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O
rganizational silence is a term that illustrates the
lack of dialogue when stakes are high in organ-
izational (medical) teams. This silence has indi-
vidual, social, and organizational factors and

contributes to medical errors.1 Often, medical errors are not
addressed due to a lack of appropriate team dialogue, because
team members’ psychological safety is lacking.2 One-way
communication is important, but just as important is two-
way dialogue, which requires both psychological safety and
mutual respect (trust). Medical errors are happening at an
alarming rate, and even more alarming is that the errors
could be prevented if factors like psychological safety and
mutual respect were present within the team.

PSYCHOLOGICAL SAFETY
Psychological safety essentially “measures whether team

members feel they can bring up a topic”3 or “feel comfort-
able sharing concerns and mistakes without fear of embar-
rassment or retribution”4 and is an important first step in
the dialogue process (Figure 1). If team members feel as
though bringing up difficult topics will not result in retali-
ation or other negative consequences, they are more likely to
be engaged and will attempt to solve problems, allowing for
learning, growth, and ultimately better performance.5

Potential barriers to psychological safety are poor rela-
tionships and social status.6 Building trust and relationships
is key to team members feeling comfortable in bringing up
a topic. If team relationships are already on shaky ground,
then the likelihood of someone feeling safe enough to bring
up an error or concern is minimal, because negative emo-
tions engage the sympathetic nervous system and trigger
avoidance.7 Social status or hierarchy can also contribute to
a lack of dialogue and, in turn, errors.8 Hierarchy reduces
two-way dialogue because established norms state that the

highest-ranking person should do the telling and the
lowest-ranking person should do the listening. These
norms, if not addressed or changed, keep lower-ranking
people on a team from speaking up,9 thus adding to the
issues of hierarchy and power and decreasing psychologi-
cally safe environments.

MUTUAL RESPECT
The next step in the process is mutual respect, which

examines “whether team members feel that other members
of the team want to hear their ideas.”3 Much of the focus on
psychological safety does not account for the crucial second
component of mutual respect. Mutual respect is the compo-
nent that will allow the dialogue to continue and not be a
one-time occurrence. When individuals speak up, they must
feel that their contributions are valued and result in consider-
ation of their ideas. In a clinical setting, for example, say an
operating nurse speaks up while a surgeon is closing a wound
and says, “I haven’t finished our count; I don’t think we
have everything. Can we please pause for clarity?” If she is
dismissed with the comment “then count again,” what is the
likelihood that she will speak up next time? If, instead, the
surgeon stopped and said, “Everyone stop while we finish
our count,” imagine the amount of mutual respect that
would have been established, enabling the nurse to feel heard
and validating the role of all team members. Most important,
this approach would ensure that no instruments were left in
the patient.

DIALOGUE
Dialogue tends to involve relationship-based communica-

tion rather than task-based conversation. Relationship-based
communication has yielded better outcomes than task-based
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communication,10 yet so much of the clinical environment
continues to be based on task and hierarchical communica-
tion, both of which are often one-way. Dialogue should be
a give and take of information that is allowed through psy-
chological safety and mutual respect. Dialogue ensures that
both people are heard in a conversation rather than one
person being the sender and the other being the receiver.
Because all team members have information to share
regarding patient care, dialogue with psychological safety
and mutual respect is imperative. Often nurses spend more
time with the patient than the physician, so their contribu-
tion would add efficiency and quality to clinical decision
making, yet dialogue has to be encouraged by breaking
down the hierarchy, ensuring that both parties feel psycho-
logically safe to contribute, as well as having mutual respect
(trust and being heard).

CONCEPT DESCRIBED
Although respect has been deemed more important than

psychological safety,3 psychological safety is the first step in
team members speaking up. An individual must first believe
that there will be no negative repercussions for speaking up
to be willing to put his or her thoughts on the line. For
example, if a team is working in an operating room and one
of the team members notices that an instrument is not
accounted for, that team member must be working in a set-
ting that allows opportunities to speak up without retali-
ation. Although this should be enough, without adding
respect to the equation, team members may not share their
concerns or, just as devastating, they may share but not be
heard by team leadership. To illustrate this, we go back to
our original example. The team member in the operating
room feels safe to notify the leader of the team about the
missing instrument but hesitates because in the past that
leader did not listen to (respect) other teammates’ contribu-
tions or, just as bad, the team member does speak up and
the team leader does not demonstrate respect about what is
shared, ignoring the warning. Both psychological safety and
respect have to be present for dialogue to occur.

BARRIERS TO THIS FORMULA
An important barrier to consider for this formula is indi-

vidual perception and ensuring a mutually agreed-upon nar-
rative. One individual could perceive a situation as both safe
and respectful, whereas another may perceive it completely
differently. Knowing that misperceptions can occur, leaders
should not only model the appropriate behavior but also
articulate what they are doing and then follow up, closing
the loop of communication to ensure that everyone has the
same “takeaways” from the situation. For example, many
institutions claim to have both safe and respectful environ-
ments that include appropriate reporting mechanisms.
Although on paper this may be accurate, in reality reporting
mechanisms do not always follow up with individuals, leav-
ing them to believe that they were not heard and, even if
they do follow up, there are often no consequences for the
incident, breaking mutual respect.

RECOMMENDATIONS
To reduce organizational silence, the concept of humble

inquiry can be employed, which increases psychological
safety and mutual respect. Humble inquiry was introduced
in 2013 as a way of approaching a situation with curiosity
and interest, communicating and actually listening to people
rather than focusing so much on telling.9 Telling is the cur-
rent standard in the hierarchical culture of medicine, so ask-
ing questions moves toward change and potentially negates
the social rules (i.e., hierarchy) to allow progress in building
psychological safety and mutual respect. Humble inquiry
requires a certain amount of vulnerability because one has to
ask a question without knowing the answer and has to be
prepared to receive information openly and without judg-
ment. The inquiry cannot be leading or statement based
but rather must be a true interest in gaining knowledge or
perspective from the other party. For people on the lower
end of the hierarchy, this approach by higher-ups creates a
temporary subordination, reducing barriers and creating
psychological safety.9

In addition to using humble inquiry, we recommend two
specific actionable ideas: avoid making assumptions and
develop rapport. When working with a team, or anyone for
that matter, it is important to avoid making assumptions
about their intent. Making assumptions about another per-
son’s intent can end in conflict and confusion and shut
down the opportunity for dialogue. Even if the initial
assumption proves to be true, it is better to start the conver-
sation with open inquiry, which will engage the other party
rather than put him or her on the defensive. Putting the
other person on the defensive is a nonstarter and defeats the
purpose of working as a team. Developing personal rapport
creates a stronger relationship and interdependence for the
team. Rapport and team engagement outside of required
clinical encounters predict productivity.9,11 So, rapport can
affect productivity, safety, and effectiveness.

Figure 1. Creating team dialogue.
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Finally, moving and changing culture is one of the most
difficult tasks for a leader, so instead of trying to take on a
huge idea, start with humble inquiry, minimizing assump-
tions, and developing rapport. These things should encour-
age psychological safety, mutual respect, and, most
important, dialogue, negating organizational silence and
minimizing clinical errors.
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