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ABSTRACT
Psychologically safe organizational cultures are inherently inclusive
and promote healthy sharing of power and knowledge. These condi-
tions allow innovation to thrive and optimize member performance.
Unfortunately, despite its evidence-based nature, the field of medicine
continues to struggle with providing safe environments for its mem-
bers. Several cultural barriers to psychological safety permit endemic
harassment. These include having large power gradients, a weak
ethical climate, and a number of enabling structural factors that
maintain a toxic culture. Moving toward psychological safety will be
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R�ESUM�E
Les cultures organisationnelles qui favorisent la s�ecurit�e psychologique
sont intrinsèquement inclusives et favorisent le partage sain du pou-
voir et des connaissances. Ces conditions sont un terreau fertile pour
l’innovation et l’optimisation du rendement. Malheureusement, bien
qu’elle soit par sa nature même fond�ee sur des donn�ees probantes, la
m�edecine est un domaine où l’on peine encore à offrir un environne-
ment s�ecuritaire. Plusieurs obstacles culturels à la s�ecurit�e psycholo-
gique permettent un harcèlement end�emique, notamment les grands
�ecarts hi�erarchiques, un climat �ethique d�eficient et un certain nombre
The concept of “psychological safety” was introduced by Kahn
in 1990 and suggests that psychologically safe environments
allow individuals to employ themselves fully without fear of
negative consequences.1 Psychologically safe organizations
encourage their members to challenge the status quo in order
to innovate and evolve their operations or practice.2 There is
an abundance of evidence to illustrate that those institutions
that promote this sort of safety for their members have teams
that are more creative, engaged, and effective. Medicine is a
profession in which the achievement of psychological safety
would seem essential; unfortunately, one could make a
reasonable argument that we have all but given up on
achieving this goal.

In truth, the medical profession has a problem with overt
psychological toxicity. Harassment, intimidation, and
discrimination are so common that they have become
endemic. A recent survey of German physicians reported that
70% had experienced workplace harassment.3 A report from
the National Academy of Sciences in the US reported that
over 50% of women experienced sexual harassment in aca-
demic medicine environments. Data collected from 188
medical student respondents across 17 Canadian medical
schools via an anonymous online survey found over 800 in-
cidents of sexual harassment including sexist remarks, unin-
vited touching, stalking, and assault, perpetrated by peers,
patients, and faculty.4 In Canada, 75% of resident physicians
report experiences of harassment and/or intimidation5; this
percentage is up 30% from that of a comparable survey of
Canadian medical trainees conducted over a decade ago.6 Few
would argue that having three-quarters of our trainees expe-
riencing harassment is simply unacceptable.

In the field of cardiology, and cardiovascular surgery spe-
cifically, a global survey of almost 6000 clinicians found their
work environments to be highly hostile, with more than half
of participants experiencing hostility, women far more (67%)
than men (37%). Hostility took the form of emotional
harassment (29%), discrimination (30%), and sexual harass-
ment (4%). Higher rates of hostility and discrimination were
experienced by women (68% vs 37% among men), Black
cardiologists (53% vs 43% among White cardiologists), and
North Americans (54% vs 38% among South Americans).7

Harassment is defined as “repeated and persistent behav-
iours towards another with the intent to torment, undermine,
frustrate or provoke a reaction.”8 It comprises a number of
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challenging work, as it requires a difficult and complex analysis of the
shared value system that enables the status quo. Programs and pol-
icies that promote equity, diversity, and inclusion are an important
start, but they are likely insufficient on their own to achieve psycho-
logical safety. Leadership that models difficult reflection and supports
inclusive transformation is the key to a safe culture shift.

de facteurs structurels favorables au maintien d’une culture toxique.
Le cheminement vers la s�ecurit�e psychologique est une gageure, car il
exige une analyse complexe et difficile du système de valeurs
partag�ees qui donne lieu au statu quo. La mise en place de pro-
grammes et de politiques ax�es sur l’�equit�e, la diversit�e et l’inclusion
constitue un premier pas important, mais ne suffira probablement pas
à assurer la s�ecurit�e psychologique. Un leadership qui s’engage
ouvertement dans une r�eflexion difficile et soutient une transformation
inclusive est la cl�e du passage à une culture s�ecuritaire.
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behaviours that result in another being demeaned, belittled,
humiliated, or embarrassed. An umbrella term, harassment
includes behaviours such as intimidation and threats,
discrimination (including race- and gender-based), and
bullying. Harassment in the field of medicine is common, but
the odds of harassment are higher for trainees9 (and increase
with length of training), women,3,10 international medical
graduates,11 members of the lesbian, gay, bisexual, trans-
gender, queer or questioning, 2-spirit (LGBTQ2þ) commu-
nity, and physicians of colour.12,13 The experience of
harassment is often longitudinal, and it has been shown to be
associated with an erosion of professional confidence, an
increased sense of moral distress, and an increase in somatic
symptoms, such as anxiety and sleep disturbance.9,14 Physi-
cians that experience harassment have a 3-fold increase in the
odds of burnout, substance use, and suicidal ideation.10

Simulation studies have shown that exposure to bullying re-
duces team performance and increases the risk of poor clinical
decisions; when surveyed, both physicians and nurses believe
that harassment in the workplace increases the risk of medical
error and poor patient outcomes.15

Despite ample evidence of the prevalence of harassment,
the literature evaluating effective interventions to disrupt
harassment is remarkably sparse. A systematic review of pro-
grams to reduce mistreatment among medical learners16

identified only 10 evaluative studies of mistreatment preven-
tion programs. The quality of these studies is modest, and
only 4 studies actually measured a reduction in experiences of
harassment as an outcome (and only one program of the 4
suggested a reduction in events).

Evidence shows that regular exposure to harassment has
very harmful effects at both an individual and a health-system
level; evidence also indicates that despite people knowing
about the prevalence of harassment, the problem is getting
worse. How is it possible that healthcare institutions that
prioritize the safety of their patients can be so indifferent (or
oblivious) to the harm caused by harassment? How is it that
institutions committed to continuous quality improvement
have been permissive of harassment? How is it that despite
knowing the benefits of cultivating psychological safety, we
seem unable to achieve it?

The truth is that harassment simply has become a part of
our professional experience. The persistence of harassment in
the field of medicine reflects a normalization of these
disruptive and destructive behaviours within the professional
culture.13 Organizational culture, or the shared values, beliefs,
and principles of its members, has been identified as the single
most important predictor of whether harassment is likely to
occur.17,18 Culture shapes social norms within organizations,
and an organization’s culture will influence how its members
interact and behave toward each other; thus, it is a powerful
but latent force determining work practices and group dy-
namics. Unfortunately, given the complexity of how group
beliefs and values are determined, organizational culture can
be challenging to shift. Examinations of organizational culture
in a variety of contexts have identified cultural determinants of
harassment. These determinants include the presence of large
power gradients, the presence of enabling organizational
structures, and weak ethical climates, all of which are present
in the field of medicine18 (see Fig. 1).
Large Power Gradients
With attendings, fellows, senior residents, junior residents,

and medical students, the field of medicine is unapologetically
hierarchical.Hierarchies are defined by large power gradients and
competitive individualism and are common in professions that
have patriarchal origins or were historically male-dominated. In
this cultural structure, people compete with one another for
opportunities to gain more influence within the organization.
When harassment occurs in such a setting, it is most often
perpetrated by those with more power and experienced by those
with less. In the arenas of medicine and academia, where people
in positions of authority can potentially facilitate or disrupt
professional advancement, the risk of harassment is increased.19

Fear of reprisal or retribution limits victim or bystander report-
ing of disruptive behaviour and limits opportunities for persons
with power to get feedback to remediate their behaviour.13,20

In addition to increasing the risk of interpersonal harass-
ment, hierarchies enable epistemic mistreatment. Epistemic
injustices occur when colonial or Eurocentric values and be-
liefs held at one level of an organization influence how persons
are heard or perceived at another level of the organization.21

For example, a lack of Indigenous representation among
leadership can permit the perpetuation of anti-Indigenous
racism and stereotypes. In turn, this situation can facilitate
the dismissal of ideas or concerns brought forth by Indigenous
trainees or faculty. Gaslighting is a common form of epistemic
mistreatment that enables harassment. It occurs when persons
use their power to manipulate victims of harassment/abuse to
question or doubt their experience of the event(s). The
invalidation of traumatic events can have significant negative
impacts on mental health and can have lasting negative
reputational impacts for victims (with superiors labelling them
as disruptive or troublesome).22,23 Epistemic mistreatment
such as gaslighting is often unconscious but does effectively
oppress equity-deserving people, making it a disturbing and
tenacious method of preserving hierarchy.
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Figure 1. Determinants of psychological safety.
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Enabling Organizational Structures
The academic meritocracy and tenure system sustains the

hierarchy through a process of systematic exclusion and con-
centration of privilege. Although meritocracies are supposed
to provide opportunities based on an individual’s achieve-
ments, talents, or skills, growing evidence indicates that sys-
temic biases and oppressions consistently exclude persons
from professional advancement in the field of medicine.24,25

Although meritocracies are perceived as awarding opportu-
nity based on merit, if the ability to access or succeed in
“meritorious” pursuits is not equitable, then this framework
will lead to systematic exclusion.26 Tenure is another enabling
organizational structure that affords increased professional
protections to those at the highest levels of the hierarchy,
allowing those with the most power to have the least
accountability for their behaviour.27
Ineffective Regulation of Professionalism
Self-regulation as a potential enabling structure is best

illustrated by a case example. In 2016, a surgeon in Alberta
hung a noose on an operating room door where both Black
and Indigenous physicians worked.28 This incident was re-
ported to leaders in administration and to the provincial
regulatory body, the College of Physicians and Surgeons of
Alberta (CPSA). In 2020, a tribunal determined that although
the noose could be seen as a symbol that could intimidate and
threaten the operating room staff, the tribunal did not
recognize this as race-based harassment or intimidation, citing
insufficient evidence to determine that the perpetrator was
motivated by racism. The tribunal did find the perpetrator
guilty of unprofessional behaviour.

Medical professionalism is self-regulated, and although the
effectiveness of this sort of governance for physicians has been
debated,29,30 for better or worse, we are supposed to hold each
other to account when unprofessional acts occur. The hier-
archical organization and the meritocracy both contribute to
an unhealthy concentration of power and likely to the belief
that medical leaders are well equipped to regulate their peers.
However, as this case illustrates, self-regulation has several
limitations when it comes to addressing and preventing
harassment. First, professionalism is defined by non-
representative physician leadership, who may not have
insight into how equity-deserving populations experience
harassment.31 In the case presented, the determination of
whether harassment occurred was centered on the motivation
of the harasser instead of the experience of the harassed. This
case reveals large institutional knowledge gaps regarding the
influence of systemic racism on staff behaviour. Whenever
systemic and/or internalized racism exists, whether a person
was consciously racist is irrelevant; what is relevant is whether
only racialized persons would be harmed, threatened, or
intimidated by an action. Without respectful inclusion and
representation, our frameworks of accountability will lead to
compounded harm instead of justice, as they did in this
particular case.

A second reason a lack of representation undermines
effective accountability is that several harassment behaviours
are subtle, and without standards of practice that define
harassment, harmful actions may not be recognized.30,32 The
patriarchal and colonial history of the field of medicine has
largely been internalized by the prevailing medical culture,
such that many conventions we have (what we have defined as
preferred modes of dress, communication, or management
style) may not be consistent with the traditions of equity-
deserving people (particularly those that have experienced
the harms of colonial oppression). The pressure to conform to
these conventions is considerable, and the act of conforming is
called “code-switching.”33 Code-switching is invisible to those
that create the expectation of conformity, and thus, a person
with power will be oblivious to the mental and emotional toll
this process takes on equity-deserving people. When senior
colleagues “coach” equity-deserving colleagues on these pro-
fessional behaviours, this is harassment, but such behaviour
will be seen as well-intended feedback by the harasser (and by
traditional regulatory bodies).

Lastly, experiences of harassment may not have corrobo-
rating physical evidence or witnesses, and in the absence of
corroborating evidence or testimony, regulatory bodies tend to
dismiss charges of misconduct.34 The dismissal and dimin-
ishing of the event (“I am sure you misunderstooddthat
colleague is very well respected”) not only is disrespectful, but
also once again reveals a lack of knowledge regarding the
prevalence and nature of harassment in our profession.
Weak Ethical Climate
The ethical climate of an organization is the shared

perception of its members toward its own practices.27,35 An
organization with a weak ethical environment is one in which
inappropriate actions are left unchecked, and there is a
perception that the consequences for inappropriate behaviour
are minimal or nonexistent. Leaving aside the ethical climate
of our clinical work, the climate of our intra-professional
environment is weak.

Despite the high prevalence of harassment in the field of
medicine, formal reporting of harassment is rare. A survey
conducted by the American Association of Medical Colleges
suggests that just over 70% of harassment experiences are not
reported.36 Surveys of medical staff and trainees reveal that
harassment goes unreported because reporting is perceived to
be too onerous or too dangerous and as being ultimately
potentially more harmful than the initial harassment experi-
ence.13,37 There is also a widely held belief within the field of
medicine that dehumanizing behaviour is to be expected,
given the high-stress nature of the profession, and an inability
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to tolerate this behaviour is a sign of weakness or a lack of
professional “fit.”20,37 Others have reported that the culture of
self-sacrifice in the field of medicine facilitates the acceptance
of harassment as a normal part of the professional journey
(albeit a significant barrier to personal wellness).38,39 Simi-
larly, physician and resident wellness programs that emphasize
resilience without addressing the harassment problem can
tacitly validate the view that the field of medicine is a rough
business. Authentic promotion of health and safety in our
profession is clearly important; however, if organizations focus
on individual resilience training without addressing prevalent,
system-enabled harassment, resilience training may inadver-
tently contribute to normalizing mistreatment, and
entrenching the weak ethical climate.40

Concerning evidence indicates that harassment is being
modelled and implicitly taught to physicians. This socializ-
ation of learners to participate in harassment has come to be
known as the “hidden curriculum” of the field of medicine.41

Hopkins and colleagues42 reviewed reports of harassment
perpetuated by faculty and trainees at the Stanford Hospitals
and Clinics. This review demonstrated that the medical spe-
cialties with the highest rates of harassment also had the
highest rates of harassment events perpetrated by trainees. In
other words, harassment events perpetrated by faculty or
trainees were clustered within speciality groups, and faculty
harassment events were very highly correlated with trainee
harassment events (Spearman’s R ¼ 0.90, P < 0.001).
Although causal inferences cannot be drawn, these data
strongly suggest that faculty are modelling harassment to
learners.42
Moving Toward a Psychologically Safe Practice
of Medicine

Psychologically safe environments limit opportunities for
harassment to occur. Cultivating such environments requires
that 4 conditions be present, including the following: (i) a
feeling of inclusion; (ii) safe learning experiences; (iii) an
equitable ability to contribute; and (iv) support for chal-
lenging the status quo and demonstrating curiosity.2 The
achievement of these conditions allows for a shift from indi-
vidualism to collectivism and places an emphasis on shared
humanity. The presence of these factors heightens our ability
to see the strengths of others (rather than weaknesses) and
opportunities (rather than threats) when presented with
differing views. Achieving psychological safety not only creates
positive professional experiences due to a strong sense of
belonging, but also encourages innovation, as people feel safe
to explore new ideas and challenge conventional thinking.
Cultivating the conditions for psychological safety is possible
but requires a critical examination of almost every aspect of
our profession and a collective will to do this important but
difficult work.

A number of programs and policies are available for or-
ganizations to adopt to promote psychological safety (see
Fig. 2). These include the following: targeted recruitment of
equity-deserving learners and faculty; adoption of anti-
oppressive standards of practice and codes of conduct;
training in implicit bias and bystander intervention; revision
of curricula to be centered on equity; development of com-
petency in health equity; and the adoption of restorative
justice models of accountability. However, the success of these
programs will be limited if there is not a collective desire to
shift the culture.

To move things forward, the fundamental value system
needs to be dismantled and replaced with a system that values
inclusion and safety. To dismantle the current system, there
must be a willingness to reflect with honesty and humility on
how the field of medicine has created a culture that permits
ongoing harm to colleagues, and by extension, patients.

Several Canadian medical schools, professional organiza-
tions, and regulatory bodies have made public commitments
and created internal programs to promote equity, diversity,
and inclusion (EDI)dwhich is an important step in the right
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direction.8,43-45 To be successful, EDI initiatives need to
simultaneously promote diversity and create syn-
ergiesdbetween new members from previously underrepre-
sented groups and previously majority membersdthat
encourage mutual success and sharing of power. Also impor-
tant is that the work of championing EDI should not fall on
the shoulders of equity-deserving people. Asking people who
have been harmed by a culture to fix that culture is completely
inappropriate, but it is so common that this offloading of
difficult (and often non-meritorious) work has been termed
the “minority tax.”46 Success in achieving EDI and promoting
psychological safety requires highly effective, inclusive lead-
ership, with clear policies and standards in place that enable an
environment in which calling out injustices across ranks be-
comes the norm. Although culture is the most significant
determinant of harassment, leadership is the greatest deter-
minant of culture.
Conclusion
Cultivating a culture of psychological safety in the field of

medicine is critically important. The rates of harassment in
our profession are unacceptably high and must be addressed.
The failure to create safe environments severely limits our
potential as a profession and leads to unnecessary harm to our
colleagues, and in all likelihood, our patients. Cultivating safe
environments requires an inclusive transformation of the field
of medicine, which is daunting, but absolutely possible and
necessary.
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