#MeToo: Definition (Wikipedia)
▪ The Me Too movement (or #MeToo movement) is a movement against sexual harassment and sexual
assault.
▪ Me Too was created by sexual harassment victim and activist Tarana Burke and initially began on My
Space (a social networking website).
▪ The movement began to spread virally in October 2017 as a hashtag on social media in an attempt to
demonstrate the widespread prevalence of sexual assault and harassment, especially in the
workplace.
▪ It followed sexual-abuse allegations against Harvey Weinstein, a powerful American film producer, of
rape, sexual assault and sexual abuse over a period of at least thirty years.
▪ The phrase was later popularized by American actress Alyssa Milano on Twitter in 2017. Milano
encouraged victims of sexual harassment to tweet about it and "give people a sense of the magnitude
of the problem". A number of high-profile posts and responses from American celebrities Gwyneth
Paltrow, Ashley Judd, Jennifer Lawrence, and Uma Thurman, among others, soon followed.
▪ The “uprising” in popular culture, the arts, politics, business… has largely skipped over medicine.
– Dr. Larry Nassar – Female Olympic gymnasts
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#METOO and Psychiatry:
Starting a conversation
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What does this have to do with us?
Physicians, psychiatrists, C/L psychiatrists
▪ #MeToo in medicine has become a serious concern as reporting increases
geometrically
▪ Over 30% of female physicians compared to 4% of male physicians report sexual
harassment in the workplace
▪ Little if any data specific to Psychiatry
▪ Should we be held to a higher standard?
▪ Don’t ask don’t tell? Protect the profession? Fear of repercussion?
▪ The “gray zone”: a particular kind of sexual encounter that may not be viewed as
“sexual assault”, but that constitutes something murkier and more troubling than
simply a “bad date”.
▪ #METOO #TOOFAR
Academy of Consultation-Liaison Psychiatry
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Why ME ? Why US?
▪ C/L psychiatrists have SPECIAL ROLE on ethics and adverse event committees, and
consult to the office of clinical affairs.
▪ Cases often relate to sexual harassment, bullying and boundary transgressions
between physician/patient, trainee/patient and supervisor/trainee.
▪ We have experience in understanding relationships, organizational dynamics and
clinical issues.
▪ Is this an opportunity for our specialty to take a leadership role?
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WHYME 2
▪ How do we address these complex issues in our own back yard … clinical work,
supervision and education?
▪ How do address transference and countertransference in this milieu?
▪ How do we sensitize ourselves? (programming at meetings?)
▪ How do we support one another – trainees and faculty? (In and outside of
institutions…)
We hope to shine a light on these topics for the first time within our organization and
begin a process of determining what might be helpful to us going forward.
Ndresner@wellspringshealth.com
Academy of Consultation-Liaison Psychiatry
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#MeToo in Psychiatry
▪ Nehama Dresner MD, FACLP: Moderator
– Associate Professor of Clinical Psychiatry and Obstetrics Gynecology, Northwestern University Feinberg School
of Medicine; Director, Wellsprings Health Associates

▪ Michelle Riba MD, MS, FACLP: Moderator
– Clinical Professor and Associate Director, University of Michigan Comprehensive Depression Center

▪ Emily Anderson PhD, MPH: Physician Sexual Misconduct
– Associate Professor, Neiswanger Institute for Bioethics, Loyola Stritch School of Medicine

▪ James Levenson MD, FACLP: The Third Rail
– Chairman, Consultation/Liaison Psychiatry, Professor of Psychiatry, Virginia Commonwealth University

▪ Sidney Zisook, MD: Abuses in Psychiatric Training
– Director of the University of California, San Diego Residency Training Program, and Distinguished Professor of
Psychiatry at UCSD.
Academy of Consultation-Liaison Psychiatry
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Use this slide template if there is nothing to disclose
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Disclosure: Nehama Dresner, MD
With respect to the following presentation, there has been no
relevant (direct or indirect) financial relationship between the
party listed above (and/or spouse/partner) and any for-profit
company which could be considered a conflict of interest.

Academy of Consultation-Liaison Psychiatry

Physician sexual misconduct: current research
Emily E. Anderson, PhD, MPH
Associate Professor, Neiswanger Institute for
Bioethics
Loyola University Chicago Stritch School of Medicine
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FSMB definitions (2006)
▪ FSMB currently revising their policies
▪ Sexual impropriety may comprise behavior, gestures, or expressions that are
seductive, sexually suggestive, disrespectful of patient privacy, or sexually demeaning
to a patient
– Includes performing an intimate examination or consultation without clinical justification

▪ Sexual violation may include physical sexual contact between a physician and
patient, whether or not initiated by the patient, and engaging in any conduct with a
patient that is sexual or may be reasonably interpreted as sexual

Addressing Sexual Boundaries: Guidelines for State Medical Boards
https://www.fsmb.org/siteassets/advocacy/policies/grpol_sexual-boundaries.pdf
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Harms to patients

▪ Physical harms
▪ Emotional harm

– Anger, abandonment, humiliation, exploitation, guilt, distrust of one’s
own judgment, and mistreatment

▪ Psychiatric illness

– Depression, anxiety, symptoms of PTSD, psychosexual disorders, sleep
disorders, psychiatric hospitalization

▪ Suicide
▪ Unhealthy behavior (e.g., drug and alcohol misuse)
▪ Decreased trust in physicians
– Avoidance of health care system
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Recent cases in the news

▪ Larry Nassar (MSU osteopath, USA Gymnastics team doctor)
▪ George Tyndall (USC campus gynecologist)
▪ Robert Hadden (Columbia University gynecologist)
▪ Stuart Copperman (Long Island pediatrician)
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Previous research on physician sexual
misconduct

Why do we know so little
About prevalence, predictors, and prevention?
▪ Hidden, stigmatized behavior
▪ Cannot rely on self-report
▪ Underreporting
– By victims
– By colleagues

▪ Ignored reports
▪ Inconsistent definitions
▪ Very little information on MD characteristics reported in tracking systems
▪ Reliance on historical documents, incomplete records
Academy of Consultation-Liaison Psychiatry

Prevalence: what we do know
▪ Sexual misconduct is one of the most common reasons for SMB disciplinary action
▪ 11% of AMA disciplinary reviews involve sexual misconduct
▪ Sexual misconduct sends many physicians to boundary remediation programs
▪ Most physicians engaged in sexual misconduct harm multiple patients
▪ Not confined to any particular specialty
– Ob/gyn, family medicine, pediatrics

▪ More research (and education) in psychiatry

Academy of Consultation-Liaison Psychiatry

Factors associated with MD sexual misconduct
▪ Multiple causal pathways
– Different factors associated with different forms

▪ Research has focused primarily on physician demographic factors
– Usually only age and gender reported in tracking systems

▪ No obvious red flags in most cases
– Male, older than average, not board certified, non-academic settings

▪ Outpatient settings, no chaperon present
▪ DOs disciplined more frequently than MDs for “boundary violations”
▪ Previous disciplinary action
Academy of Consultation-Liaison Psychiatry

Patient characteristics

▪ Vast majority of adult victims are women
▪ Mental health, emotional issues, psychiatric diagnoses
▪ Drug/alcohol abuse
▪ Previous sexual victimization
▪ Experiencing life crisis
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Preventing ethical disasters in the practice
of medicine
PI: James M. Dubois, PhD, University of Washington in St. Louis
National Institute of Aging (1R01AG043527)

Study aims and methods

▪ Causal analysis of serious wrongdoing
in medicine
▪ Mixed methods case analysis
approach
▪ 101 cases of sexual abuse of patients
▪ Necessarily high profile cases of
serious violations

DuBois JM, Walsh HA, Chibnall JT, Anderson EE, Eggers M, Fowose M, and Ziobrowski
H. (2017). Sexual Violation of Patients by Physicians: A Mixed-Methods, Exploratory
Analysis of 101 Cases. Sexual Abuse: A Journal of Research and Treatment.

5 STEPS:
▪ Systematic literature review in
LexisNexis Law
▪ Broad review with MD name as key
search term
▪ Case literature descriptively coded
▪ Applied criminal law framework to
identify MMO
▪ Cross-case analysis to identify clusters
or typologies of cases

Methodological limitations

▪ Impossible to obtain a representative sample of cases, therefore we can make no inferences regarding
the frequency of typologies
▪ Absent controlled research, difficult to account for all potential explanatory and confounding variables
▪ Our determination of presence/absence of a variable depended on whether it was mentioned in
available published material

DuBois JM, Walsh HA, Chibnall JT, Anderson EE, Eggers M, Fowose M, and Ziobrowski
H. (2017). Sexual Violation of Patients by Physicians: A Mixed-Methods, Exploratory
Analysis of 101 Cases. Sexual Abuse: A Journal of Research and Treatment.
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Incident characteristics
▪ 31% of cases involved sodomy; 16% involved rape; and 14% involved child
molestation as most serious offense
▪ 33% involved inappropriate touching; 7% involved consensual sex
▪ MDs found guilty of rape, sodomy, or child molestation were more likely to have prior
accusations of inappropriate touching or comments as compared with those engaged
in consensual sex
▪ 57.4% of cases had 5 or more victims
▪ 73.3% of cases lasted longer than one year
▪ No cases involved just 1 patient making a report that resulted in an immediate
investigation and quick action
DuBois JM, Walsh HA, Chibnall JT, Anderson EE, Eggers M, Fowose M, and Ziobrowski
H. (2017). Sexual Violation of Patients by Physicians: A Mixed-Methods, Exploratory
Analysis of 101 Cases. Sexual Abuse: A Journal of Research and Treatment.
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Physician characteristics
▪ 100% male physicians
▪ 92.1% older than age 39
▪ 70.3% not board certified
▪ 94.1% practicing in non-academic settings
▪ 85.1% always examined patients alone
▪ Occurred in both large and small medical practices
▪ 25% returned to medicine despite credible allegations, investigations, and even
sanctions

DuBois JM, Walsh HA, Chibnall JT, Anderson EE, Eggers M, Fowose M, and Ziobrowski
H. (2017). Sexual Violation of Patients by Physicians: A Mixed-Methods, Exploratory
Analysis of 101 Cases. Sexual Abuse: A Journal of Research and Treatment.
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Patient characteristics
▪ 89.1% of cases involved adult women
▪ 9.9% involved children
▪ 1 case involved adult males

DuBois JM, Walsh HA, Chibnall JT, Anderson EE, Eggers M, Fowose M, and Ziobrowski
H. (2017). Sexual Violation of Patients by Physicians: A Mixed-Methods, Exploratory
Analysis of 101 Cases. Sexual Abuse: A Journal of Research and Treatment.
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Reporting and investigation
▪ In 69.3% of cases, patient report started the investigation
▪ In 16.8% of cases, an initial report by a patient or someone else was ignored

DuBois JM, Walsh HA, Chibnall JT, Anderson EE, Eggers M, Fowose M, and Ziobrowski
H. (2017). Sexual Violation of Patients by Physicians: A Mixed-Methods, Exploratory
Analysis of 101 Cases. Sexual Abuse: A Journal of Research and Treatment.
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Recommendations
▪ Physician self-interests are legitimate, but…..
▪ Currently the fair treatment of physicians who are accused of ethical violations is
favored over the protection of patients
▪ This moral balance should be shifted
▪ Policies to reduce the frequency and impact of severe ethical violations will require
some infringement on physician’s interests in protecting their reputation from
damage of false accusations, ensuring due process, and protecting professional
autonomy
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More data are needed

▪ To promote consensus about inappropriate behaviors and their significance
▪ To aid oversight by SMBs and others
– legal investigation
– psychiatric assessments

▪ To inform medical education
▪ To inform patient education and support reporting
▪ To informed systems level interventions
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Recent increase in reporting due to #metoo movement

▪ Since fall of 2017, the number of complaints against physicians
in California for sexual misconduct has risen 62%
▪ Complaints
– FY 2016-2017: 173 complaints
– FY 2017-18: 280 complaints
– FY 2018-19: 279 complaints

▪ Patients more likely to report the kinds of behaviors they may
have overlooked otherwise?
▪ Similar trends in other states?
▪ Reporting doesn’t necessarily lead to sanction/removal from
medical practice
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Atlanta journal constitution doctors & sex abuse

http://doctors.ajc.com/
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Our team’s publications
▪ DuBois JM, Anderson EE, Carroll K, Gibb T, Kraus E, Rubbelke T, and Vasher M. (2012). Environmental Factors Contributing
to Wrongdoing in Medicine: A Criterion-Based Review of Studies and Cases. Ethics and Behavior. 22(3), 163-188.
▪ DuBois JM, Anderson EE, Chibnall J. (2013). Understanding the Severity of Wrongdoing in Health Care Delivery and
Research: Lessons Learned from a Historiometric Study of 100 Cases. AJOB Primary Research. 4(3): 39-48.
▪ DuBois JM, Anderson EE, Chibnall J, Carroll K, Gibb T, Ogbuka C, Rubbelke T. (2013). Understanding Research Misconduct:
A Comparative Analysis of 120 Cases of Professional Wrongdoing. Accountability in Research. 20 (5-6): 320-338.
▪ DuBois JM, Chibnall J, Anderson EE, Eggers M, Baldwin K, Vasher M. (2016). A Mixed-Method Analysis of Reports on 100
Cases of Improper Prescribing of Controlled Substances. Journal of Drug Issues. 46(4): 457-472.
▪ DuBois JM, Walsh HA, Chibnall JT, Anderson EE, Eggers M, Fowose M, and Ziobrowski H. (2017). Sexual Violation of
Patients by Physicians: A Mixed-Methods, Exploratory Analysis of 101 Cases. Sexual Abuse: A Journal of Research and
Treatment.
▪ DuBois JM, Chibnall JT, Anderson EE, Walsh H, Eggers M, Baldwin K, and Dineen K. (2017). Exploring Unnecessary Invasive
Procedures in the United States: A Retrospective Mixed-Method Analysis 2008-2016. Patient Safety in Surgery. 11:30.
▪ DuBois JM, Anderson EE, Chibnall JT, Mozersky J, Walsh HA. (2019). Serious Ethical Violations in Medicine: A Statistical
and Ethical Analysis of 280 Cases in the United States from 2008-2016. American Journal of Bioethics. 19(1): 16-34.
▪ DuBois JM, Anderson EE, Chibnall JT, Diakov L, Doukas DJ, Holmboe HS, Koenig HM, Krause JH, McMillan G, Mendelsohn
M, Mozersky J, Norcross WA, Whelan AJ. (2019). Preventing Egregious Ethical Violations in Medical Practice: EvidenceInformed Recommendations from a Multidisciplinary Working Group. Journal of Medical Regulation. 104(4): 21-29.
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Consulting

Research Support

Defender
Pharmaceutical

COMPASS Pathways

I

I
D – Relationship is considered directly relevant to the presentation
I – Relationship is NOT considered directly relevant to the presentation
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Present cases illustrating residency training
abuses, harassment and boundary crossings
• Resident – patient boundaries
• Faculty – resident boundaries

Goals

Panel discussions of cases to help participants
identify, prevent and manage abuses
• Boundary crossings vs violations
• Preventing violations in residency training
• Recommendations for educational programs

Large group discussions to amplify and clarify
discussions and consider other abuses
participants have encountered
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Male residents introduced as "Dr. X" while female
residents introduced by their first names

The Everyday
“Stuff” of
Residency Training

Female residents interrupted or talked over in
meetings

Female residents misidentified as "nurses" by
patients and other health professionals

Female residents "hit upon" and/or objectified in
different ways by patients (we see this especially
often at the VA) or other physicians, staff or faculty
Academy of Consultation-Liaison Psychiatry

Resident and her favorite
supervisor

Case 1
Slippery slopes
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Resident (Jane
Doe, MD) and
Supervisor (John
Smith, MD): Year 2
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Jane Doe was a second-year psychiatry resident
when she was assigned John Smith, a revered
psychiatrist and highly-valued psychotherapy
supervisor for her one psychotherapy case she
was allowed to see as a PGY2. The case and
weekly supervision went so well that she
requested Dr. Smith again as one of her PGY3
supervisors. Although supervisors are generally
assigned for 1-year only, her request was
approved.

Year 3
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They enjoyed meeting together each week, generally
discussing patients she was seeing in exploratory
psychotherapy. Occasionally, they discussed aspects
of their personal lives, especially facets that related
to the work she was doing with one of her most
challenging cases. During one of those more personal
discussions, they discovered their mutual love of
animals and Dr. Smith’s dedication to his dog, Champ.
Dr. Doe missed her dog that she could not bring with
her when she moved to San Diego to begin her
residency. Toward the middle of the year, Dr. Smith
let her know that he would need to miss a few weeks
of supervision for a family vacation. When he
mentioned the complications of dog-care while he
would be gone, she offered to “dog-sit”. He accepted
her offer and she enjoyed 2 weeks at his family home
while was gone. It worked out so well for both of
them that later that year she began occasionally baby
sitting and dog sitting for his family on Friday or
Saturday nights.

Year 3
(Continued)
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Meanwhile, during that same year, 2 female residents
requested a meeting with the Program Director to discuss
their concerns about Dr. Smith. They said he made them
uncomfortable with his flirtatiousness, off-color jokes and
leering, but they refused to provide more specifics and
insisted that this discussion remain “off the record”. They
were referred to the Office For Sexual Discrimination but
indicated that they would not follow-up. They “advised” that
Dr. Smith not be assigned to supervise female residents. Of
note, Dr Smith had been supervising residents for 15 years,
had won teaching awards and had never been the subject of
any complaints or misconduct. Of further note, one of the
“complaining” residents carried a reputation of being overly
sensitive, hyper-emotional, easily hurt and highly critical.
The Program Director discussed this interaction with one of
the Associate Program Directors and together they decided
there was nothing more to do for the time being.

Year 4
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Dr. Doe became increasingly interested in psychotherapy
and decided to do her required independent study project
on “countertransference love in the doctor-patient
relationship”. She requested her favorite supervisor, Dr.
Smith, be assigned as her mentor. He was going through a
difficult period, as he and his wife were in the midst of
breaking up, but he decided to take Dr. Doe up on her
request to mentor her project. Her research went well and a
poster presentation of her findings was accepted at the
APA’s annual conference. While at the meeting, she
accepted Dr Smith’s invitation for dinner. One thing led to
another, and they spent the night together in his hotel suite.

Where did boundaries begin to get blurred? To be
crossed? To be violated?

Are personal discussions an acceptable part of a
supervisee/supervisor relationship?

Case 1 Questions
to Consider

Is house-sitting, dog-sitting and/or baby-sitting an
acceptable part of a supervisee/supervisor relationship?
How could/should the program director’s response to the
resident concerns have been improved? What would you
have done differently?
Was the dinner at the APA Conference consensual?
Appropriate?
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PGY1 and 2 resident working with
older patient on CL service
recovering from life threatening
cardiac emergency

Case 2
Mutual warmth, fondness and
emotional connection transitions to
unwanted physical intimacy
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This case was adapted from: Danielle Ofri “Drawing Blood”, in
Singular intimacies: Becoming a Doctor at Bellevue. Beacon
Press, 2003.

Case 2: Resident
(Joy Jones, MD)
and Patient (Mr.
A)
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Joy Jones was one of the residency’s top match choices. A Gold
Humanism Awardee from a top medical school, her
performance during her intern year mirrored her outstanding
medical school record. She volunteered for everything in sight,
including the Wellbeing Committee and the Free Clinic. On the
last day of her final rotation, emergency medicine, she had the
opportunity to participate in the treatment of Mr. A, who came
to the ED with the complaint of weakness, but while there
suddenly developed pericardial effusion, tamponade and
cardiogenic shock. ER attending physicians, the chief resident,
specialists and nurses immediately rose to the occasion,
feverishly working to keep Mr. A alive. Dr. Jones found herself
squeezed into the only space available for her, the foot of the
bed, and not knowing what else to do, warmly rubbed Mr. A’s
feet while resuscitation efforts ensued. Miraculously, Mr. A
survived and was transferred to the CCU. His heart quickly
stabilized, but he remained frightened, exhausted, confused and
agitated. A psychiatry consultation was initiated.

Case 2 (2)
As luck would have it, Dr. Jones’ first rotation of her
PG2 year was consultation-liaison psychiatry, where
she immediately became reacquainted with Mr. A. She
spent lots of time talking with Mr. A and felt
comforted by his eastern European accent which
reminded her of her grandfather. He clearly felt
comforted by her as well, and his mental state
gradually improved. Like Dr. Jones’ late grandfather,
Mr. A had had come from a small town in Eastern
Europe. He was a mathematics prodigy and star
athlete, but had his youth interrupted the Nazi
invasion. Mr. A had the wherewithal to escape from a
death camp and survive in the forest for the last few
months before the end of the war and liberation. He
resettled in New York, excelled in school, married
another survivor and became a high school math
teacher, then a school principle and finally a district
superintendent. After his wife died, he retired and
moved to San Diego.
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Mr. A remained on the CCU for over a week. For the first few days, Dr.
Jones saw him as part of the CL service. Because his mental status
cleared and outlook improved, the CL service signed off his care after 3
days. Dr. Jones continued to visit with Mr. A for at least an hour at the
end of each day. Her chief resident thought this was excessive and
advised against it, so she checked with one of her supervisors who
thought it was wonderful that she formed such a meaningful connection
with Mr. A and encouraged her to follow her heart.

Case 2 (3)

Academy of Consultation-Liaison Psychiatry

One day, after a long conversation, Mr. A reached out and took her hand.
She was touched and didn’t pull back. He rolled towards her to give her
a kiss on the cheek and she thought “well this is OK, he’s like my
grandfather “. Then he grabbed her chin and begin kissing her on the
lips. She tried to pull away but he held on tightly, kissing her harder and
harder. She clawed at him with her hands and twisted her body, finally
escaping his grasp. Feeling violated and disgusted, she fled the CCU. The
next day, before rounds, she marched into the CCU and let Mr. A know
that what he did “wasn’t right “. He replied “it was your fault, you
started it “. She called him a creep, said he should be ashamed of
himself, left the CCU, and did not visit him again.

Was the Chief Resident Correct? The supervisor?

Was Dr. Jones violated?
Was Mr. A violated?

Case 2 Questions
to Consider

Should Dr. Jones have handled her relationship
with Mr. A differently?
Should/Could Dr. Jones have handled the “kiss”
differently?

Should Dr. Jones remain Mr. A’s doctor?
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What could the training program have done to
prevent this outcome?

Discussion
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The Third Rail: Sexual harassment and CL
Psychiatry
James L. Levenson, M.D. FAPM
james.levenson@vcuhealth.org
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The Third Rail and CL Psychiatry
▪ A third rail is an issue that officials don't want to touch because it's too controversial.
The idiom refers to the actual third rail used in electric rail systems. The third rail
carries a high voltage, so touching it is extremely dangerous.
▪ What constitutes sexual misconduct in the dr-pt relationship is clear cut, especially for
psychiatric practice. We do not speak of sexual harassment in the dr-pt relationship
because there is no acceptable sexual interaction.
▪ Sexual harassment in other relationships is less clear.
▪ The third rail here is to question the validity of the accusation (because for so long
women’s accusations were discounted/negated/ignored).
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The Third Rail and CL Psychiatry

▪ All such accusations should be taken seriously, but some are false (through
misperception, revisionist memory, revenge, etc.).
▪ But some cases cannot be viewed as if guilt was a binary condition (the accusation is
true or false).
▪ University, health system, and legal processes are not well designed to handle gray
zones; they are driven by the goal of a binary answer.
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Third Rail: C-L specific situations
– If a fellow comes on to a resident, but does not grade or supervise her,
is that harassment?
– If a faculty member in another department asks your fellow for a date?
– A surgical resident confides in you that she received unwanted
inappropriate touching by a surgical attending. What should you do?
– What if the surgical resident was a patient of yours and told you during
a session?
– We hear lots of hospital gossip. You hear that Dr. X is constantly hitting
on nurses. Do you have a responsibility to do something? Does it matter
to what extent you know Dr. X?
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The Third Rail and CL Psychiatry
▪ Psychology postdoc lets slip in supervision that an attending surgeon came on to her.
She requests confidentiality while she decides what to do.
▪ Her supervisor informs her supervisor (me). We give her 2 weeks.
▪ She decides to file a formal complaint, ultimately accuses surgeon of sexual
harassment and rape.
▪ University investigates for many months. Decides against surgeon.
▪ Surgeon resigns, and sues university and the postdoc.
▪ Postdoc sues surgeon and university, including her supervisor and me.
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Federal law, EEOC, and institutional policies

▪ Federal Title 7 applies to a wide variety of employers.
▪ Federal Title 9 applies to educational institutions.
▪ Both are likely to apply to harassment allegations where you work.
▪ Federal law requires that anyone who has managerial or supervisory responsibilities
over someone who alleges harassment must report it.
–
–
–
–

Typically to HR or Employee Relations (see institutional policy).
Alternatively can report up the admin ladder.
The requirement applies even if the individual requests confidentiality.
Report to University or Health System?

Academy of Consultation-Liaison Psychiatry

Q and A
Future direction
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Review

Harassment and Discrimination in
Medical Training: A Systematic Review
and Meta-Analysis
Naif Fnais, MS, Charlene Soobiah, Maggie Hong Chen, PhD, MSc, Erin Lillie, MSc,
Laure Perrier, MLIS, Mariam Tashkhandi, MD, Sharon E. Straus, MD, MSc,
Muhammad Mamdani, PharmD, MA, MPH, Mohammed Al-Omran, MD, MSc,
and Andrea C. Tricco, PhD, MSc

Abstract
Downloaded from https://journals.lww.com/academicmedicine by BhDMf5ePHKav1zEoum1tQfN4a+kJLhEZgbsIHo4XMi0hCywCX1AWnYQp/IlQrHD3OhtCM0V8QhM+f1AyC4kkK8Zn89D/kFitxu50Rwm1MBk= on 08/30/2019

Purpose
Harassment and discrimination include
a wide range of behaviors that medical
trainees perceive as being humiliating,
hostile, or abusive. To understand the
significance of such mistreatment and to
explore potential preventive strategies,
the authors conducted a systematic
review and meta-analysis to examine the
prevalence, risk factors, and sources of
harassment and discrimination among
medical trainees.
Method
In 2011, the authors identified relevant
studies by searching MEDLINE and
EMBASE, scanning reference lists of
relevant studies, and contacting experts.
They included studies that reported the

The quality of education that medical

trainees, including medical students
and residents, receive is influenced by
their interactions with patients and
their families, supervisors, nurses, peers,
and other health care providers. These
individuals can be a source of mentorship
and encouragement and have a significant
impact on trainees’ career paths. However,
sometimes these same individuals also can
be a source of discomfort, stress, abuse,
harassment, or discrimination.

In 1982, Silver1 brought attention to
this issue when he compared medical
Please see the end of this article for information
about the authors.
Correspondence should be addressed to Dr. Tricco, Li
Ka Shing Knowledge Institute, St. Michael’s Hospital,
38 Shuter St., Room 721, Toronto, ON M5B 1T8;
telephone: (416) 864-6060 ext. 77521; e-mail:
triccoa@smh.ca.
Acad Med. 2014;89:817–827.
First published online March 24, 2014
doi: 10.1097/ACM.0000000000000200
Supplemental digital content for this article is
available at http://links.lww.com/ACADMED/A197.

Academic Medicine, Vol. 89, No. 5 / May 2014

prevalence, risk factors, and sources
of harassment and discrimination
among medical trainees. Two reviewers
independently screened all articles
and abstracted study and participant
characteristics and study results. The
authors assessed the methodological
quality in individual studies using the
Newcastle–Ottawa Scale. They also
conducted a meta-analysis.
Results
The authors included 57 cross-sectional
and 2 cohort studies in their review.
The meta-analysis of 51 studies
demonstrated that 59.4% of medical
trainees had experienced at least one
form of harassment or discrimination
during their training (95% confidence

students’ attitudes before and after
enrolling in medical school. He observed
that some students went from being
“alert, enthusiastic, and excited” to
“cynical, dejected, frightened or
depressed, and filled with frustration”
over the course of their medical training.1
Furthermore, Silver1 suggested that the
issue of abuse might be pervasive in
medical training and perhaps that it was a
necessary part of becoming a physician.
Recently, several studies have addressed
this issue and found that medical
trainee harassment and discrimination
is a widespread phenomenon and not
a problem limited to certain countries
or particular training programs. In
some studies, the prevalence of abuse
was strikingly high, with up to 95%
of trainees reporting that they had
experienced at least one form of
harassment or discrimination during
their medical training.2–4 According
to responses to the Association of
American Medical Colleges Graduation
Questionnaire in 2011, approximately
one in six U.S. medical students reported

interval [CI]: 52.0%–66.7%). Verbal
harassment was the most commonly
cited form of harassment (prevalence:
63.0%; 95% CI: 54.8%–71.2%).
Consultants were the most commonly
cited source of harassment and
discrimination, followed by patients
or patients’ families (34.4% and
21.9%, respectively).
Conclusions
This review demonstrates the surprisingly
high prevalence of harassment and
discrimination among medical trainees
that has not declined over time. The
authors recommend both drafting
policies and promoting cultural change
within academic institutions to prevent
future abuse.

that they had experienced some form of
harassment or discrimination by the end
of their fourth year.5 In addition, different
studies have reported variable forms of
abuse, including verbal, physical, sexual,
and academic harassment, and gender
and racial discrimination.2
Such abuse during training creates
hostile work environments and induces
stress and discomfort, which may impair
performance.6 Sheehan and colleagues6
found that trainees who were frequently
harassed were less likely to complete
assignments or provide optimal patient
care. In addition, trainees who were
harassed had more emotional health
problems and family life and social
responsibility disruptions compared
with nonharassed trainees.6 Other
studies found that harassed trainees were
more likely to have depression, anxiety,
insomnia, and appetite loss and were
more likely to drink alcohol for escape
than nonharassed trainees.7–11
A synthesis of the prevalence and risk
factors of harassment and discrimination
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is needed to understand the significance
of such mistreatment and to explore
potential preventative strategies.
Although some training programs
have implemented several measures
to eradicate the mistreatment of
medical trainees, a time trend analysis
on the prevalence of harassment and
discrimination is needed to provide
insight into the extent of the problem
and whether these measures have been
effective. Furthermore, common risk
factors that are identified in such an
analysis could be used by educators
and program directors to develop,
implement, and evaluate prevention
interventions. The objective of our study
was to examine the prevalence, risk
factors, and sources of harassment and
discrimination, as well as time trends,
through a systematic review.
Method

To guide our review, we used a systematic
review protocol based on the PRISMA
Statement.12 We assembled and circulated
a draft protocol to systematic review
methodologists and clinicians and revised
it as necessary.
Eligibility criteria
Studies eligible for inclusion were cohort
studies, cross-sectional studies, and case
series written in English. We included
studies reporting information on the
following: prevalence of harassment and
discrimination (for a complete taxonomy
of the relevant terms, see Supplemental
Digital Appendix 1 at http://links.lww.
com/ACADMED/A197) among medical
trainees (including medical students,
interns, and residents in all residency
levels and all training programs). When
a study reported data on fellows or
senior doctors, we abstracted only those
data related to the trainees who fit our
definition. We included the following
sources of harassment and discrimination:
consultants (also known as staff or
attending physicians), fellows, residents,
students, patients and patients’ families,
nurses, and other health care providers,
and the following risk factors: gender,
ethnicity, shift time, and type of rotation.
Search
An experienced information specialist
(L.P.) conducted all of the literature
searches in consultation with the research
team. We used Medical Subject Headings
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and text words related to the harassment
and discrimination of medical trainees
to search MEDLINE (OVID Interface,
1948 to July 2, 2011) and EMBASE
(OVID Interface, 1980 to July 2, 2011).
For our main electronic search strategy
(MEDLINE), see Supplemental Digital
Appendix 2 at http://links.lww.com/
ACADMED/A197. We modified it as
necessary for EMBASE (available on
request from the authors). We did not
limit the search by study design or date of
dissemination. We identified additional
articles through scanning the reference
lists of included studies and e-mailing
authors who published more than one
article in this area of research.
Study selection
Two reviewers (two of N.F., C.S., M.T.)
independently screened the search results
for inclusion using a predefined inclusion
criteria form. We obtained the full text of
potentially relevant articles and assessed
them in a similar manner. We resolved
discrepancies by discussion or the
involvement of a third reviewer (A.C.T.).
Data collection process
We developed a draft data extraction
form, then piloted and modified it as
necessary. Two reviewers (two of N.F.,
C.S., E.L., L.P.) independently extracted
all of the data using the standardized
data extraction form. We resolved
discrepancies by discussion or the
involvement of a third reviewer (A.C.T.).
When multiple study publications
reported data from the same population
(i.e., companion reports), we considered
the study reporting the largest sample size
or longest duration of follow-up as the
major publication, and we used the other
report(s) for supplementary data only.
Data items
The extracted data included study
characteristics (e.g., study design,
sample size, type of harassment and
discrimination examined, setting),
participant characteristics (e.g., type of
trainees, mean age, gender), and results for
the prevalence, risk factors, and sources of
harassment and discrimination.
Methodological quality
We assessed the methodological
quality in individual studies using the
Newcastle–Ottawa Scale (NOS).13 The
NOS consists of eight items pertaining
to selection (representativeness of

the exposed cohort, selection of the
nonexposed cohort, ascertainment of
exposure, demonstration that outcome
of interest was not present at start of
study), comparability (comparability
of cohorts on the basis of the design
or analysis), and outcome (assessment
of outcome, sufficient duration of
follow-up, adequacy of follow-up). For
cross-sectional studies and case series,
we modified the NOS to include the
following five items: representativeness
of the trainee population, ascertainment
of exposure, comparability of cohorts
on the basis of the design or analysis,
assessment of outcome, and adequacy
of response rate. Two reviewers (two
of N.F., C.S., E.L., L.P.) assessed
study quality independently, and we
resolved discrepancies by discussion
or the involvement of a third reviewer
(A.C.T.).
Synthesis of results
We described the results narratively
and conducted a meta-analysis, as
appropriate. For the meta-analysis, we
derived pooled prevalence estimates
using a random-effects model and 95%
confidence intervals (CIs) based on a
normal distribution.14 We reported the
mean, standard deviation, and range for
continuous outcomes and the frequency
and percentage for binary outcomes. We
assessed statistical heterogeneity using
the I2 statistic14 and depicted the studies
in a forest plot to examine heterogeneity
visually. We conducted all analyses in SAS
9.2 software (SAS Institute Inc., Cary,
North Carolina).
Results

Study selection
The literature search yielded 2,160
citations (see Figure 1). From these, we
excluded 1,983 because they did not
include medical trainees (n = 1,451), did
not report harassment or discrimination
of medical trainees (n = 443), did not
provide primary data (n = 68), were
not published in English (n = 13),
were not eligible study designs (n = 7),
or did not report prevalence or risk
factors for harassment or discrimination
(n = 1). We retrieved and examined the
remaining 177 articles for relevance.
Reasons for exclusion at the full-text
review included that the study did not
provide primary data (n = 38), did not
report harassment or discrimination of
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2,160 titles and abstracts from
electronic database search
1,983 titles and abstracts excluded:
1,451 Not medical trainees
443 Not harassment of trainees
68
Does not provide primary data
13
Not written in English
7
Not a cohort, cross-sectional, or
case series study
1
Does not report prevalence or
risk factors
177 potentially relevant full-text
articles
115 full-text studies excluded:
38
28
23
16
7
3

Does not provide primary data
Not harassment of trainees
Does not report prevalence or
risk factors
Not a cohort, cross-sectional,
or case series study
Not medical trainees
Not written in English

57 cross-sectional and 2 cohort
studies included (plus 3 companion
reports)

Figure 1 Flowchart of the literature search and study selection process in a 2011 systematic
review of the literature on harassment and discrimination among medical trainees.

medical trainees (n = 28), did not report
prevalence or risk factors of harassment
or discrimination (n = 23), was not an
eligible study design (n = 16), did not
include medical trainees (n = 7), or
was not written in English (n = 3). A
total of 62 studies fulfilled the inclusion
criteria: 57 cross-sectional2–4,6,11,15–55,57–67
and 2 cohort studies8,56 as well as 3
companion reports,68–70 which we used
for supplemental data only.

Sources of harassment and
discrimination

Study and trainee characteristics

Risk factors for harassment and
discrimination

The majority of studies were conducted
in the United States, Canada, Pakistan,
the United Kingdom, Israel, and Japan.
All studies were conducted between 1987
and 2011, and the number of trainees
ranged from 6 to 13,168 (see Appendix
1). The types of harassment reported
included verbal, physical, sexual, and
academic harassment. Discrimination was
categorized according to gender or race.
The population of trainees varied across
the included studies (see Appendix 2).
Medical students were included in 32
studies, residents in 23 studies, and
interns (unspecified) in 3 studies. One
of the included studies provided data for
students and residents together.21
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Thirty-two studies reported an average
of four sources of harassment and
discrimination (range: 1–8). The most
common sources were consultants (cited
by 34.4% of respondents), followed by
patients or patients’ families (21.9%),
nurses (15.6%), fellows/residents
(15.6%), and others (faculty, interns, and
students, 3.1%).

Sixteen studies observed a higher
prevalence of harassment (mainly
sexual) and gender discrimination
amongst female trainees compared
with male trainees, which was
statistically significant (P < .05) in 12
studies,4,8,19,25,31,33,38,41,42,52,63,70 yet not in
the remaining 4 studies.2,16,20,56 Regarding
ethnicity, 1 study found that residents
from the Middle East experienced a
higher level of discrimination in training
programs conducted in the United
States.22 Furthermore, 5 studies noted a
higher prevalence of racial and cultural
discrimination among nonwhite trainees
(P < .00001).3,11,36–38 Four other studies
found that residents in surgical training
programs reported a higher incidence

of harassment and discrimination
compared with those in other training
programs,43,46,63,70 which was statistically
significant in one study (P < .001).43
Methodological quality
Among the 57 cross-sectional studies
(see Supplemental Digital Appendix 3
at http://links.lww.com/ACADMED/
A197), 17 studies used a sample that was
truly representative of the average trainee
(e.g., random sample), 19 studies used a
sample that was somewhat representative
of the average trainee, and 20 studies
used a selected group of trainees (e.g.,
volunteers). We scored only 1 study
as not providing a description of the
derivation of the trainee population.48
For the ascertainment of exposure
item, only 1 study used a structured
interview,46 and the remaining 56
studies used written self-report. For
the comparability of cohorts on the
basis of the design or analysis item, 1
study controlled for the most important
factors (e.g., age, gender),41 and the
remaining 56 studies did not control
for anything. For the assessment of
outcome criterion, 31 studies used a
record linkage/questionnaire and 26
studies used self-report. Lastly, 3 studies
accounted for all eligible trainees who
participated in the study,16,23,26 13 studies
accounted for 80% to 90% of eligible
trainees, 36 studies accounted for
<80% of eligible trainees, and 5 studies
provided no statement about eligible
trainees or participants for the adequacy
of response rate criterion.42,48,54,64,66 For the
results of the quality assessment for the 2
cohort studies, see Supplemental Digital
Appendix 4 at http://links.lww.com/
ACADMED/A197.
Meta-analysis
Harassment and discrimination
prevalence for all trainees. The
pooled prevalence for harassment
and discrimination during medical
training was 59.4% (n = 51 studies,
38,353 trainees, 95% CI: 52.0%–66.7%;
see Table 1). The most common type
of abuse experienced by the trainees
was verbal harassment (n = 28 studies,
27,258 trainees, prevalence: 63.0%,
95% CI: 54.8%–71.2%), whereas
the least common type was physical
harassment (n = 24 studies, 23,776
trainees, prevalence: 15.3%, 95% CI:
12.1%–18.6%). We found statistical
heterogeneity across studies (see
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Table 1
Prevalence of Harassment and Discrimination Among Trainees, According to
Studies Identified in a 2011 Systematic Review of the Literature
Type of
harassment

No. of Sample
studies
size Mean Median Min/Max

95% CI

I2

% Harassment
% Verbal abuse

51
28

38,353
27,258

59.4
63

69
61

11/100 52.0–66.7 0.99
28/94 54.8–71.2 0.99

% Gender
discrimination

13

6,237

53.6

56

19/92 40.3–67.0 0.99

% Academic

14

5,319

36.1

37

3/71 24.9–47.2 0.99

% Sexual

35

27,919

33.1

48

3/93 27.6–38.5 0.99

% Racial discrimination

10

19,455

23.8

30.9

3.8/58 15.2–32.4 0.99

% Physical

24

23,776

15.3

52

3/100 12.1–18.6 0.98

Abbreviation: CI indicates confidence interval.

Supplemental Digital Appendix 5 at
http://links.lww.com/ACADMED/A197)
but no time or regional trends.

prevalence for harassment and
discrimination during residency training
was 63.4% (n = 19 studies, 11,193
residents, 95% CI: 53.6%–73.2%).
Residents cited gender discrimination as
the most common form of abuse (n = 3
studies, 1,315 residents, prevalence:
66.6%, 95% CI: 58.7%–74.5%), followed
by verbal harassment (n = 12 studies,
9,867 residents, prevalence: 58.2%, 95%
CI: 45.5%–70.9%). The least common
type was racial discrimination (n = 3
studies, 3,261 trainees, prevalence: 26.3%,
95% CI: 24.2%–28.3%). Heterogeneity
was significant across these studies
(see Table 2 and Supplemental Digital
Appendix 7 at http://links.lww.com/
ACADMED/A197).

Harassment and discrimination
prevalence for medical students. The
pooled prevalence for harassment and
discrimination during undergraduate
medical training and clerkship was
59.6% (n = 30 studies, 26,579 medical
students, 95% CI: 49.2%–68.0%). Verbal
harassment was the most common
type of abuse (n = 16 studies, 18,865
medical students, prevalence: 68.8%,
95% CI: 56.6%–80.9%), whereas the least
common type was physical harassment
(n = 15 studies, 18,790 medical students,
prevalence: 9.0%, 95% CI: 7.0%–11.1%).
As expected, we again found statistical
heterogeneity across studies (see Table 2
and Supplemental Digital Appendix 6 at
http://links.lww.com/ACADMED/A197).

Post hoc subgroup analyses. We
conducted a series of post hoc subgroup
analyses using our data to identify
trends in the prevalence of harassment
and discrimination. For the 37 studies
that were conducted in North America

Harassment and discrimination
prevalence for residents. The pooled

(United States and Canada), the
pooled prevalence for harassment and
discrimination was 63.6% (33,736
trainees, 95% CI: 55.7%–71.4%; see
Supplemental Digital Appendix 8 at
http://links.lww.com/ACADMED/A197).
We also conducted a subgroup analysis
on the year of training and did not
identify wide variation in the prevalence
of harassment. For example, 16 studies,
which included all years of training and
data from 6,468 students, indicated that
the pooled prevalence of harassment was
68.7% (95% CI: 58.2%–79.2%). Four
studies, which included 4,269 junior
medical trainees (students/residents),
indicated that the pooled prevalence
of harassment was 57.8% (95% CI:
25.6%–89.7%). Nineteen studies, which
included 19,297 senior medical trainees
(students/residents), indicated that the
pooled prevalence of harassment was
60.5% (95% CI: 48.6%–71.5%).
We also conducted a subgroup analysis by
primary language of the country (English
versus non-English) and did not identify
any differences (non-English: 12 studies,
4,164 trainees, pooled prevalence 60.1%
[95% CI: 49.2%–71.0%] versus English:
43 studies, 36,212 trainees, pooled
prevalence 62.7% [95% CI: 55.7%–
69.7%]). Finally, we classified the studies
using the World Bank’s classification of
country economies.71 A higher pooled
prevalence of harassment was reported in
high-income countries (50 studies, 24,197
trainees, pooled prevalence 63.5% [95%
CI: 57.4%–69.5%]) versus lower/uppermiddle-income countries (6 studies,
2,877 trainees, pooled prevalence 48.7%
[95% CI: 24.7%–72.6%]).

Table 2
Comparison of the Prevalence of Harassment and Discrimination Among
Medical Students and Residents, According to Studies Identified in a 2011
Systematic Review of the Literature
No. studies
Type of harassment
% Harassment
% Verbal abuse

Sample size

Mean

95% CI

S

R

S

R

S

R

S

R

30
16

19
12

26,579
18,865

11,193
9,867

59.6
68.8

63.4
58.2

49.2–68.0
56.6–81.0

53.6–73.2
45.5–70.9
58.7–74.5

% Gender discrimination

10

3

4,922

1,315

49.8

66.6

34.6–65.0

% Academic

10

4

3,062

2,257

39.5

27.7

26.8–52.2

6.0–49.4

% Sexual

25

10

22,316

7,077

33.3

36.2

27.2–39.4

19.8–52.6

% Racial discrimination
% Physical

7

3

16,121

3,261

23.7

26.3

13.6–33.9

24.2–28.3

15

10

18,790

6,760

9

28.9

7.0–11.1

15.9–41.8

Abbreviations: CI indicates confidence interval; S, medical students; R, residents.
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Discussion

We believe that our study provides the
first systematic review and meta-analysis
on the prevalence of harassment and
discrimination among medical trainees.
Our findings emphasize how common
this problem is in medical training
programs around the world. Moreover,
many of the studies we included in
our review were completed recently,
highlighting that harassment continues
to be a common problem in medical
education. This finding suggests that
more needs to be done at the individual
and organizational levels to understand
the complexity of the problem.
We included 51 studies in the m
 etaanalysis, which confirmed Silver’s
earlier observations that a majority of
trainees experience at least one type of
harassment or discrimination during
their medical training. The most
commonly reported form of harassment
included verbal and academic, with a
prevalence ranging from 3% to 28%,
whereas the most commonly reported
forms of discrimination were due to race
and gender, ranging from 4% to 19%.
Medical trainees also reported having
experienced other abusive behaviors,
such as sexual and physical harassment.
Although we included discrimination
due to sexual orientation, we found
that only 1 study reported this form of
discrimination (and only 10 residents
experienced it).2 We did not find any
significant trends in the prevalence
of harassment and discrimination
in our post hoc analyses, except that
lower/upper-middle-income countries
seemed to report less harassment and
discrimination versus high-income
countries. However, this finding might
be spurious, as only 6 included studies
were conducted in lower/upper-middleincome countries.44,55,58,59,64,69 This
relationship is an area worthy of further
examination in future research.
More than two-thirds of the included
studies reported sexual harassment.
Female trainees were more likely to have
experienced such behaviors than their
male counterparts.16,19,24,25,30,38,41,52 This
finding is consistent with previous reports
on sexual harassment from different
professions. For example, 84% of the
13,867 sexual harassment complaints
reported to the U.S. Equal Employment
Opportunity Commission in 2008 were
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filed by women.72 According to our
findings, consultants and senior doctors
were cited most frequently as the sources
of such behaviors. In 1989, the American
Medical Association (AMA) Council on
Ethical and Judicial Affairs defined sexual
harassment in its report entitled “Sexual
Harassment and Exploitation Between
Medical Supervisors and Trainees.”73 The
definition included behaviors perceived
as inappropriate sexual advances, sexist
jokes or slurs, the exchange of rewards for
sexual favors, sexual advances, requests
for sexual favors, and other verbal or
physical conduct of a sexual nature. In
1991, the AMA published Guidelines for
Establishing Sexual Harassment Prevention
and Grievance Procedures, which also
defined sexual harassment and outlined
grievance procedures.73 Although some
studies in our review used their own
definitions, those definitions conformed
to the definition provided by the AMA.73
Despite the AMA’s remarkable attention,
sexual harassment remains the most
common form of abusive behavior in U.S.
training programs, suggesting that more
needs to be done to address and prevent
this issue. For example, we should place
more emphasis on educating consultants,
faculty, and all sources of abuse as to the
rights of trainees. The presence of sexual
harassment in medical training leads
to a stressful and hostile environment
that competes with the optimal aim of
medical education.
Acik and colleagues58 found that 5% of
the trainees included in their study were
considering leaving their current specialty
training program because of harassment
and 39% were deeply disturbed. Another
report showed that a greater proportion
of women than men believed that their
specialty choice and residency program
rankings were influenced by gender
discrimination and sexual harassment
considerations, evidence of the alarming
consequences of such behaviors.70
Recognition of the prevalence of
harassment and discrimination and
the most frequent types would help
to implement preventive measures.
As “a friendly working environment
is a productive one,”74 we suggest that
health care professionals take part in
communication skills and supervision
training programs in addition to training
in the recognition, management, and
prevention of workplace violence.74

Doing so might provide a more amenable
workplace environment.
Many of the included studies did not
identify the gender of the perpetrator(s),
and not all of the studies reported on
the gender, race, and disability of the
trainees. These are important variables
for researchers to consider in future work.
We cannot address this problem without
a reporting structure for trainees to use.
Supervisors are often the perpetrators
of these behaviors and are in a superior
position, which can intensify trainees’ fear
of negative consequences from reporting
any form of abuse.63 Thus, authorities
must ensure trainees’ confidentiality
when reporting harassment or
discrimination. Other reasons that may
lead to the underreporting of harassment
and discrimination include the fear of
being disbelieved, embarrassment if
peers learned of the occurrence, and a
lack of trust in those who are in positions
of authority. Trainees also may think
that these behaviors are a necessary part
of becoming a physician. Therefore,
education is imperative for all parties to
understand what constitutes abusive and
hostile behaviors. For example, in 2009,
Karen Judy62 from Loyola University
Medical Center suggested implementing
a universal curriculum on workplace
violence through the graduate medical
education office and ensuring an excellent
dissemination to all parties, with periodic
updates regarding this curriculum.
Furthermore, all training programs
must have a zero-tolerance policy and a
grievance procedure to report all types
of harassment and discrimination.75
Thus, any complaint of harassment or
discrimination should be considered
and investigated thoroughly by someone
trained within the organization. She or
he then should recommend appropriate
remedies, penalties, or other actions.
Perpetrators should be subjected to
several actions including a written
reprimand, suspension, transfer, or even
dismissal.
Limitations
We recognize some limitations in the
included studies. First, a majority of
reports on harassment and discrimination
used subjective tools, such as self-report,
which often lack validity or reliability.
Second, many of the studies used
cross-sectional surveys to assess the
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respondents’ experiences of harassment
and discrimination, which often is open
to recall bias. Third, some important
variables (e.g., perpetrators’ genders) were
not identified in many of the studies. In
addition, our systematic review process
has a number of limitations. First, we did
not conduct a comprehensive search for
unpublished material. Because we only
included articles written in English, our
results may not be generalizable to all
training programs globally. Also, we are
unable to determine the link between
mistreatment and professionalism, given
the self-report data used in our analysis.
Conclusion
Our review demonstrates the surprisingly
high prevalence of harassment and
discrimination during medical training
that has not declined over time.
Furthermore, the large number of reports
indicates the need for extensive revision
to existing policies on harassment,
discrimination, and workplace violence
in medical schools and across residency
training programs. However, drafting such
policies is necessary but not sufficient to
change behavior. We also must promote
a cultural change within our academic
institutions to ensure that unprofessional
behaviors, such as harassment and
discrimination, are not tolerated and,
if they do occur, that trainees feel
empowered to report them and that
immediate action will be taken against
the abusive individual. Highlighting the
extent and significance of the problem,
as we have done in this report, is the first
step in addressing the issue and ultimately
decreasing these inappropriate behaviors.
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Characteristics of the 62 Studies of Harassment and Discrimination Among Medical
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Study design

Country of
conduct

Type of harassment and
discrimination examined
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Milstein, 198715
Baldwin, 198816

Cross-sectional
Cross-sectional
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Prevalence of patient assaults
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Cross-sectional
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discrimination

Prevalence
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Cross-sectional
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Abuse (defined as bullying)
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Baldwin, 19913

Cross-sectional
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Cross-sectional
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Physical

Prevalence, patients were
the source, risk factors

Wolf, 199119

Cross-sectional

USA

Verbal, physical, academic, sexual, gender
discrimination

Prevalence, sources, risk
factors

Richman, 19928

Cohort

USA
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discrimination

Prevalence, sources, risk
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Cross-sectional
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Sexual

Prevalence, sources, risk
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Cross-sectional

UK
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USA
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Cross-sectional
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Walter, 200345

Cross-sectional

Australia
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Cross-sectional
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Cross-sectional
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Kovatz, 200448
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Recupero, 200553
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Cross-sectional
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Mistreatment index score
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Frank, 200656
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Prevalence, sources
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Cross-sectional

Japan
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factors
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Cross-sectional
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Cross-sectional
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Sexual, gender discrimination

Prevalence

Acik, 200858

Cross-sectional
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perpetrators

Ahmer, 200859

Cross-sectional
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Prevalence, sources
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Cross-sectional

Canada

Verbal

Prevalence, sources

Rademakers, 200861

Cross-sectional
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Sexual

Prevalence, sources

Judy, 200962

Cross-sectional

USA

Verbal, physical
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Cross-sectional

Japan
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factors

Li, 20104

Cross-sectional

USA
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Prevalence, sources, risk
factors

Mukhtar, 201064

Cross-sectional

Pakistan

Verbal, physical, academic

Prevalence, sources

Shoukat, 201065

Cross-sectional

Pakistan

Verbal, academic, physical, sexual, racial and
ethnic discrimination

Prevalence, assessment of
its effect on mental health

Benham, 201166

Cross-sectional

USA

Verbal, physical

Prevalence, source

Fnais, 201367

Cross-sectional

Saudi Arabia

Verbal, academic, physical, sexual, racial and
ethnic discrimination

Prevalence, sources
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826
61

87

72

315

Margittai, 199630

33

548

1,072

208

Elnicki, 199939

Barry, 200040

13,168

Mangus, 199838

Kassebaum, 199837

475

1,274

Barlow, 199735

Daugherty, 199836

916

543

Vukovich, 199634

VanIneveld, 1996

Nora, 199632

72

75

83

85

62

NR

50

52

74

36

53

66

57

NR

50

60

66

70

46

62

56

59

NR
60

40

90

55

83

72

28

51

84

65

NR

59

56

58

NR

81

0, all females

NR

26.0

27.5

NR

NR

NR

NR

28.5 (3.6)

NR

NR

NR

NR

30.5 (5.0)

26.3

30.8 (3.9)

24.9

27.5

NR

NR

NR

22.4 (3.16)

NR

NR

28

31.9

27.1 (3.7)

Median: 27

26.1 (2.5)

NR
NR

% Mean age in
male
years (SD)

1991: 211 sampled 1991: 168/211; 1991: 50 (107);
(255 total students); 1994: 159/170 1994: 64 (109)
1994: 170 sampled
(242 total students)
156
89
57

159

Lebenthal, 199629

Moscarello, 199631

186

77

Cook, 19962

Bergen, 199628

80

73

1,774

255

McNamara, 199527

26

Uhari, 1994

61

155

88

347

Moscarello, 199424

NR

Schulte, 199425

42

1,847

Baldwin, 199422

Black, 199423

45

84

Nicolson, 199321

62

133

Komaromy, 199320

75

137

Richman, 19928

19

Wolf, 1991

64

132

Chaimowitz, 199118

59

581

83

81

Baldwin, 19913

75

431

Sheehan, 19906

65
42

Response
rate (%)

Silver, 199017

98
102

No.
respondents

Milstein, 198715
Baldwin, 198816

First author, year

NR

22–46

23–47

NR

NR

26–40

NR

NR

NR

NR

NR

23–27

27–33

NR

20–47

21–41

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

20–46

23–35

NR
NR

Age
range
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NR

NR

NR

NR

100

100

100

100

NR

NR

NR

NR

100

NR

100

NR

NR

NR

100

NR

NR

100

NR

NR

100

NR

NR

NR

100
NR

%
resident

NR

100

100

NR

100

100

100

NR
100

% medical
student

NR

NR

NR

NR

NR

NR

NR

NR

NR

Clinical discipline

Beginning clerkship

Emergency medicine

NR

NR

NR

Psychiatry

NR

NR

Internal medicine

NR

NR

Psychiatry

NR

NR

NR

Psychiatry, general medicine
NR

100

100

100

100

100

NR

NR

NR

NR

100

NR

Internal medicine

NR

NR

NR

Surgery

Family practice

Internal medicine

NR

NR

NR

Anesthesia, family medicine,
internal medicine, obstetrics–
gynecology, pediatrics,
psychiatry, surgery
100
NR

NR

100

NR

100

100

100

NR

NR 100 (fourth year)

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR 32% preclinical,
68% clinical
NR
NR

NR

NR

NR

NR

NR

NR

NR

NR
NR

%
intern
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NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR

NR
NR

% other
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Li, 20104
Mukhtar, 201064
Shoukat, 201065
Benham, 201166
Fnais, 201367

Ahmer, 200859
Cohen, 200860
Rademakers, 200861
Judy, 200962
Nagata-Kobayashi,
200963

196
106
232
183
213

52
NR
66
NR
NR

64
35
58
45
57

83
54
70

1,382
793
1,712

342
1,999
227
541
355

80
54

2,316
304

Abbreviations: SD indicates standard deviation; NR, not reported.
This study did not specify what kind of trainees they included.

a

6
341

Waddell, 200554
Avan, 200655

Frank, 200656
Nagata-Kobayashi,
200652
Wilkinson, 200611
Witte, 200657
Acik, 200858

69
80
48
NR
76
NR
51
65
72
77

1,314
144
317
99
177
196
415
300
46
118

NR
75

83
NR

Response
rate (%)

1,072
408

No.
respondents

Elnicki, 200241
MMA Committee,
200242
Nora, 200243
Maida, 200344
Walter, 200345
Hinze, 200446
Hoosen, 200447
Kovatz, 200448
Cohen, 200549
Finucane, 200550
Keeley, 200551
Recupero, 200553

First author, year

(Continued)
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NR
NR
28.6 (3.3)

NR
24.7 (2.80)

NR
NR

NR
23.0
NR
31.0
NR
NR
Median: 29
NR
NR
NR

26.0
NR

52
23.7 (2.5)
NR
NR
29
24.0
30
NR
64 Men: 27.2 (2.0);
women: 27.0
(1.8)
48
30 (3.1)
30
20.8
51
21.4 (1.75)
64
NR
58
27.7 (2.1)

NR
51
57

NR
54

NR
66

50
53
42
0, all females
53
NR
47
45
48
44

59
48

NR
18–24
NR
NR
NR

NR
NR
NR
NR
26–37

NR
NR
22–48

NR
23–33

NR
NR

NR
NR
NR
NR
NR
NR
24–49
NR
NR
NR

22–46
NR

100
NR
NR
100
100

NR
100
NR
100
100

NR
NR
NR

NR
NR

NR
100

NR
NR
100
100
NR
NR
100
NR
NR
100

NR
31

% Mean age in
Age
%
male
years (SD) range resident

NR
NR
NR
NR
NR

NR
NR
NR
NR
NR

NR
NR
NR

NR
NR

100
NR

NR
NR
NR
NR
100
NR
NR
100
NR
NR

NR
NR

%
intern

NR
100
100
NR
NR

100
NR
100
NR
NR

100
100
NR

100
100

NR
NR

100
100
NR
NR
NR
100
NR
NR
NR
NR

100
38

% medical
student

Emergency medicine
NR
NR
Emergency medicine
NR

NR
NR
NR
Pediatrics
NR

NR
NR
NR

Internal medicine
46% primary care,
52% other specialties
NR
NR
Psychiatry
NR
NR
NR
NR
NR
Palliative medicine
67% internal medicine,
25% psychiatry, 8%
obstetrics and gynecology
NR
Specialist, medical, surgical,
multidisciplinary
NR
NR

Clinical discipline

NR
NR
NR
NR
NR

NR
NR
13% basic medical
sciences, 50%
internal medicine,
37% surgical sciences
NR
NR
NR
NR
NR

NR
NR

NR
NR

NR
NR
NR
NR
NR
NR
NR
NR
100a
NR

NR
NR

% other
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