‘You learn better under the gun’: intimidation and
harassment in surgical education
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BACKGROUND Medical literature has documented
a high prevalence of intimidation and harassment
in the educational context. However, the research
has failed to adequately delineate the nature of
these phenomena as well as the different ways in
which diverse actors perceive the behaviours in
question.

METHODS Based on qualitative methodology
anchored in a social constructionism framework, how
teachers (staff surgeons) and learners (surgical
residents) define intimidaton and harassment were
documented and compared. In addition, teachers’
and learners’ perceptions of the impact of these
behaviours on the learning environment, including
their effects on the socialisation of surgeons in
training, were examined.

FINDINGS Five group interviews and 22 individual
interviews were conducted across 2 university
departments of surgery with a total of 22 faculty and
14 resident participants. Interviewees acknowledged
the existence of intimidation and harassment, while
at the same time rationalising its occurrence. This
paradox was encapsulated in participant descriptions
using terms such as ‘good intimidation’. Our exam-
ination of the data helped us to understand that
participants sustained the paradox of beneficial
intimidation and harassment by rationalising ques-
tionable behaviours on 3 specific dimensions, name-
ly: whether an acceptable purpose could be attributed
to the perpetrator; whether positive effects of the
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behaviour existed, and whether there was a perceived
necessily for the behaviour.

INTERPRETATIONS Even while their dysfunctional
characteristics are recognised, intimidation and har-
assment are often seen as functional educational
tools. The cultural value currently accorded these
behaviours needs to be taken into account in edu-
cational interventions designed to shift attitudes and
actions in this domain.
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‘T've had one negative experience since I've been
here... [the staff surgeon] was being tense in the
OR, so he took it out on me. He hit me, he was
verbally abusive ... having said that I can now tie
better knots than anyone in my year probably ... It
was that interaction that probably bumped me up
to practise, motivated me more. So ... I suppose it is
a learning tool in that way. It’s a motivational tool.”
(Resident individual interview 4)

INTRODUCTION

Medical education studies suggest that intimidation
and harassment are not isolated events but rather
part of an ongoing powerful cycle that is deeply
rooted, endemic and affects all levels of practi-
tioner."* Over the last decade, an increasing
literature base has developed, reporting up to 92.9%
of perceived mistreatment, abuse, intimidation or
harassment experienced by medical students, resi-
dents and staff.!”'® As leersl'l notes, ... [the]
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Overview
What is already known on this subject

Research has documented high rates of
intimidation and harassment in medical edu-
cation. However, this literature is primarily
survey-based.

What this study adds

Our qualitative study provides insight into how
teachers (staff surgeons) and learners (surgi-
cal residents) perceive intimidation and har-
assment and how their perceptions may shape
the experience of these phenomena in the
training environment.

Suggestions for further research

Future research should explore the relation-
ship between these aspects of surgical training
and other aspects at the forefront of the
educational literature, such as decreasing
interest in surgery as a career choice and
attrition out of residency programmes.

belitding of residents has often been accepted as a
salutary rite of passage, and some supervisors feel
justified in perpetuating a standard of behaviour to
which they became inured as students’.

Because some doctors see these behaviours as part of
the natural socialisation of a good doctor, the
medical community continues to debate the role of
these behaviours in education.'*!®

Social constructionism informs us that individuals
often perceive a single case differently based on
divergent assumptions, backgrounds and interpre-
tations.'®?® Although the current literature on
intimidation and harassment in surgical education
provides insight into reported levels of behaviours,
these data are derived from self-reported surveys in
which the terms used are often not explicitly
described.

As a consequence, the meanings of these
concepts to different stakeholder groups and the
influence of educational contexts on these
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meanings have been inadequately explored.
Therefore, in order to understand such socially
complex phenomena, careful consideration of
meaning is critical, as individuals are understood
to interpret and respond to behaviours differently
based on their perceptions of what those behav-
iours mean. For example, is public chastisement of
a resident perceived as an instance of intimidation
or as a _means of redirecion: How is this
interpreted by the resident? Does this differ from a
staff person’s interpretation? And how would
someone outside the surgical realm describe this
situation?

Medical educational surveys of the effects of
intimidation and harassment have employed data
collection methods that require participants to
indicate the frequency of events they have been
involved in or exposed to. However, social con-
structionism suggests that the self-report technique
is likely to involve biases which shape responses
but are not explicitly articulated in them. As has
been noted, survey responses are neither rooted in
concrete examples nor are the factors influencing
their perception and reporting evident for scrutiny.
The difficulty is twofold: clear demonstration of
the participants’ shared or separate understandings
of the definitions is lacking, and, as a conse-
quence, it is difficult to know if all are reporting
instances of the same type and/or degree. If not,
the reports on which our current estimations of
the prevalence and experience of intimidation and
harassment in medical education are based may
be exaggerated, underestimated or simply distor-
ted and unreliable. Until we have confidence in
our understanding of the dimensions and
prevalence of these phenomena, we cannot judge
the degree to which intervention might be war-
ranted, what such interventions should consist of,
with what audiences, and in what educational
contexts.

Objectives

In order to guide the development of a grounded
theory”' of the social construction of the meanings of
intimidation and harassment in the surgical setting,
this study had 2 central objectives:

1 to document and compare how teachers (staff
surgeons) and learners (surgical residents) define
intimidation and harassment, and

2 to examine and compare teachers’ and learners’
perceptions of the impact of intimidating and
harassing behaviours on the learning environ-
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ment and the socialisation of surgeons in train-
ing.

METHODS

Setting and subjects

Two departments of surgery at 2 academic centres
with different academic cultures were chosen as the
research sites. The smaller centre is known for high
levels of hands-on training early on, closer rela-
tionships between staff and residents and a training
programme that equips residents with a strong skill
set for community practice. The other, larger site
has a stronger traditional academic focus. This
centre stresses the importance of incorporating
research training into surgical practice. Many resi-
dents graduating from this site do not proceed into
community practice but continue training in sub-
specialty fellowship programmes. However, both
sites run programmes accredited by the Royal
College of Physicians and Surgeons of Canada and
share many similarities: residents spend the same
number of years in training, spend their training
rotating through various surgical divisions, take
‘call’ on a scheduled basis and work in an appren-
ticeship-style teaching model with a variety of staff
surgeons.

Following institutional ethics approval, both con-
venience and purposeful sampling were employed to
solicit the participation of junior and senior staff
surgeons (2-30 years of experience), junior and
senior residents (Years 1-6), men and women, all
major surgical divisions, and clinician educators and
clinician scientists. We used a combination of con-
venience and purposeful sampling in order to pro-
vide an adequate and information-rich environment
reflective of the diversity of the study population.22
These 2 sampling methods enabled us to confirm or
disconfirm aspects of the developing theory as the
study unfolded. Sampling was completed when no
new concepts related to the research question were

discovered.

After receiving informed consent, 5 group inter-
views (3 staff groups and 2 resident groups) and 22
individual interviews (14 staff interviews and 8
resident interviews) were conducted across both
departments of surgery, with a total of 22 faculty
and 14 residents, each participating in 1 interview
setting. Overall, a variety of surgical divisions were
represented in the study, including general surgery,

orthopaedics, urology, neurosurgery, paediatric sur-
gery, vascular surgery, plastics and surgical oncol-

ogy.
Data collection

Given that surgeons and surgical residents have busy,
often inflexible schedules, voluntary participation in
research is often difficult. Therefore, in order to
accommodate a majority of participants, 2 data
collection methodologies were utilised. Because the
issue of intimidation and harassment is a very
sensitive topic, the first approach involves discussion
in a non-threatening, minimally hierarchical peer
group setting,”* while the other option involves
conducting individual interviews. While there are
advantages and disadvantages to both methodologies,
we considered a combination of both techniques as
the most appropriate means to obtain the richest
possible data set.

Group interviews can help to stimulate participants,
with forthright individuals drawing out those who are
more timid by initiating discussion of sensitive issues
and creating an environment that sanctions discus-
sion. As well, the examples given by a participant may
act as triggers for others’ memories of experienced or
witnessed events. To function productively these
groups require as little hierarchy as possible in their
participants’ relationships with one another; there-
fore, we carried out separate resident and staff group
interviews. Residents were further divided into junior
and senior groups.

Despite potential positive outcomes, there is a con-
cern that group interviews do not allow some partic-
ipants to disclose their true sentiments because of an
unwillingness to do so among their colleagues in a
group setting. To counterbalance this potential non-
disclosure in groups, independent interviews were
also used because this method provides the advant-
age of privacy, which may encourage participants to
speak more freely.**

A concern with group interviews is that a pronounced
leader/follower effect may occur, rather than the
wriggered sharing expected in larger focus groups.
This occurred in only 1 group interview and to a
limited degree. Overall, the group interviews con-
ducted provided interactions and comparisons be-
tween individuals that were important additions to
our individual interviews.

The semistructured interview was designed to elicit a
detailed discussion of what staff and residents
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understood intimidation and harassment to mean
and how they arrived at these meanings. It began
with open-ended questions to probe participants’
understandings of the terminology itself, followed by
a discussion of 3 video scenarios that had been
developed based on the literature®® and validated
using key informants. The video vignettes were not
developed as depictions of actual examples of
intimidation and harassment, but rather the aim was
that the prompts, while descriptive of common
challenging scenarios, were also sufficiently ambi-
guous, thus stimulating discussion of how partici-
pants decide which behaviours are considered
intimidating or harassing. The video scenarios
included:

1 asurgeon’s removal of a resident’s operating
opportunity due to time pressures;

2 a discussion among staff and residents about
whether or not a ‘good’ resident would take
pregnancy leave during surgical residency, and

3 asurgeon flooding a resident with unrelated
questions during a procedure, until the resident
turns the tables and begins to ask questions that
the staff person cannot answer.

The video discussion component of the interview
script was intended to focus participants on shared
examples and to increase the likelihood that diver-
gent perceptions were likely to be real and not
secondary to artefact. All interviews and group
interviews were conducted by trained facilitators.

Data analysis

Data collection and analysis occurred in overlapping
successive and concurrent phases.”’ Interviews were
audio-recorded, transcribed and anonymised.
Reflecting the grounded theory approach of this
study, data analysis began with a process of iterative
and recursive reading of all transcripts by 3
researchers.?! This facilitated the initial gross cate-
gory development reflective of emergent themes.
Regular meetings of the 3 reviewers (a surgical
resident, an operating room nurse and a qualitative
researcher) occurred bi-weekly. This process was
important to the research as it allowed for the
resolution of discrepancies between reviewers
regarding thematic categorisation and language
usage in the entitling of each thematic code.
Discrepancies were carefully inspected to ensure the
authenticity of the analysis, by consulting specific
instances in the transcripts, discussing the
relationship to established themes and reaching
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consensus as a group.26 Further refinement of the
coding structure occurred with each set of tran-
scripts. Following complete coding of the data sets,
the developed coding structure was confirmed as
appropriately and comprehensively categorising the
participants’ descriptions and discussions. This cod-
ing structure was applied to the data set by 1
researcher using NVivo qualitative data analysis
software, which facilitates axial coding among the-
matic categories to reveal any potent interrelation-
ships.w

RESULTS

The results represent the dominant issues raised
when participants discussed what principles informed
their understandings of intimidation and harass-
ment. As there were no consistent differences
between issues raised by residents and staff or issues
raised by participants from the 2 teaching centres, a
single coding structure was sufficient to accommo-
date trends in the entire data set. Initially, 4 thematic
categories emerged:

the conlext of the behaviour;

the characteristics of the behaviour;

the outcomes related to the behaviour, and
the reason for the behaviour.

0 RO

The category of context described the situational
markers (who, what, where or when) used to deter-
mine whether or not intimidation and/or harassment
were perceived to have existed in the video examples.
This category was further divided into the subcate-
gories of participants and their relationships, occa-
sion and place and time. Characteristics were defined
as the modifiers of the situational markers which aid
in identifying whether or not intimidation and/or
harassment existed and included the subcategories
of language, perception, implicit/explicit, intention
and threat. Ouicomes described what was perceived
to have occurred because of an episode of intimid-
ation and/or harassment. These codable units were
almost exclusively negative in scope, including emo-
tional effects (i.e. loss of self-confidence), reactions
(i.e. avoiding the perpetrator) and other conse-
quences (i.e. personal harm). Reason was defined as
the purpose attributed to the exhibition of a beha-
viour that could be identified as intimidation or
harassment. It included motives that were considered
by participants usually to be positive (as in descrip-
tions related to education) or negative (as in
psychological purposes).
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With further review of the coding structure, it was
clear that a number of commonalities existed across
the entire data set. Participants demonstrated a
reluctance to use the terms ‘intimidation’ or ‘harass-
ment’. This reluctance may be related to a number of
factors, including participants’ perceptions of the
adverse repercussions associated with these ‘loaded’
terms. For example, a faculty member expressed
concern that a complaint of harassment could have
negative consequences for a faculty member’s repu-
tation with this comment:

‘Right off the bat it has a huge negative tone. and
the surgeon can be called up in front of a board,
and it could have huge implications.” (Staff group
interview 3)

Other participants’ comments suggested a conscious
effort to move away from what some viewed as
‘excessive political correctness’:

‘I think it would, uh, decontaminate or clarify
things if we didn’t use the word harassment. and
even intimidation, although it’s not a bad word, it
gets people’s back up. and you could hear ...
resentment about the culture that has been built
around harassment.” (Staff group interview 1)

Participants also felt that ‘surgical culture’ allowed
them to accept behaviours in the operating room that
they would in other circumstances (such as a cocktail
party) label as intimidation or harassment.

Surgeons and surgical residents were reluctant to
use these terms even when they expressed dis-
comfort with a social interaction and were able to
articulate its negative psychological effects. Many
interviewees acknowledged the existence of intim-
idation and harassment, but justified its occur-
rence, suggesting a paradox underpinning the
social construction of these phenomena in surgery.
This paradox was encapsulated in participants’
rationalisations of ‘good intimidation’. Strong
educational undertones to participants’ rationalisa-
tions are highlighted in this faculty member’s
statement:

‘... people do perceive [intimidation and harass-
ment] as an effective tool.” (Staff individual inter-
view 10)

Perhaps more interestingly, the notion of intimid-
ation and harassment as an effective learning tool was
suggested and supported by residents. For instance, a
resident explained that:

. sometimes it takes a person like this surgeon
to scare you into doing something. Some peopl
need to be scared into doing things, and there
needs to be sort of a whip to them.” (Resident
group interview 1)

Therefore, we focused our interest on developing a
better understanding of how participants justified the
behaviours in question. We examined relationships
among our analytical categories in order to trace
their logic. From this examination, we were able to
articulate 3 dimensions of rationalisation, any of
which place the behaviour into the category of
intimidation or harassment. These dimensions are:

1 an acceptable purpose that can be attributed to the
perpetrator;

2 a positive pedagogical or clinical gffect of the
behaviour, and

3 a perceived necessity for the behaviour to achieve
the purpose.

These dimensions of rationalisation form what we
have called the legitimacy assessment model of
rationalisation (Fig. 1). These dimensions occurred
across both resident and faculty discussions at both
T
academic centres.

The first aspect of the ‘legitimacy assessment’ model
of rationalisation involves the participants’ deter-
mination of whether a purpose is evident in the
behaviour and whether that purpose is acceptable. If
an educational or clinical purpose for a behaviour
could be articulated, the behaviour was less likely to
be viewed as problematic. For example:

‘Well, there’s always an intent, to everything we do.
But it depends on whether the intent is good or
not. Like if somebody is giving me a hard time
about something I did in the OR, and their inten
is for me to get better at it or improve, then that’s
good. It wouldn’t, you know, it wouldn’t be
classified as harassment. Although I might feel
uncomfortable, but it's good. But if somebody'’s
doing the same thing with the intent of humiliating
me or doing it in front of other people or
something that I don’t think I did wrong and
they’re still blaming me for it, then that would be
harassment.” (Resident individual interview 5)

As this resident’s statement illustrates, if an educa-
tional purpose is found, the episode is not likely to
be considered intimidation or harassment. However,
if an acceptable purpose cannot be ascertained, the
same event would more likely be classified as
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Figure 1 The legitimacy assessment model of rationalisation.

intimidation or harassment. Staff participants also
echoed these sentiments, as illustrated in a faculty
member’s reflection on the teaching they had
received:

‘...in the back of my head, probably the people I
remember the most in my training are the guys that
are a little bit scary at times. Because their input
kind of got earned and seared into my skull and I
go back to that. But as long as it was always about
the surgery. People that would bother you or harass
you about things that have no importance to the
surgery, what kind of car you drive or something
like that, that’s just unacceptable.” (Staff group
interview 3)

Both of these comments demonstrate that similar
behaviours can be interpreted differently depending
on whether or not the recipient deems the speaker’s
purpose to be acceptable.

The next factor in the legitimacy assessment is the
concept of effect. If behaviours were perceived to
have a positive effect on education or clinical care,
participants were more likely to justify these as
legitimate. In fact, if pressing clinical care or patient
safety issues were perceived, most interactions were
deemed legitimate. One faculty member assessed the
video scenario regarding the surgeon taking over the
case due to time pressures:

‘T don’t see it as being particularly intimidating,
because there is a ... uh ... good reason why ... the
issue at stake here is the speed and safety of
completing a procedure that has gone on longer

INTIMIDATION OR
~ HARASSMENT

than anticipated, and you know, that’s an issue of
patient safety.” (Staff individual interview 10)

In this regard, the mitigation of undesirable clinical
consequences served as a legitimacy trump card,
rendering all other concerns negligible, including
concerns about trainee abuse. This trump card was
invoked to dismiss a range of questionable educa-
tional interactions, including ‘bizarre personalities’,
off-colour comments and abuse, as not only accept-
able but also effective teaching tools in a high-risk
clinical environment.

Residents also recognised the primacy of the ‘safety’
issue in assessing the legitimacy of social interactions
among teachers and learners, echoing faculty’s will-
ingness to disregard a range of potentially inappro-
priate behaviour in the context of perceived threats
to safety:

‘... your patients are sick, and things need to be
done fast and so they [staff] can be very blunt and
short and you know that’s how it is, but you know
you’re going to have to do it. Although sometimes
you hate it.” (Resident group interview 2)

In addition to purpose and effects, participants used
a third factor, the concept of ‘necessity’, in their
legitimacy assessments. Participants shared stories of
teachers accessing intimidating or harassing tactics
when their toolbox of teaching strategies had proven
incapable of eliciting the desired response in the
learner. Such stories held echoes of the ‘safety’ trump
card as well, in their reference to the surgical
teaching setting not affording the luxury of allowing
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a learner’s poor progress to continue. For instance, a
teacher asserted that:

“... harassment is always inappropriate unless one
accepts that after repeated attempts, appropriate
attempts to get somebody to change behaviour, you
may want to take a harassing view, a harassing
approach.” (Staff individual interview 5)

Similarly, residents acknowledged that not all teach-
ing methods resulted in equal amounts of learning
for all residents. As this resident perceived it, some
trainees need stronger motivators to learn and
perform well:

You can use a little bit of putting somebody
under the, on a hot seat, or on the spot with a little
bit of stress and adrenalin. Sometimes I think that
helps. It helps me to be put under stress and if I
don’t know the question then I'll go read about it
and I'll probably never forget that cause I was like,
it gave me a little bit of a, like a pinch in the ear or
something.” (Resident individual interview 5)

Interestingly, in many participants’ descriptions there
was a sense that, while not ideal (because of negative
emotional effects), such methods were acceptable
strategies in the high-risk setting of surgical educa-

tion. It is within this setting that we identified a

number of negative cases, mostly focusing on the
identification of the negative impacts of ‘good
intimidation’. We compared these cases to others in
order to develop our understanding of the limits of
intimidation and harassment as motivating factors as
well as the perceived boundaries of intimidation and
harassment. These negative examples enriched our
understanding of people’s perceptions of what
intimidation and harassment do in surgical educa-
tion.

DISCUSSION

The concepts of ‘intimidation” and ‘harassment’ are
suffused with unique meanings for surgical teachers
and learners, meanings that underscore the socially
constructed nature of these phenomena. The mean-
ings are predicated on core cultural beliefs in
surgery, such as the concept of looming risk, and
provide the basis for rationalisations of behaviour
that participants readily acknowledge as unaccepta-
ble in other social settings. The study has described
the logical steps underlying such rationalisations —
steps toward a legitimacy assessment that supports the
notion that intimidating and harassing behaviours in

educational interactions are distasteful but effective
and, in fact, a necessary aspect of surgical socialisa-
tion.

Participants in our study viewed intimidation and
harassment as both dysfunctional and functional.
This is suggestive of why 20 years of prevalence survey
data have not managed to change surgical culture. If
we reflect on the survey results, we can understand
that simply telling people that intimidation and
harassment are prevalent will not convince them that
they are problematic when they perceive a utility to
their presence. Therefore, we need to provide
teachers with other educational tools to apply in
situations where they may currently resort to intim-
idation and harassment. We need to look at the
relationship between this aspect of surgical training
and other aspects at the forefront of the medical
educational literature, such as decreasing interest in
surgery as a career choice® ' and attrition out of
residency I:Jrogrammes.32'33

The assignment of clinical safety motives to legitimise
behaviour leads us to a potentially slippery slope in
the logic underlying these rationalisations. The
nature of surgery is inherently life-threatening, which
means that a wide variety of situations can have
‘safety” issues attributed to them, raising the question
of whether there may be a general perception that
one can justify anything. Perhaps in other clinical
settings where a similar ‘trump card’ of safety in high-
risk situations exists (for example, in emergency
departments or intensive care units), these same
rationalisations might ring true.

Given its exploratory purpose and grounded theory
design, this study has limitations that constrain the
interpretation and application of the results. The
nature of the subject population (surgeons and
surgical residents) restricts our discussion to surgery
and we cannot comment on whether the situation is
different within other specialties or if between-group
differences exist. Future research should explore
these findings in other specialties. In addition, the
sample size, while sufficient for a grounded theory
study, will not sustain demographic comparisons such
as gender, age, specialty and other distinguishing
characteristics. Moreover, although we did employ 2
sampling methodologies in order to be as reflective
as possible of the age, gender and academic role
diversity of our population, it is still possible that our
work includes a sampling bias — that we nevertheless
engaged a population unusually interested in this
topic. Furthermore, despite using small groups and
individual interview techniques, the nature of the
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topic being discussed results in the potential for
response bias because of the politics of intimidation
and harassment.

CONCLUSION

Our findings suggest that the current definitions of
intimidation and harassment are ambiguous. There-
fore, the survey research that has dominated this
domain must be treated with caution, as health
professional teachers’ and learners’ perceptions and
categorisations will be contextually anchored and
culturally sensitive. Future surveys should consider
the context and culture of the environment and be
sensitive to the role of the educational and clinical
justifications that are captured by our legitimacy
assessment.

Our study places pressure on educators to move
beyond rhetorical exhortations against intimidation
and harassment and towards reflective analyses of
how members of a clinical culture attribute mean-
ing to these phenomena. This is not to argue that
we should embrace intimidation and harassment as
effective pedagogy - there is an abundance of
evidence that learners learn better when [ear,
frustration and conflict are not part of lhgi—;_'—_—
“educational_environment.” But it is a strong
reminder that the sociological aspects of educat
are not highly amenable to abstracted solutions. If
~-we wish to challenge the presence of intimidation

4 and harassment as features of surgical education,

we must understand both their perceived func-
tionality and dysfunctionality; we must ascertain
what social circumstances cultivate these behaviours
and devise educational alternatives that allow sur-
gical teachers to achieve their core objectives, such
as safety, while promoting a positive learning

environment.
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