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Highlights  

 US healthcare leaders sympathize with clinician stress and frustration.  

 Leaders support programs that encourage humanistic skills, values and attitudes.  

 Faculty development activities are not coordinated for maximal impact.  

 Leaders have not considered organizational humanistic practice changes.  

 Organizational changes may be most effective to preserve medical humanism.  

 

 

 

ABSTRACT  

OBJECTIVE: To explore leadership perspectives on how to maintain high quality efficient care 

that is also person-centered and humanistic.  

METHODS:  The authors interviewed and collected narrative transcripts from a convenience 

sample of 32 institutional healthcare leaders at seven U.S. medical schools. The institutional 

leaders were asked to identify factors that either promoted or inhibited humanistic practice. A 

subset of authors used the constant comparative method to perform qualitative analysis of the 
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interview transcripts. They reached thematic saturation by consensus on the major themes and 

illustrative examples after six conference calls.  

RESULTS: Institutional healthcare leaders supported vision statements, policies, organized 

educational and faculty development programs, role modeling including their own, and 

recognition of informal acts of kindness to promote and maintain humanistic patient-care. These 

measures were described individually rather than as components of a coordinated plan.  Few 

healthcare leaders mentioned plans for organizational or systems changes to promote humanistic   

clinician-patient relationships.  

CONCLUSIONS: Institutional leaders assisted clinicians in dealing with stressful practices in 

beneficial ways but fell short of envisaging systems approaches that improve practice 

organization to encourage humanistic care.   

PRACTICE IMPLICATIONS: To preserve humanistic care requires system changes as well as 

programs to enhance skills and foster humanistic values and attitudes.    

 

 

Key words:  humanism, organizational culture, faculty development, burnout, leadership, values, 

compassionate healthcare 

 

1. INTRODUCTION 

 

1.1 From its beginning, medicine as a profession has emphasized humanistic values such as 

benevolence and compassion. [1] Scribonius, a physician in 47 CE, defined the profession as “a 

commitment to compassion…in the relief of suffering.” [2] In current times, medical humanism 

refers to “deep-seated convictions of physicians”, such as to be caring, compassionate, and 

respectful toward patients and colleagues. [3-9] Cohen states that a physician’s humanistic 

convictions animate professionalism, which incorporates corresponding behaviors. [3]   

Professionalism and humanism are considered essential to the practice of medicine. [5-9] 
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In the United States, emphasis on clinical productivity, efficiency, performance metrics, and 

regulations has created barriers to the humanistic practice of medicine that has contributed to 

high levels of frustration, stress, and burnout among physicians and other clinicians. [10-12] The 

challenge to those leading healthcare organizations, then, is how to respond to the conflicting 

goals and values of humanistic practice and economic efficiency. What steps have the leaders 

taken to ensure that the humanistic tradition is preserved, while also achieving efficient, high 

quality care? Both academic leaders and healthcare administrators share this responsibility and 

should articulate a vision that bridges the current divide between humanistic care and economic 

imperatives. [13] 

 

In our previous work, we interviewed physicians who had completed a faculty development 

course in humanistic medicine at 7 medical schools across the U.S. about factors within their 

organizations that either promoted or inhibited humanistic practice. [14,15] Here, we report on 

our interviews with healthcare leaders at those same medical schools to learn from their 

perspectives, the actions they have taken, and their views of how to maintain high quality, 

efficient, person-centered, humanistic care.  

 

2. METHODS 

 

2.1 Design:  A qualitative research design was implemented to explore leadership perspectives 

on how to maintain high quality efficient care that is also person-centered and humanistic  

 

Sample: Participants were invited to enroll in the study by the local facilitators at each school, 

who are also co-authors of this paper. We asked facilitators to invite healthcare leaders with 
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influential roles who were thought likely to participate in a semi-structured interview. 

Institutional healthcare leaders included in this study were a convenience sample of 32 

participants who met these criteria and consented to be interviewed. The study was exempted or 

approved by the Institutional Review Board at each institution.   

 

Participants were 38% female; more than half were between 45 and 64 years of age. The 

majority were physicians (81%). Administrative titles included Dean, Associate or Assistant 

Dean (8), Department Chair or Vice Chair (7), Division Director (4), CEO, Director, or Chief 

Medical Officer (4), Nursing Leader (2) and miscellaneous institutional healthcare leadership 

roles. Based on their titles, 46 per cent held administrative titles indicating responsibilities for 

both clinical and educational programs (e.g., Department Chair), 16 per cent were administrators 

responsible for the practices (e.g., CEO), and 38 per cent were leaders of medical education (e.g., 

Education Dean). All are henceforth referred to as “leaders.”   

 

Data Collection: Interviews were conducted in-person or via email, after which leaders 

responded to an online questionnaire requiring narrative answers. Of the 32 interviews, 11 were 

from school #1, 6 from #2, 5 from #3, 3 from #4, 3 from #5, 3 from #6, and 1 from #7. We 

provided participants with a working definition of medical humanism taken from the Arnold P. 

Gold Foundation [7] on which to base their answers. Medical humanism was defined in the 

interview as “characterized by respectful and compassionate relationships among physicians, 

their patients, and other members of the healthcare team that flourishes within a humanistic 

culture.” [7] Leaders were asked to provide written reflective responses of one or more 

paragraphs addressing two prompts: (a) What factors and/or programs in your organization 

encourage practicing and teaching humanistically? and (b) What factors in your organization 
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pose barriers to creating a humanistic practice and/or environment? What proposed solutions 

are you considering?  Responses averaged 93.9 words (95% confidence intervals 75.0 to 113.0 

words, std. dev. 75.9 words, median 78.5 words, range 2-315 words).   

 

2.2 Data Analysis: Transcripts were analyzed using the constant comparative method. [16-19] 

Five co-authors (WTB, MAG, EAR, LGO, ARD) participated in the analysis, which included 

attendance on six conference calls each lasting 90-120 minutes. The written responses from 

participant interviews were circulated before each call for review by these five investigators. 

Typically, during each call, a subset of 5 or 6 written responses was read aloud one-by-one, 

discussed, and themes identified. On each subsequent call, themes that had been previously 

identified were reviewed and revised if necessary to reflect the discussion of the new subset. 

Illustrative phrases related to the themes were recorded. By the sixth call, all participant-

responses had been analyzed and no additional or more meaningful revisions of the themes were 

identified leading investigators to conclude that they had reached thematic saturation. 

 

 

3. RESULTS 

 

Our analysis led us to group the factors that encouraged humanism and that posed barriers under 

three broad themes.  This approach allowed us to compare and contrast the leaders’ views of 

factors and subthemes (in bold) related to maintaining humanistic practice (Table 1). 

 

3.1  Theme 1: Challenges and Responses of Leadership 

 

3.1.1 The leaders uniformly indicated that they cared about maintaining humanistic practice. 

They described and often acknowledged the overwhelming amount of work confronting 

clinicians and the resultant stresses: 
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“In our very busy hospital and clinic environments, there are so many things our providers and 

staff need to attend to that they are often overwhelmed and simply feel the need to move on to the 

next patient.” 

 

3.1.2 Leaders were aware of the added challenges of providing humanistic care to patients 

following the introduction of the electronic medical record (EMR), due to both the physical 

intrusion of computers into clinical encounters and the added administrative burden that they 

placed on clinicians: 

“There is a certain degree of burnout that is endogenous to clinical work, and it has only gotten 

worse with the forced implementation of the electronic medical record that oftentimes force us to 

just keep clicking and spend far less time in direct patient contact.” 

 

3.1.3 Financial pressures were acknowledged as a challenge to humanistic care: 

“I think the greatest barriers are time, [and] money…There are increasing pressures on faculty 

and residents to work harder and take on more work that stresses their ability to practice and 

teach in a humanistic manner.” 

 

3.1.4 Leaders recognized the critical importance of good faculty role models: 

“I think role modeling may be the single most effective practice to encourage humanism, in 

addition to efforts to recognize and EXPLICITLY teach and comment and evaluate upon 

elements of humanistic practice.” 

 

3.1.5 One leader, who was also a clinician, expressed his dissatisfaction with the tension 

between modeling humanistic practice and being responsive to productivity pressures using 

language that suggested resignation to a loss of idealism replaced by growing cynicism: 

So the big issue is: We are encouraged and most directly rewarded to do the things that are the 

least humanistic. We might perfect the ability to bill and collect while, at the same time, lose all 

ability to care empathically for patients. And our colleagues, our students, and our residents 

watch us while we do this. 

 

3.1.6 Leaders also voiced concern about the increasing fragmentation in the structure of 

healthcare delivery that inhibited continuity in patient-relationships - from the era in which 
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primary care attending physicians provided care to their own patients in the hospital to a 

hospitalist model, and from unlimited work hours to duty hour restrictions for trainees. 

 

 

3.2 Theme 2: Policies, Programs and Practices that Promote Humanistic Care 

 

3.2.1 Official “top-down” policies were often named by leaders as promoting humanistic care, 

including mandated tracking of patient satisfaction and mission and vision statements of the 

organization. 

A humanistic approach to teaching and practicing medicine is identified in the institutional and 

departmental values communicated to the faculty, staff, residents and students. I believe that in 

order to encourage a humanistic approach the institution must be able to define it, identify it, 

and assess it. 

 

One individual articulated the responsibility of leaders to enforce these policies along with a 

vision describing “the essential nature of institutional humanism”:  

A clear leadership/operational structure - that promotes an environment that facilitates trust - is 

essential to humanism/professionalism. Without clear responsibility and accountability - a 

humanistic environment can be gradually eroded despite the best intentions of individual 

providers. The essential nature of institutional humanism is as (if not more) important than 

individual humanism/professionalism. 

 

Some policies created by leaders promoted humanistic behavior through recognition and 

rewards: 

The school recognizes teamwork like never before in all three missions--teamwork in patient 

care to ensure the best experience a patient can have, teamwork in science to ensure that basic 

discoveries translate into patient benefit, and teamwork in education that has changed our focus 

from teaching to learning. 

 

3.2.2 Another common response was to list organized educational and faculty development 

programs; for example, the Healer’s Art course, bioethics curricular threads, offices of faculty 

affairs and diversity, women’s faculty council seminars, and required yearly sessions on 

diversity, burnout and self-care [20-25]. These programs varied in the degree to which the 
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leaders were involved in planning, guiding, and implementing them. The programs taught caring 

attitudes, diversity, mindfulness, and communication and related humanistic skills and attitudes, 

using mostly discussion, small-group and other active learning methods. [20-25] For the most 

part, the educational and faculty development programs were not created to be part of a 

coordinated plan to address the growing barriers to humanistic practice. Most were “bottom-up” 

programs reflecting the interests of individual faculty members, although some of the individual 

programs (e.g., “…we implemented the National Coalition Building Institute program to raise 

awareness of the need to treat all individuals with dignity and respect.”) reflected a school 

policy initiative. 

 

3.2.3 In a few schools, faculty and students created special programs because they perceived the 

need, often in response to an event that was an informal example of humanism or kindness:  

…one of our 3rd year medical students died in a car accident. Her classmates were devastated. 

Immediately after her death, they held a candlelight vigil and about a month later developed a 

beautiful memorial service, which her family attended. But they were obviously still struggling 

with their thoughts and feelings. In response, we developed a two-hour evening session for the 

students that provided an opportunity to talk with each other and with faculty. 

 

At other times, participation in events outside of the formal curriculum, such as a memorial 

service organized by a deceased patient’s family members, had an impact on faculty members 

and learners who attended. An example was this memorial service: 

After a peaceful death for the patient, I was able to attend and participate in a wonderful 

memorial service at a rural African American Church, which was a moving memory and tribute 

to this woman who turned out to be a pioneer in civil rights in local history. The nephew was 

recognized for his wonderful care of the patient and her 94 year old sister for many years and 

the community (and several attendees from the care team) were energized by their involvement 

in service. Warm feelings all around! 
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These informal responses to events were not part of a coordinated response but reflected the 

desire of leaders and faculty members to respond appropriately. One leader acknowledged the 

lack of coordination of the programs at her institution, at the same time expressing the hope that 

the programs would still have the desired impact:  

Multiple programs run throughout the curriculum, although they are not coordinated…The 

overall effect, though, is to create a culture where these opportunities are available and 

hopefully a critical mass of people at all levels that see that Humanism is important. 

 

 

3.3 Theme 3: Organizational Factors and Changes  

3.3.1 Efforts to influence the organization and its culture included both top-down and bottom-

up approaches. Many leaders identified activities or training programs developed and 

implemented from the top-down. For example, one wrote:  

 

“We provide tools, training and scripts to ensure all staff and physicians are asking standard 

questions and providing standard information to patients and families to ensure they are put at 

ease.” 

  

However, the same individual went on to describe how such top-down approaches can backfire:  

“While I believe we have put in place a standard message emphasizing "patient first" and 

providing some support, training and tools, these same things can also create barriers to 

creating a humanistic environment. Our staff and physicians give us feedback that they often feel 

disconnected from the patient while they are focusing on the standard questions and scripts.” 

 

Setting clear expectations of acceptable behavior was one of the top-down approaches used by 

leadership: 

“By making behavioral expectations explicit and enforcing policies governing the way we treat 

each other, the culture is changing in a positive way.” 

 

If expectations were clear, then leaders felt they had the power to address the “sweeping under 

the carpet egregious behaviors of faculty too important to [ignore],” and “to summon the 
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courage to actually remove people from the environment if they consistently interfere with the 

humanistic mission of the institution.” 

 
One leader expressed the need for a bottom-up approach reflecting the kind of physicians he 

would like to have in his organization: 

“It's about developing a caring attitude towards other human beings that you walk the planet 

with...” 

 

3.3.2 Other than establishing policies and setting standards, only a few leaders described efforts 

by themselves or their institutions to alter organizational structure through systems change that 

would facilitate humanistic practice and potentially diminish burnout among clinicians. In one 

instance, a leader articulated a plan for restructuring the medical practice to promote 

humanism:  

“Financial incentives distort humanistic behaviors - we are trying to move away from RVU 

based rewards that can lead to destructive behaviors.”  

 

 

4. DISCUSSION AND CONCLUSIONS 

 

4.1.1 Leaders were aware of organizational factors that inhibited humanistic care and seemed 

genuinely concerned about physician stress, dissatisfaction and burnout. When asked how they 

and their institutions would maintain humanistic care in the face of these factors, they cited 

institutional policies and vision statements, role modeling, organized educational and faculty 

development programs, informal teaching, and recognition of acts of kindness. With few 

exceptions, the organized programs reflected individual interests or single policies rather than 

coordinated plans to preserve or promote humanistic practice. These educational programs were 

available but not required for faculty members. Many leaders also cited a tradition of humanistic 

care at their institution, sometimes articulated in its mission statement, while others cited policies 
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that evaluated patient satisfaction and provided feedback on patient-centered communication. 

Policies most often came from the top down, although some leaders acknowledged that top down 

policies could backfire if they created demands perceived as excessive by clinicians.  

 

Role modeling was frequently mentioned as the primary method that encouraged humanism, 

which is consistent with a growing body of literature on this topic. [26-29]. Leaders 

sometimes specified being attentive to their own behavior or personal efforts to model 

humanism. This is important because the faculty physicians in our previous studies only gave 

credence to leaders who “talked the talk” if they also “walked the walk.” [14-15]  

 

Leaders commonly mentioned faculty development and educational programs that promoted 

humanism, but they only occasionally indicated personally initiating or actively participating in 

one of these programs. None of the leaders indicated that the educational programs were part of a 

comprehensive curriculum or coordinated strategy to promote medical humanism, although some 

individual programs were created specifically to promote humanistic practice, and one school 

had implemented a comprehensive school-wide humanistic program in the past. As further 

examples, some leaders pointed to individual practitioners, who set examples of going beyond 

usual expectations to assist or comfort a patient. These acts of kindness were sometimes 

memorialized by the practice community.  

 

Although leaders indicated their support for traditions of humanism and lauded the 

aforementioned humanistic programs and acts of kindness, they mentioned no urgent need to 

alter practice-systems to make them more conducive to providing humanistic care. 
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 Our overall impression was that academic medical centers are engaged in a tug-of-war pitting 

leaders and professional staff, who wish to maintain humanism, against business expectations 

and outside forces, such as reimbursement schemes. Our results suggest that the tensions existing 

in practice environments might be partly counterbalanced by good role modeling, humanistic 

educational programs, and administrative policies that enhance and uphold humanistic traditions. 

However, surveys indicate burnout in 40 to 60 percent of physicians and other medical 

professionals [30-31], which is a threat to overall performance. [12, 32-33] Humanistic 

educational programs are thought to ameliorate burnout in part by enhancing meaning in 

practice, which bolsters resilience. [34-35] In addition, leaders are being called on to implement 

faculty development programs that promote mindful practice. [36] While these programs are 

helpful at the individual level, we agree with others who question whether they address the root 

causes of burnout at the organizational level. [37-38] In our study, leaders recognized that there 

were problems with the system of practice but did not articulate solutions which would 

ameliorate these problems, such as inadequate physician face-time with patients, administrative 

distractions, and excessive paperwork. Leaders did not mention collaborating with practicing 

front-line physicians and other stakeholders to re-organize systems to promote joyful, humanistic 

practice. We believe achieving this may require systems changes that provide a practice structure 

that better enables practitioners to build meaningful therapeutic patient-relationships.  

 

We should ask why well-meaning, seasoned leaders, who were aware of issues in the practices, 

failed to apply the basic step of improving the systems they work in and are responsible for. [13] 

Perhaps they did not think that addressing systems change was part of the specific task of 

addressing barriers to humanism, but this seems unlikely because we explicitly asked, “What 
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proposed solutions are you considering?” In addition, it is possible that leaders failed to 

appreciate the importance of going beyond educational programs to improve systems. 

 

Other possible explanations for this disconnect between recognized systems barriers and 

systems-level solutions might be that the leaders considered the changes required to fix the 

system were stymied by outside forces beyond their level of management. This would imply a 

lack of agency to effect change within the organization, trapped in a box or “iron cage,” as 

it were, as described by the sociologist Max Weber. [39] We found a similar lack of agency 

in our surveys of the clinical faculty physicians. [14,15] 

 

The system itself is failing if, as one leader stated above, “We might perfect the ability to bill and 

collect while, at the same time, lose all ability to care empathically for patients.” We can predict 

that clinical practice is in danger of remaining in crisis for some time to come until systems-level 

thinking takes hold, and leaders in health care organizations both recognize and exercise 

their agency over these systems-level problems.   

 

The challenges in healthcare today are sometimes technical and sometimes adaptive. A technical 

challenge is one that can be solved mechanistically. Adaptive challenges require attention to 

emergent processes that cannot be predicted in advance and are a product of the interaction 

between individuals and the culture of the organization in which they occur. [40-41] Leaders 

commonly misidentify adaptive challenges as technical ones and incorrectly apply technical 

solutions. [41-43] However, adaptive challenges require a different approach involving changes 

in people’s priorities, beliefs, and habits. We know that every system is perfectly designed to get 

the results it currently gets, and that change is hard because powerful forces are at work to 
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maintain the status quo. Challenging the status quo in medicine is difficult but not impossible. It 

requires new ways of thinking and taking the risk of disrupting sociopolitical relationships. [32] 

However, until leaders are willing to rise to adaptive challenges and “dance on the edge of 

authority” the system will not improve. [40] 

 

Fortunately, signs of bold leadership are beginning to emerge, although much more needs to be 

done. The Institute for Healthcare Improvement (IHI) Leadership Alliance, a collaboration of 

healthcare executives and their teams, have updated the “10 simple rules” to guide the redesign 

of healthcare delivery in the 21st century, and they encourage leaders to be courageous and 

committed in finding and testing new ideas. [44-45] The IHI cites several examples of healthcare 

systems that are trying to cultivate wellbeing in the healthcare work force through pride and joy 

among other things. [45] In a study to address the increased clerical burden associated with the 

introduction of the electronic health record (EHR) and with inefficiency in the practice 

environment, Linzer, et al, conducted a promising randomized trial of interventions to improve 

work conditions (e.g., offloading nonessential tasks to non-physician staff, improving flow in 

and out of exam rooms) that consequently permitted increased patient-visit times. [46] Several 

studies have looked at the use of scribes to decrease the EHR documentation burden on 

physicians and found an increase in physician satisfaction without compromising patient 

satisfaction. [47-48] Some of the work that needs to be done (e.g., decreasing the current burden 

of documentation to meet billing and quality reporting requirements, pre-approval process for 

tests and procedures, increasing reimbursement for direct patient care relative to reimbursement 

for performing procedures) is perhaps beyond leaders’ control, but would likely benefit from 

advocacy by institutional leaders. [49] 
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4.1.2 Limitations  

Our study is limited because we did not systematically enroll participants.  Consequently, the 

results cannot be generalized. Nevertheless, we solicited influential local leaders at high level 

positions whom we would expect to be involved in improving care.  Future studies, using 

systematic recruitment methods and nationally representative samples will determine how our 

findings fit into the larger picture of healthcare leadership in the United States today. Likewise, 

our findings at seven medical schools might not apply to all medical schools or other practice 

environments. To our knowledge, this is the first study to explore the healthcare leaders’ 

perspectives on maintaining humanism in today’s clinical environment. Qualitative research is a 

valuable and appropriate “point of departure” for investigating phenomena especially those that 

are new or under-researched.  

 

4.2 Conclusions  

Our study found well intentioned and engaged institutional healthcare leaders who cared about 

medicine’s humanistic traditions. They understood the difficulties of practicing physicians and 

supported educational programs and policies designed to strengthen physician wellbeing and 

resilience. However, these same leaders were not sure how to prevent erosion of humanistic 

practice environments, or were generally not inclined to “rock the boat” by making wholesale 

changes to the practice organization at the time they were interviewed.  We believe that bold 

vision and new practice structures will be necessary to solve, not simply mitigate, current 

impediments to physicians’ humanistic care of their patients.  The question of whether we, as a 

society and as a profession, can afford the structural changes that are needed to bridge the divide 

between economic priorities and humanistic care is perhaps better posed as, can we afford not to 

make the changes? 
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4.3 Practice Implications   

 

Institutional healthcare leaders should seek to maintain medicine’s humanistic traditions of care   

by:  

Supporting educational programs and institutional infrastructure and policies that 

promote humanistic skills, values and attitudes in their organizations  

Improving the practice environment and systems of care in ways that maximize clinicians’ 

ability to build and maintain humanistic therapeutic relationships with their patients and 

families.    

 

Conflicts of Interest: None  
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Table 1: Summary of Leaders’ Views 

Theme 1:  Challenges and Responses of Leadership  

Leaders care about maintaining humanistic practice 

Leaders aware of the challenge presented by the electronic medical record 

Leaders aware of the negative impact of pressure for financial productivity 

Leaders aware of the critical importance of good faculty role models 

Leaders aware of the negative impact of fragmentation of care 

 

Theme 2: Policies, Programs, and Practices that Promote Humanistic Care 

Official policies (e.g., mission and vision statements; recognition and rewards) 

Educational Programs (e.g., formal curriculum; extracurricular) 

Informal and external programs (e.g., attending memorial services of patients or colleagues) 

 

Theme 3: Organizational Factors and Changes to Promote Humanism 

Top Down Approaches (e.g., tools and training to improve communication; clear 

expectations of acceptable behavior; restructuring reimbursement 

 

Bottom Up Approaches (e.g., cultivating a culture of speaking out; nurturing caring attitudes; 
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