (9.4%) 2 (3.8%) 12 (22.6%) 33 (62.3%) 53 

I have the skills needed to carry out the Ethos messenger role 
successfully 

0 (0.0%) 3 (5.7%) 2 (3.8%) 23 (43.4%) 25 (47.4%) 53 

I am satisfied with the Ethos messenger training I have received 0 (0.0%) 1 (1.9%) 4 (7.5%) 19 (35.8%) 29 (54.7%) 53 

Being an Ethos messenger has increased my awareness of 
unprofessional behaviours in the workplace 

2 (3.8%) 1 (1.9%) 8 (15.4%) 20 (38.5%) 21 (40.4%) 52 

I would recommend being an Ethos messenger to colleagues 0 (0.0%) 6 (11.5%) 15 (28.8%) 13 (25.0%) 18 (34.6%) 52 

I feel valued for being an Ethos messenger 1 (1.9%) 4 (7.7%) 12 (23.1%) 16 (30.8%) 19 (36.5%) 52 

The Ethos message triage system is effective in ensuring the 
feedback I am asked to deliver is appropriate and meaningful 

1 (2.3%) 2 (4.7%) 3 (7.0%) 24 (55.8%) 13 (30.2%) 43 

I have enough time to carry out the Ethos messenger role 
effectively 

2 (4.7%) 8 (18.6%) 3 (7.0%) 21 (48.8%) 9 (20.9%) 43 

My role as an Ethos messenger has negatively impacted my 
relationship with colleagues/other hospital staff 

16 (37.2%) 9 (20.9%) 12 (27.9%) 3 (7.0%) 3 (7.0%) 43 

There is sufficient follow-up and support available for recipients of 
Ethos messages 

0 (0.0%) 9 (20.9%) 11 (25.6%) 11 (25.6%) 12 (27.9%) 43   
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Discussion 

This study examined the experiences of peer messengers 
who play a key role in the delivery of a professional account-
ability program by providing informal feedback to staff 
about their unprofessional behaviour. Our findings demon-
strate that staff will volunteer for a peer messenger role and 
can be appropriately trained and supported in their roles to 
deliver feedback. Additional support to address challenges, 
including support arranging meetings between EMs and 
recipients and effectively communicating information to 
recipients, was desired by messengers. 

Despite 70% of respondents indicating that they had 
enough time to fulfil the responsibilities of the role, a fre-
quent issue raised in the open-ended questions was finding 
an appropriate time when both the EM and message recipi-
ent were on site and not constrained by work commitments. 
EMs are required to balance their role as peer messengers 
with their professional roles. Busy work schedules could 
jeopardise their ability to schedule a time to have a mean-
ingful conversation. An evaluation of the ‘Freedom to Speak 
Up Guardians’ in the United Kingdom, who have a similar 
role to those of EMs, found that time scarcity negatively 
impacted the ability of Guardians to effectively address 
concerns raised by hospital staff about safety which were 
often associated with bullying and harassment.17 Guardians 
are a point of contact for hospital staff with concerns about 
risk, malpractice, or wrongdoing. Yet, similar to EMs, this is 
an additional role and thus they are expected to juggle 
competing priorities.18 We did not examine the time taken 
up by the EM role, nor did we explore whether demands are 
equally distributed among EMs, both of which should be 
investigated in future research. 

The delivery of feedback and bad news can be a complex, 
multi-step process.19 Around a third of EMs indicated that 
recipients were ‘sometimes’ or ‘never’ receptive to messages. 
Many made specific comments about the challenges of com-
municating with peers who lacked insight and were unable 
to reflect on their behaviour. EMs also reported concerns 
about causing distress to recipients. Studies of delivering 
negative performance feedback have found that managers 
feel uncomfortable and worry about negative reactions from 
employees,20 and employees feel threatened by bad news 
because it can impair their self-esteem and increase uncer-
tainty about the future.21 However, training that includes 

principles of fairness when feedback is delivered has been 
found to significantly reduce negative responses and 
increase motivation to improve performance in recipi-
ents.22,23 Fairness training incorporates five principles 
from Leventhal (1980):24 consistency (procedures are the 
same across people and time), bias suppression (there is no 
bias or self-interest), accuracy (accurate information is pro-
vided), representativeness (the needs of all involved are 
acknowledged) and ethicality (moral and ethical standards 
are followed).24 Training that teaches peer messengers how 
to enact relevant fairness principles during the informal 
feedback process may mitigate distress in ‘feedback for 
reflection’ recipients. 

Studies have found that the process of peer feedback is 
effective in promoting behaviour change in hospital 
staff.9,25–27 For example, it has been shown to sustain high 
levels of hand hygiene adherence and improve surgeon 
professionalism and communication.25,27 In one study, 
Pichert et al.11 used a database of patient complaints from 
16 medical centres in the United States to identify physi-
cians associated with the highest number of patient com-
plaints. Peer messengers met individually with ‘high-risk’ 
physicians to informally make them aware of their risk 
status and asked them to reflect on why patients made 
complaints. Between 2005 and 2009, 178 peer messengers 
completed 1371 meetings with 373 physicians. Most physi-
cians’ risk scores improved over time (64%). However, for 
19% of physicians their risk scores did not change and for 
17% risk scores worsened. This lack of improvement by a 
proportion of physicians is consistent with this survey’s 
findings that around a third of message recipients were 
not receptive to feedback. 

Strengths and limitations 

Strengths of this study include the use of qualitative data to 
supplement and extend the close-ended survey questions 
and the range of respondents, from different professional 
backgrounds, from eight hospitals in three states. The survey 
consists primarily of positively framed items, which limited 
the control of social desirability bias. The experience of EMs 
varied with 30 participants reporting they had delivered 
between one and five ‘feedback for reflection’ messages, 
nine had not delivered any and eight did not provide this 
information. This mixed level of experience should be 

Table 3. Respondent perceptions of the feedback for reflection process.         

Survey item Survey response (number, percentage) 

Never Sometimes About half of 
the time 

Most of 
the time 

Always Total   

I am able to deliver the Ethos feedback for reflection 
messages in a timely fashion 

2 (4.7%) 6 (14.0%) 4 (9.3%) 24 (55.8%) 7 (16.3%) 43 

The recipients of Ethos feedback for reflection messages are 
receptive to the message that is delivered 

3 (7.0%) 12 (27.9%) 5 (11.6%) 21 (48.8%) 2 (4.7%) 43   
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considered when interpreting the findings. Details of the 
characteristics of the EM population are not available and 
thus it is not possible to determine if responders were rep-
resentative of all EMs. 

Conclusion 

Our findings indicate that modest training and support can 
provide peer messengers with the skills required to deliver 
informal feedback to colleagues about unprofessional 
behaviour. Enhancing training, particularly in relation to 

delivering difficult information, was identified by EMs as 
central to the ongoing effectiveness and sustainability of 
their role. Training a cadre of EMs, at all organisational 
levels, who convey at times unwelcome messages, builds 
capacity in speaking-up skills across the organisation and 
is likely to enhance the safety culture.28 Further studies are 
required to examine the influence of EM characteristics on 
their perceived credibility and how messages are received, 
as well as investigation of if and how active engagement 
in the feedback process contributes to the effectiveness 
of accountability programs in reducing unprofessional 
behaviour. 

Table 4. Exemplar quotes for open-ended questions.     

Question Themes Exemplar quotes   

Why did you agree to be an 
Ethos messenger? 

Belief in the philosophy of the 
Ethos program 

Q1 ‘I believe the ethos program is a very effective way of trying to eliminate bad 
behaviour and make professionalism the norm’. (Medical messenger) 

To contribute to a positive 
hospital culture 

Q2 ‘Opportunity to actively participate in creating a culture where it’s okay to speak up 
and where unprofessional behaviour is addressed through reflective conversation’. 
(Nursing messenger) 

Individual reasons Q3 ‘I thought that the program was a great initiative and that I possessed the required 
skills to deliver a message’. (Nursing messenger) 

‘Other’ reasons Q4 ‘I was approached to be a messenger – I was probably volunteered by my manager as a 
representative from my department’. (Allied health and clinical services messenger) 

What is the most challenging 
aspect of the Ethos 
messenger role? 

Practical issues Q5 ‘The scheduling of times to meet with the recipients of the messages. Chasing them 
up is awful and massively time consuming, particularly as I don’t know their rosters. This 
is an administrative task and should be done by someone else, not the Ethos messenger. 
Trying to schedule a suitable time with the recipient is the ONLY reason I don’t do it 
anymore.’ (Allied health and clinical services messenger) 

Delivering feedback for 
reflection effectively 

Q6 ‘Ensuring that the message is delivered as intended without causing further harm or 
disharmony to the relationships amongst self and/or the two parties’. (Nursing messenger) 

Recipient responses to 
feedback 

Q7 ‘Delivering difficult messages to people who don’t seem to have insight and therefore 
may be very agitated in return. These are just difficult interactions. Early in 2019 I 
became aware of a message recipient who was extremely aggrieved by the process and I 
received a number of awkward contacts. This was a difficult time’. (Medical messenger) 

‘Other’ challenges Q8 ‘it can impact my relationship with them ongoing, by creating some awkwardness 
between us’. (Management and administrative messenger) 

What is the most rewarding 
aspect? 

Having a meaningful 
conversation 

Q9 ‘Allowing people to recognise their behaviour and have open, honest conversations 
with people’. (Nursing messenger) 

Having staff embrace the 
reflection process 

Q10 ‘Sometimes people I think genuinely have a lightbulb moment regarding their 
behaviour and I sense will make genuine efforts to improve. This is quite satisfying to 
see’. (Medical messenger) 

Contributing to positive 
culture change 

Q11 ‘Reinforcing the organisation’s expected standards of behaviour and watching 
incremental cultural change as a result’. (Non-clinical services messenger) 

‘Other’ rewarding aspects Q12 ‘Observing the reflection of those receiving the messages, and the gratitude some 
have for the opportunity to reflect and improve’. (Medical messenger) 

What, if anything, would you 
change about the Ethos 
program? 

Improved promotion of the 
Ethos program 

Q13 ‘Better advertised. I feel its use has dropped significantly, as staff have either forgotten 
about it, or don’t know about it at all’. (Allied health and clinical services messenger) 

More support for Ethos 
messengers 

Q14 ‘More meetups with the team to discuss how the program is going and if or how the 
messenger team have handled (or experienced) delivering feedback’. (Nursing messenger) 

‘Other’ Q15 ‘I also think some recipients take it very personally, and they deserve help and 
follow up. I think Ethos is giving a voice to some people, but it is leaving recipients 
hanging out there a bit’. (Medical messenger)   
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Supplementary material 

Supplementary material is available online. 
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