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Introduction/background

Whistleblowing is the admission by employees (former or current) of unlawful, immoral or illegitimate practices that exist within the organisation in which they work, to a person whom may be able to effect action 1, 2. The concept of whistleblowing has been linked to the shrill sound of a referees whistle, used to stop play, refocus the team, acknowledge the rules and return the game to order 2, 3. It has also been compared to an old safety analogy – the ‘canary down the mine’. A canary is taken with a miner deep into a mine shaft, if the canary dies the mine is considered unsafe to work, due to fatal noxious gases 4. Like the canary it is believed that whistleblowers provide us with an insight into potentially ‘toxic work environments’ 5, where management are prepared to ignore and even cover-up unethical or illegal practices that have a detrimental effect.  

Until the events of the last few years whistleblowing has not featured strongly in the nursing literature, one reason for this is that historically whistleblowing has been more commonly associated with big corporate companies. Some notable examples include the Vice President of the Enron Corporation, Sherron Watkins who helped uncover misstatements in the financial reports in 2001 or Andrew Wilkie an intelligence analyst from the Australian Intelligence Agency who resigned in 2003 over concerns related to reports that claimed Iraq possessed weapons of mass destruction 6. However the link to health related whistleblowing can be clearly demonstrated by the widely reported cases of the Bristol Royal Infirmary in the UK 7; the inquest into deaths performed at the Children's Hospital of Winnipeg, Canada 8; Australian cases such as King Edward Memorial Hospital Inquiry in Western Australia 9; Campbelltown and Camden Hospitals Inquiry in New South Wales 10 and the Bundaberg Hospital Inquiry in Queensland 11. However despite all this there is still some suggestion that nurses aren’t clear about whistleblowing. There is clear tension between accountability to uphold standards and report to the appropriate authority on one hand and the imposition of protecting the organisation on the other. 

Consider clinical practice in the day surgery setting. Are there occasions where the performance of a colleague is below professional standards, unethical or incompetent? Are nurses exposed to clinical situations where they are bullied into operating outside of the scope of practice? Are nurses operating on patients when policies that guide practice have been breached? Do nurses who have taken these concerns to management get ignored or personally challenged? These are the challenging questions that face nurse whistleblowers. 

This paper will provide a definition of whistleblowing and examine the potential dichotomy of accountability faced by nurses’ who report concerns of adverse clinical events or unethical clinical behaviour. It will briefly discuss some important organisational structures that contribute to health professionals resorting to whistleblowing and finally it will profile steps recommended in the literature to protect potential whistleblowers.

Definition of Whistleblowing

When examining the literature for a universal definition of whistleblowing considerable variation is found 12. At times the definition of whistleblowing is explicit and narrow, often only reflecting the more serious external public whistleblowing acts 13. While other definitions are broad, encompassing even acts of internal reporting in their definition 14. Brown 15 searched for a definition in current Australian legislative instruments that propose ‘whistleblowing protection’. Even in this literature, which is commonly regarded as an authoritative source, a standard definition was not found.  However comparable themes were found in the majority of the proposed definitions.  These include:  the act of reporting is designed to stop and prevent further illegal or harmful actions perpetrated by the employer or other employees, the report is made by a current or former employee who has or had privileged access to information pertaining to the incident or events, and reporting occurs to a person or body that has the power to effect action 
 ADDIN EN.CITE 
1, 2, 13, 16-18
. Review of the literature also revealed that nurses considered whistleblowing as an external action that occurs when reporting via internal processes are exhausted and unresponsive 19. 

Of further interest is that nurses who have been labelled ‘whistleblowers’ rarely considered themselves a whistleblower at the time of reporting outside their organisation 20, 21. Instead they viewed their action as a last desperate measure to stop unethical clinical behaviour, as reported by Toni Hoffman the Intensive Care Nurse Unit Manager at Bundaberg Hospital on Australian Story ‘By the time I went to Rob Messenger we had been, I think, to 12 different people and no-one would pay any attention’ 22.  Or as stated by Toni Hoffman on day two of the Bundaberg Hospital Commission of Inquiry ‘I mean, you know, when we did what we did, we were desperate, absolutely desperate’ 11. Lack of support from nursing colleagues and hospital executives is apparent in all of the whistleblowing cases examined where nurses reported unethical clinical practice, or challenged the prevailing conditions for patients, including medical domination 
 ADDIN EN.CITE 
2, 20, 23-25
.

Dichotomy of accountability

Why does reporting of misconduct or unethical clinical behaviour carry such negative reactions from colleagues and managers? The answer to this question may lie in the dichotomy of accountability. Accountability being ‘the state of being answerable for one’s decisions and actions’ 26. Nurses commonly are caught between two opposing forces when reporting unethical clinical behaviour and misconduct. The first is written clearly in their codes of ethics and professional conduct, which states that ‘Nurses have an ethical responsibility to report instances of unsafe and unethical practice. Nurses should support colleagues who appropriately and professionally notify instances of unsafe and unethical practice’ 26. Furthermore the nurse must make known to an appropriate person or authority any observation of questionable or unethical practice. If no resolution is found that results in safeguarding the individual then the nurse is required to notify the appropriate authority’ 27. It is unambiguous, nurses must report or internally whistleblow unethical behaviour or misconduct. 

The second process that may strongly influence a nurse’s decision to whistleblow is his or her perceived and expected loyalty to their organisation or the medical practitioner. Initially this may not be apparent as ‘accountability’ however when ones actions in reporting misconduct to an outside authority can lead to punitive responses such job loss, or other disciplinary action, the force is a powerful one. This raises an important question as to what point is considered reasonable for nurses to take action if a consequence is that the nurse will loose their job. As one nurse whistleblower reflected ‘Why should nurses have to choose between carrying out the behaviours called for in the code and providing for their families? 25. This point is illustrated by the events at Bundaberg where the code of conduct was presented to the nurses as an implicit warning at a time when they were desperate to be heard 11. In Bundaberg, nurses were referring to the Queensland public hospital code of conduct as the ‘Code of Silence’. 

The clues to the organisation loyalty expected by employers can often be found in the organisation’s’ code of conduct. Here the language used implies a clear message related to ‘absolute confidentiality’. A preliminary internet search presents many hospital codes of conduct. In some of the private hospital organisations the reputation of the organisation is sacrosanct. This concept is easy to understand given the competitive market in which they operate. Figures from 2004 indicate that 60% of operative procedures are undertaken as day patient procedures in 240 free standing Day Surgery centres, 320 private hospitals and most large public hospitals in Australia 28. Negative reporting related to provision and safety of medical and nursing services have deleterious effects on future income for the hospital and loss of faith by the community. As cited in one private hospital’s code of conduct document, ‘In a private hospital trust and confidentiality is our stock in trade. We treat hospital business affairs and those of our customers and other staff members with absolute confidentiality’ 29. This point is illustrated by the events in Bundaberg where fear related to potential loss of community confidence and desperation to hold onto a practising surgeon were pivotal rationales expressed by the executives at Bundaberg Hospital, when verbal and written complaints from nurses were downplayed and ignored 11.

Although not argued as a dichotomy of accountability, the dilemma of reporting misconduct or unethical behaviour can be found in literature that explores patient advocacy. A study by Millette examined nurses’ views of patient advocacy that supports patient need over that of the organisation or the treating physician. It found that nurses predominantly viewed patient advocacy as appealing and essential to their role, however the implementation of patient advocacy had the potential to create insurmountable problems 30. The lack of administrative support for nurses reporting probable or actual harm has also been detailed by nurses in the perioperative setting 31. In another study Killen found that although perioperative nurses viewed reporting as crucial and an implied responsibility, they felt that nursing administrators would fail to address unsafe or unethical practice 31.  The risk of delay or cancellation of surgical procedures to address the reported issue meant that these problems ‘were solved at the convenience of a department or practitioner, not for the benefit of the patient or family’ 31. Similar actions to resolve complaints were made in Bundaberg, here the executive considered reducing surgical waiting lists and keeping an operating surgeon a greater imperative than fully investigating serious complaints of negligence and unethical behaviour 20.  Finally a study by Ahern and McDonald found a key feature in this behaviour was directly related to ‘beliefs inherent in patient advocacy’ 18. Nurses who held more traditional views about the status of nurses did not feel compelled to take action when faced with unethical behaviour when compared with their more ‘progressive’ counterparts 18 . Ahern and McDonald 18 hypothesise that the lack of support that whistleblowers face when reporting misconduct relates to the fact that all nurses do not share the same patient advocacy beliefs. 

It is easy to recognise the difficult decisions nurses make weighing up accountability. There can be obvious clashes between nursing’s professional codes and reality. Past case studies show nurse whistleblowers suffer from insurmountable stress leading to serious physical and mental problems, some with serious scars evident on their professional careers 
 ADDIN EN.CITE 
2, 5, 25, 32, 33
. Some writers have even proposed that nursing professional codes that do not reflect reality may need to be examined and redesigned 
 ADDIN EN.CITE 
25, 34-36
. However others argue that if there is a clash between professional codes and practice, the nursing profession needs to take into account the reality of organisations and expectations of nurses working within them, rather than changing the code 25, 37. Changes must be made in the culture of organisations to ensure that they develop and maintain a climate that promotes organisational ethics, and allows nurses to carry out the expectations of their professional codes. Specifically, organisations have a responsibility to develop and implement strategies that support nurses and other health care professionals who wish to report concerns about unethical practices within their workplace.

Public inquiry lessons

The lessons learned from recent large public inquiries commissioned as a response to whistleblowers in Australia and overseas have found similar themes in relation to organisational culture. Of particular note were inappropriate medical autonomy insulated from criticism, specialisation, misplaced collegiality, social ostracism of whistleblowers, indifferent or conversely threatening and bullying tactics used by administration, ineffective sentinel event reporting, minimal clinical governance and a corporate culture primarily concerned with cost containment and waiting list reduction 
 ADDIN EN.CITE 
38-42
. The one clear lesson is that health professionals who wish to report concerns of adverse clinical events or unethical clinical behaviour need clear pathways of complaint, open disclosure policies with emphasis on investigation and improvement rather than retribution and silence 10, 43. 

Guidelines for nurse whistleblowers.

When the clear pathways do not exist to report unethical clinical behaviour and the response from managers is retribution rather than investigation, it is often difficult to know how to proceed. As discussed earlier most nurses who reported unethical behaviour outside of the organisation did not consider themselves as whistleblowers.  If nurses find themselves in this unenviable situation there are a number of strategies articulated in the professional literature that can be employed. Firstly assess the situation and determine the risks of proceeding. Research has shown that both action and inaction can both lead to stress induced health effects 33. Obtain corroborating evidence and support from colleagues 17, 44. Keep detailed and accurate documentation. Begin reporting with the offending colleague and then use the chain of command, report through the hierarchy 16. Before external whistleblowing, consult with legal professionals with knowledge of local (state) health and whistleblowing protection legislation. Whistleblowing is difficult because as recently discovered the laws are complex and the protection offered to the nurse depends on which state or territory in which they practice in 15.  Consult other expert outsiders such as professional bodies, registration bodies, employment advisors 16, 17. Only consider external whistleblowing as a last resort and ensure that the motivation for action is sound. Determine if actions are driven by envy, resentment or disappointment at the betrayal of supervisors. Finally do not take the action lightly, the employer wont. The professional life and personal health of a nurse whistleblower may never be the same again.

Many organisational lessons have been learned from cases of nurse whistleblowers. These can be applied to clinical environments where day surgery nurses practice. It seems logical that to ensure quality and safety in practice we should apply our efforts to recognising and addressing deficits in organisational culture. External whistleblowing never occurs as the result of a single layer of inaction or one deaf manager. Nurses should be vigilant monitors and active participants in organisational culture, insisting that managers provide transparent and clear pathways to report concerns of unethical behaviour and provide timely feedback about measures taken to address the problems. 
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