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Abstract

Purpose

Multiple studies demonstrate the assessment of residents differs by gender, yet little is known
about how these differences are experienced by women and men. The authors sought to
understand whether the experience of being assessed and receiving feedback differs between
men and women internal medicine (IM) residents and how women respond to these experiences.
Method

A constructivist grounded theory approach to data collection and interpretation was used. The
authors invited all IM residents in postgraduate years 1-3 at the University of Toronto to
participate in semistructured focus groups (August—October 2019). Twenty-two residents
participated (8 men, 14 women). Focus groups were divided by gender and training level.
Results

The authors found a profound difference in experiences of receiving feedback between men and
women residents. The themes of challenges to power and authority, tactics to re-establish power
and authority, conflicting feedback from attendings, and ways of moving forward all diverged
between men and women residents. WWomen repeatedly brought up feedback outside of official
assessment moments and relied on symbols, such as a white coat, stethoscope, and demure
clothing, to “dress the part” of a physician. Women also encountered conflicting feedback from
supervisors regarding confidence and assertiveness (e.g., sometimes told to be more assertive,
other times to be less), often resulting in self-censorship; similar feedback was rarely noted by

men.



Conclusions

Gendered differences in the experiences of being assessed and receiving feedback are not always
reflected in standard measures. Gender and medicine can be considered performative, and these
findings demonstrate women IM residents integrate multiple forms of feedback to create the
persona of the woman physician. The authors believe this research contributes a unique vantage
point to the experience of women residents interpreting explicit and implicit feedback in IM and

highlights the socialization that occurs to become a woman physician.



Gender equity in residency training has garnered recent attention, with multiple studies
demonstrating that women trainees are systematically disadvantaged and underrated on
workplace-based assessments.!® However, these findings are not consistent across specialties or
programs, as some studies report finding no such differences.%* With the shift to competency-
based medical education, there is a renewed focus on gender bias. Bias may be amplified when
there are increased opportunities for direct observation, feedback, and evaluation, such as in the
context of entrustable professional activities, which are real-life, workplace activities that a
resident is entrusted to perform once they are have attained an adequate level of competency.!? In
addition to any differences on formal assessments, women and men residents may also
experience the processes of being observed and receiving feedback differently, yet this has not
been adequately explored.

Gender bias refers to culturally established gender roles and beliefs that impact perceptions and
actions, with or without conscious intent.’® We use the term gender, and not sex, as sex refers to
biologic differences in humans, whereas gender refers to socially constructed roles that
encompass behaviors, expressions, and identities. Gender influences conceptions of self and
interactions between people, and affects power and resources within a society.'*'® Gender theory
examines what is considered as masculine, feminine, or queer behavior within a particular
cultural context, community, or field of study.'® In medical training and practice, gender bias can
be as overt as misogynistic comments or as subtle as differing expectations of men and women
residents, patient referral patterns, compensation, and opportunities for career advancement.>1-20
In this article, we use the terms women and men as compared to female and male as we are
referring to participants’ gender presentation, not their sex at birth. Some of the articles we cite

use male-female terminology, in which case we honor the original text.



There is a growing body of literature addressing gender bias in medical education. Recent studies
across numerous specialties report notable discrepancies in evaluations of men and women
residents by both physician staff and allied health professionals.}?4&112122 |n multiple studies,
women are underrated when formally evaluated.® Assessment comments for women show
greater inconsistency and assessors value different attributes for women as compared to men.22
Men tend to receive more agentic, or “action-oriented,” feedback, whereas women are praised
for their communal skills and communication.??3?* One recent study examining implementation
of competency-based medical education with medical students found that comments on personal
attributes appear more frequently in evaluations of women, and comments reflecting
competency-related behaviors appear more frequently in evaluations of men.? Women are more
likely to receive negative or incongruous feedback when they assume traditionally male
roles.2%2

Recent studies have considered the role of gender in evaluations in emergency medicine,
obstetrics and gynecology, or surgical specialties; however, similar studies in IM are dated or
focused on subspecialty (not core) training. ¥>4#1 This is important, as everyone who filters to
IM subspecialties must do core IM training, therefore, a large proportion of the physician
workforce is potentially affected. Additionally, these studies lack an in-depth exploration of how
assessments and feedback moments are experienced and how women respond to them during
their training. Therefore, it is imperative to explore residents’ experiences of these interactions,
as focusing only on the outcomes of assessment may obscure important differences in
experiences of assessment.

In many of the recent studies mentioned above, feedback and assessment are considered
together, almost interchangeably, as this is how they are generally perceived by trainees.?’?®

With that in mind, the purpose of our research was to explore whether the experience of being



assessed and receiving feedback differs between men and women IM residents. Moreover, we
sought to explore how women respond to these experiences, as experiences and responses to
differential treatment may inform the approaches taken to mentoring women trainees and may
provide future opportunities for faculty development.

Method

We used a constructivist grounded theory approach to data collection and interpretation, as such
an approach is particularly well-suited to exploring social phenomena for which a more in-depth,
nuanced understanding is warranted.?>% Constructivist grounded theory is a method often
employed in the context of exploratory research of social processes grounded in qualitative data.
Fundamentally, it is an iterative process requiring theoretical sampling and data analysis via a
method of constant comparison, with the ultimate goal of knowledge construction.

Setting and sample

All IM residents in postgraduate years (PGY's) 1-3 at the University of Toronto (n = 180) were
invited through email announcements and academic half-days to participate in focus groups
between August and October 2019. The study was described as investigating residents’ lived
experience of being assessed and receiving feedback through the lens of gender. Twenty-two
residents participated (8 men, 14 women). No residents were turned away. Of note, at the time
the study was conducted, the University of Toronto Department of Medicine had 881 full-time
faculty, of whom 362 (41%) were women and the IM residency program had 210 PGYs 1-3
residents, of whom 114 (54%) were women.

Data collection

We conducted 6 focus groups of between 3 and 8 women or men (and one individual interview
due to timing constraints) to explore gendered experiences of residents receiving feedback and

evaluations. We grouped participants by training level and gender, with junior (i.e., PGY 1)



residents and senior (i.e., PGY's 2-3) residents as well as women and men in separate groups, and
interviewed residents until theoretical sufficiency was reached, as determined by breadth and
depth of data to facilitate deep comprehension, and no new themes were introduced (see below).
We chose focus groups over interviews to encourage participants to discuss and build on each
others’ experiences. M.B. conducted the women’s focus groups, and J.R. conducted the men’s
focus groups. A semistructured interview guide (see Appendix 1) was used; this guide was
developed prior to the initial interviews based on literature related to gender and assessment,
then amended and revised iteratively via discussion of codes and themes (see below). Interviews
were audiorecorded and transcribed verbatim. NVivo software, version 12 (QSR International,
Doncaster, Victoria, Australia) was used to facilitate coding, create memos, and organize data
analysis.

Data analysis

Data collection and interpretation occurred iteratively and simultaneously.?*3° M.B. analyzed the
data using line-by-line coding, beginning with the first focus group. M.B., J.R., and S.G. met
repeatedly to discuss the initial codes and categorize them into themes, using a constant
comparative approach, with each subsequent transcript adding to our coding framework. We
resolved tensions and discrepancies by consensus. Ultimately, we developed a conceptual
framework to understand the nuances of being assessed from a gendered perspective in IM. We
then triangulated our findings with known literature, including gender theory,?*3 to address our
question as to whether men and women IM residents perceive differences in their experiences of
being assessed and receiving feedback.

Reflexivity

Two authors (S.G. and J.R.) have advanced training in education and have extensive cumulative

experience conducting qualitative research studies. We are positioned at various points in our



career trajectories, offering unique perspectives: M.B. is a senior resident in IM who majored in
gender studies, J.R. is a junior faculty member in IM, and S.G. is an experienced clinician-
scientist who practices clinically in IM. We have all participated in giving and receiving formal
and informal feedback and have each shared our own experiences and kept memos recording our
reactions to each transcript to ensure that we were open to all new ideas and themes.
All study procedures were approved by the University of Toronto Research Ethics Board.
Results
We found a profound difference in experiences of receiving feedback between men and women
residents. The themes of challenges to power and authority, tactics to re-establish power and
authority, conflicting feedback from attendings, and ways of moving forward all diverged
between men and women residents. Although our interview guide was focused on feedback and
assessment, and explicitly asked about entrustable professional activities, our women participants
made it clear that their actions and behaviors were constantly observed by many others who were
not officially evaluating them (staff from other health professions, ward clerks, colleagues,
patients, etc.). As such, they repeatedly brought up examples of gender-based experiences that
fell outside of official assessment moments. To our participants, even these moments were
interpreted as feedback, so we included them in our analysis.
Women’s authority and power challenged
I don’t think my medical ... my capability to practice as a physician has ever been
questioned because of my gender, no. (Man [M], focus group [FG] 6)
I call myself “Doctor first name” usually, ‘cause | want them to know that I’'m a
doctor but I also like to be more casual with my patients. But I’ve had a couple of
staff say they don’t like that. And they’ve both been male staff saying that as a

female physician you need to be quite authoritative. And one of them actually



used the phrase, “Don’t you dare ever call yourself that ever again. You have to
say you’re ‘Doctor last name.”” [...] The rest of the conversation was him trying
to frame it as though “I’m looking out for you, you wanna make sure that you’re
appropriately respected.” But | also felt very patronized. (Woman [W], FG 4)
The topic of questioning of women’s authority and power was raised repeatedly by our
participants. It took various shapes, but examples included expectations that women would
perform clerical tasks (e.g., making appointments and faxing forms) and recurrent episodes of
women being mistaken as a nurse by nurses, patients, and medical colleagues:
Anytime I’ve very kindly ever asked for someone to help me with faxing
something or anything along those lines, it’s always like, “’You can do it
yourself,” [...] and then I’m there trying to figure it out myself and my male
colleagues would be like, “I’ve never faxed in my life, [...] I’ve never had to do
that.” (W, FG 4)
Women residents reported that their decision-making was questioned more often and more
aggressively than that of their men counterparts. One resident noted, “I’ve had some really not
nice interactions with young female nurses, and they never would speak to my male colleagues
that way, questioning my decisions.” (W, FG 1) Although this was not formal feedback, it was
still interpreted as feedback and woven into the resident’s understanding of their situation. In the
same vein, a woman resident reiterated, “In general, I think there’s more deference shown to
male residents.” (W, FG 4)
Beyond facing questions of their capacity from coworkers, women IM residents were also
challenged by their patients, despite indicating their role and position. In one of many similar
examples, one woman told a story of spending time caring for a sick patient, only to hear later, as

feedback from staff, that the patient complained “a doctor never saw him today.” (FG 1) Such



experiences or questioning were not reserved solely for younger women trainees. Residents
witnessed their more practiced women mentors undergo similar treatment, leading one
participant to note that, “even being older and more experienced doesn’t save you from that
attitude.” (W, FG 2)
Facing doubts from others about their legitimacy as a physician and witnessing their supervisors
being questioned in similar ways has the potential to engrain a message of not belonging and
increase self-doubt among women residents. On the contrary, both men and women noted that
men residents were frequently addressed by patients as though they held a level higher than their
actual level when they were with women staff or senior residents, highlighting that men residents
are not doubted in comparable ways.
Re-establishing power and authority
| had a patient who [...] told me that they did not trust the medical opinion of their
provider, because their physician, who’s a global expert working at a coronary
care center, wore high heels and a dress. (M, FG 6)
Women residents expressed various methods of attempting to regain power and authority when it
had been stripped from them. In the women’s PGY 1 focus groups, participants commented
extensively on clothing and appearance in the workplace. Specifically, they explained that early
in residency, they wore “fun” clothing, such as skirts or bright colors, and would occasionally
wear their long hair down. Only 3 months into training, they already described changes in their
clothing choices to purposely establish their role as a physician based on implicit and explicit
feedback received from their attendings and others. They no longer wore skirts, oftentimes wore
blazers, tied up curly or long hair, and stopped wearing bright colors. These women expressed a

wistful sentiment that they no longer wore fun clothing in exchange for being taken seriously.
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Throughout the conversations, there were undertones of needing to “dress the part” of a
physician, particularly because women residents received feedback that they were not assumed
to be the physician by patients, families, medical colleagues, and allied health professionals.
Donning a stethoscope was a strong symbol, as was the practice of wearing a white coat starting
in PGY 2. Asone PGY 1 explained, “l always have [my stethoscope] around my neck. Even if |
know | don’t need it for the entire day, you better believe that thing’s around my neck.” (W, FG
1)
Women residents commented that women’s professional clothing is less functional than that of
their men counterparts: there are fewer pockets and movement is restricted when required to
perform the daily duties of a physician. Despite this, when women tried to wear more functional
clothing, they received negative feedback from attendings that they were unprofessional:
Participant 1: [A male staff] said to me, “I don’t understand why people think it’s
appropriate to wear leggings on call. You would never wear that in any other
professional setting ....” And it is obviously targeted towards female residents
because most male residents don’t wear leggings.
Participant 2: This, I’'m just laughing right now, because 1 find it ridiculous [...] in
what professional situation would you wear scrubs? (W, FG 4)
In another incident, one resident recalled that as a medical student she thought she performed
extremely well at a bedside teaching session, only to have her attending pull her aside and tell
her, “Your shirt is too low, and I could see your breasts.” She noted her response to this
experience was to “almost entirely wear turtlenecks to work since then, like no ambiguity.” (W,
FG 4) This shows that some attendings are more focused on the clothing of women trainees than
on their medical skills, and that women respond to these comments by changing their dress and

outward appearances. Of the men interviewed, only one reported having his clothing commented
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on; in his estimation, he tends to dress “a bit more loudly” than other men and was told that it
was “inappropriate” for a clinical setting. (M, FG 6)
Another tactic that women used to re-establish power was through modification of their
communication style, in particular, when expressing outward anger or frustration. For example,
one resident noted, “I find if I get frustrated or upset, then people would assume 1’m a higher-up
level than what I am.” (W, FG 2) Junior women described “prepping” before making calls to
other specialties, purposely deepening their voices when contacting other services, with one
participant commenting, “It depends on the specialty, like plastic surgery, orthopedics, for sure. |
have a different tone.” (W, FG 2) Another resident noted that this type of stance did not come
naturally to her: “I think it takes practice.” (W, FG 2)
In addition to mental preparation, a component of physical preparation was required. “Attitude”
and “strength” were displayed through purposeful modifications of body language to appear
more masculine:
... it sounds so bad but the subtle things in body language, in your voice to make
yourself [sound] more like a man essentially. So, like standing up and having your
shoulders squared back [...] so that I could be taken more seriously because I was
more masculine, and [...] those are the ways that | try to ask for more authority
and be more respected. (W, FG 1)
Despite how women practice asserting themselves, there continue to be different expectations—
and likely repercussions—for women residents who do not follow traditional societal sanctions
of femininity. This was felt as early as several months into their training. For example, one PGY
1 resident commented, “I certainly do think that that expectation to be super cheery and nice and
always apologetic can certainly impact [women ...]. There are just different social sanctions for

women being assertive.” (W, FG 1). This was also seen in participants’ impressions that “women
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are expected to apologize and say, ‘I’'m sorry,” and have this excellent demeanor, and they can be
criticized more harshly when they are not like that.” (W, FG 1) In this same focus group, another
resident reported that she was told by an attending that she “apologized too much” because she
was a woman.
As illustrated above, given pressures to dress or act certain ways, women residents strategically
employed clothing, appearance, and attitude to re-establish authority after experiencing both
explicit and implicit reprimands and feedback. Lastly, other women trainees weighed the risks
and benefits of speaking up in situations where their beliefs may conflict with those of their
attendings, sometimes opting for an attitude of knowing acceptance to maintain their
independence and decision-making skills.
Conflicting feedback from attendings
Women IM residents received conflicting feedback from supervisors regarding caring,
confidence, and assertiveness. This challenge was mentioned throughout our interviews, with
women reporting being told they were not assertive enough, while other times they received
feedback that they were too assertive. This contradictory feedback often resulted in self-
censorship to avoid falling squarely on one side or the other. One senior resident elaborated, “I
am repeatedly told by attendings to care less, to not be as quiet, and to be more confident, and I’d
be pretty surprised if | had male colleagues that got that type of feedback.” (W, FG 4)
Men rarely reported receiving similar feedback. We specifically asked men if they thought their
gender impacted the feedback they received, and some thought it did not, while others thought it
impacted them favorably. One participant noted

| would call myself a confident person. I think a lot of my male colleagues are

confident people. I think all the participants here |1 would call confident people,
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but I can’t imagine myself or any of them getting told that they are too confident.
(M, FG 6)
They did notice that their women colleagues may be treated differently and were aware that there
might be different standards—and repercussions—based on gender:
I’m sure our female colleagues have gotten negative feedback for being too brash
or abrasive or loud whereas male colleagues may have been given positive
feedback for advocating or defending X, y, and z in the same position. (M, FG 6)
Our women participants expressed a common frustration that their presumed “lack of
confidence” might instead be advocacy or leadership displayed in a different way. One of the
women explained that with their attendings:
| don’t really feel the need to make [them] know that | know [something], it’s just
not me, but I think that that goes in the face of how our medical education
environment is, and so it can be perceived as a lack of confidence. (W, FG 4)
Her style of leadership was different than that traditionally accepted in medicine. A junior
resident had a similar experience, however, this time couched in feedback from an attending,
“The feedback I got from him was to be more confident and I remember just being like, ‘If I
were any more confident today, it would have been unsafe.”” (W, FG 1) This resident recognized
her own limitations, but this was not praised for this awareness, rather it was seen as a form of
self-doubt or timidness.
A third resident described an attending who said she “really needed to work on committing to a
plan and that [she] wasn’t confident enough in verbalizing [her] plan.” She then returned to the
case, realizing that she described the specific dose and plan that they ultimately implemented.

She noted
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| was just confused by the feedback because | felt like he almost commented more
on the way | was articulating myself or the way | delivered the plan as opposed to
the actual plan itself. (W, FG 2)
One man did say he had occasionally been told to “be more confident in [his] plan or
differential.” (M, FG 5) But otherwise such comments seemed to be primarily directed toward
women residents, as no other men echoed similar sentiments, despite prompting.
Paths forward
I’m just gonna ask if anyone else has felt difficulty reconciling wanting to be
taken seriously as a woman but also not having to do it in a way that’s being more
like a man. Because | think there are flaws with that, right? (W, FG 1)
Perhaps in response to the negative explicit and implicit feedback resulting in the devaluation of
qualities stereotypically categorized as feminine, many of the women took the opportunity to
reframe their qualities and skillsets as positive assets:
It’s a double-edged sword. A lot of the qualities that we have that make us
considered sometimes weaker or too emotional as women are some of the best
ones that allow us to build greater rapport and more of an emotional connection
with our patients, and sit down with them and if they’re crying, you can touch
them without feeling like there’s gonna be a lot of ... lawsuits. [joking, laughter]
(W, FG 1)
Women called on their emotionality and empathy to connect with patients. While they felt these
skillsets were not always commented on positively by their superiors, they were appreciated by
their patients. One woman explained that “[women] probably have better relationships [with
patients] if we allow them to call us by our first names and we’re people, not authority figures,

and men are just authority figures.” (W, FG 4) The relative flattening of hierarchy that these
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qualities afforded to women residents subsequently allowed them to connect with patients on a
more personal level, making it more likely that their patients would share important information
with them.
Our men participants realized that their women colleagues were sometimes “disrespected or not
treated as equals” (M, FG 5), yet also recognized that their privilege prevented them from seeing
these differences. As one man put it, “It just doesn’t happen to me.” He went on to say, “I just
kind of wish ... I wonder what I could do to maybe help them” (M, FG 5), thus verbalizing the
desire to be an ally, while being unsure of how to act as an ally.
In contrast to devaluation of the “female role” in medicine, mentorship by women played a
pivotal role in the validity and growth of women residents. They described interactions with
women mentors and saw benefits from these interactions in a number of areas ranging from
outward-facing things, such as picking a medical specialty, to personal things, such as discussing
the sacrifices made as a single mother in medicine. One resident said her women mentors are
“super neurotic and anal” but she “adores them” because:
...they’re powerful women who have excellent clinical acumen, who have
excellent bedside manner, but above all are just badass internists and as such
they’re perceived as crazy. And I’'m like, “Screw you all. I’m gonna be them one
day.” (W, FG 1)
Indeed, this was reinforced by feedback from women mentors, who recognized “male colleagues
may not [...] have to speak as loud or preface their name with the term doctor as frequently to
[...] have patients recognize them as a physician.” (W, FG 4) Explicit acknowledgement of the
residents as women and tips for how to navigate that space from more experienced women
physicians were both appreciated and important. These women physicians were thus

demonstrating possible future paths for their residents.
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Discussion
Our research demonstrates that men and women IM residents perceive profound differences in
their experiences of being assessed and receiving feedback. In response to these experiences,
women changed their appearance and behaviors, struggling to strike a balance between their role
as physicians and their role as women. These differences are not always reflected in quantitative
measures;*° given the pervasiveness of entrenched gender beliefs, Klein et al. postulated that
failure to detect a difference in outcomes may reflect a failure to capture gender bias, rather than
confirmation that there is no bias.®> Our findings are, therefore, important because the subversive
nature of gender roles and expectations has the potential to heavily influence career
development, confidence, mobility, and leadership opportunities, but may not show up in
standard measures,124-6:18.19.21-233435
Throughout our interviews, multiple intertwining themes of gender, power, authority, and
leadership came to the surface when residents discussed receiving formal and informal feedback.
To some, these may be considered microaggressions. As described by Poorsattar et al.,
Microaggressions are subtle verbal, behavioral, or environmental snubs, slights,
and insults directed at individuals or groups based on their social characteristics
(e.g., race, class, sexuality, gender)—whether intentional or unintentional—that
implicitly communicate and/or engender a hostile, derogatory, or negative
sentiment. %
One common example is that of misidentification of women trainees as non-physicians, as
reported recently by Berwick et al., which can potentially “[provoke] gender-polarized
psychological and behavioral responses that have potentially important professional
ramifications.”®” However, we are reluctant to classify our participants’ experiences as such, as

the term microaggression was never used by the participants and was not a basis of our focus
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group guide. Rather, to our participants, even moments that were not part of official assessments
were interpreted as feedback on their performance, influencing subsequent actions.
Learned gender norms within IM are layered atop cultural gender norms in a way that ties to
gender theory as outlined by Judith Butler. PGY 1 residents appear to undergo an unofficial
initiation period when they learn how to perform in the ways that are expected of them based on
early explicit and implicit feedback. This is further strengthened by seeing women more
advanced in their training act in a similar fashion and being treated in comparable ways by allied
health professionals. Gender theory as outlined by Butler and others in the 1980s-1990s
proposes that gender is performative.3>3 Butler argues that gender is not innate and is not tied to
our physical bodies, but rather is a performance constructed and realized by our daily actions. In
this way, gender is created and perpetuated by those enacting and enforcing it. Butler explains
We act and walk and speak and talk [in a way] that consolidate[s] an impression
of being a man or being a woman ... we act as if that being of a man or that being
of awoman is actually an internal reality or simply something that is true about
us. Actually, it is a phenomenon that is being produced all the time and
reproduced all the time.*
Medicine too can be considered performative; in becoming a physician, we engage in certain
actions (e.g., standing at the foot of the bed, performing a physical exam), employ various
symbols (e.g., white coat, stethoscope), learn a distinct language (i.e., medical lingo), and label
ourselves differently (e.g., Dr. instead of Mr. or Ms./Mrs.) to signal our “physician-ness.”*® The
concepts of performative gender and physician-ness overlap to create the concept of performing
being a woman physician.
These overlapping performative roles inherently conflict to a degree in that the physician role is

historically seen as a role for men, while women residents are socialized up to this point as
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women. Our women participants often received feedback when these roles clashed. As Dayal et
al. demonstrated in their study of emergency medicine residents, senior residents are expected to
act in roles of leadership and display agentic traits, such as assertiveness and independence,
stereotypically identified as male characteristics.!? In our study, women residents indicated using
attitude, anger, frustration, and strength, which are more agentic qualities, to re-establish power
and authority. Similarly, Kolehmainen et al. described the experience of women and men IM
residents when leading code blues.?® Both men and women described ideal code leaders as
someone “[with] an authoritative presence; [with] a deep, loud voice; [who] use[s] clear, direct
communication; and [who] appear[s] calm.” They also noted the helpfulness of symbols, like a
white coat and stethoscope, to indicate their authority. Similarly, our women residents described
deepening their voices, stopping wearing fun or colorful clothing, donning a white coat, and
ensuring they carried their stethoscopes. These tactics were used to gain respect and to enforce
their physician-ness in a space where it was not necessarily recognized and where they had
previously received implicit or explicit feedback about not fulfilling the expected role.

Despite what seems to be an inner conflict between being both relatable with patients and
establishing the authority of being a physician, women residents want to be recognized as
leaders. Since that is not easily acquired through merit alone,?® symbols become more
significant. When worn by women IM residents, the white coat holds several meanings—
authority, seniority, organization, control. It physically marks residents as being the leader.
Residents employ the non-democratization of the white coat—something noted as problematic
over the last decade or so—as a symbol of power.3**! Yet, taking power—via the symbolism of
a white coat or displaying agentic characteristics—does not come without risk for women in a
space defined by and for men. As Klein et al. explain, women who display agentic traits incur a

penalty for violating gender norms, as suggested by role incongruity theory and often termed the
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likeability penalty.}” Our women IM residents certainly experienced this in the feedback and
resistance they received from multiple sources. Similarly, many of our women residents
expressed a tension and discomfort in their existing role as women and relatively new physician
role. In this sense, women residents struggle to balance what we have constructed as opposing
binaries—agentic versus communal, competent versus warm, male versus female—to succeed in
the medical workspace by integrating the feedback they receive to create the persona of the
woman physician.

There are several limitations to this study. It was conducted at a single university within its IM
program, which may limit the transferability of our findings to other settings with different
cultures or attitudes toward physicians and/or gender. Also, since residents were recruited with
the explanation that the study was examining feedback as it relates to gender, there could be a
component of selection bias for those who chose to participate. Lastly, we did not explore the
intersectional components of race, sexual orientation, gender identity, class, and other factors
that affect resident treatment and experience.

Our findings present opportunities for potential interventions and further research. For example,
women in our study underscored the importance of finding ways in medicine to value
traditionally feminine qualities. This can be explicitly taught in the curriculum and reinforced to
men and women trainees on the wards, backed by evidence that suggests that patients may have
better outcomes when cared for by women internists.*? We also need to provide clear paths to
increase formal and informal mentorship by women, for men to engage with allyship, and to
recognize the impactful role that the feedback and support of a supervisor—man or woman—can
have on trainees. Addressing these topics may all provide future opportunities for faculty
development. This research was conducted prior to the COVID-19 pandemic, and it would be

fascinating to examine the effect the pandemic has had on gendered feedback to and treatment of
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IM residents (e.g., the effect of standardization of clothing, such as scrubs, on residents’
experiences of feedback).

We believe this research contributes a unique vantage point to the experience of women residents
interpreting explicit and implicit feedback in IM and highlights the socialization and
indoctrination that occurs to become a woman physician. There was a sense of acceptance and
inevitability embedded in participants’ descriptions of their encounters, potentially leading to
further perpetuation of gendered assumptions. Ultimately, this research further illustrates that
gender bias is not solely measured in Likert scales or end-of-rotation assessments. Rather, it is
insidious and has a dynamic interplay with expected gender roles within various cultures.
Medical education must, therefore, consider gender equity to be a dynamic target, requiring long-

term commitment, not something that can be achieved with one-time interventions.
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Appendix 1

Semistructured Interview Guide Exploring Resident’s Lived Experience of Being Assessed
and Receiving Feedback Through the Lens of Gender, University of Toronto, August—
October 2019

1.

2.

What do you think is the purpose of entrustable professional activities (EPAS)?

Tell me about the feedback you receive during EPA assessments.
e What specifically is commented on? (Can be content area, CanMEDS role, other.)
e Does feedback tend to be positive, constructive, or a mix of both?
e When and how do you receive the feedback? Is it open, on the ward, or
somewhere else?

Tell me about other types of feedback you receive during rotations.
e When is it occurring? For example, only at the end? Throughout? Specific times?
e How is it the same or different from feedback around specific EPAS?

Do you feel your gender has any effect on the feedback you receive? If so, how?
e Prompt (if necessary) to think about type of feedback (content), whether it’s more
positive or constructive, and where it occurs.
e Please ask what is commented on specifically. For example, do you ever get
comments on your clothing? Do you ever get comments on your “bedside
manner” or personality?

As a woman/man, is feedback different if it comes from supervisors that are the same
gender versus the opposite gender? If so, how?

In the hospital/on the wards, do you feel you are treated differently from members of the
opposite gender? If so, how? Can you recall an example?
e What are your interactions like with nursing staff? In what ways do they differ/are
they similar to those of your women colleagues?
Do you feel like people ever question your authority? If so, whom (patients, nurses,
attendings, co-residents, etc.)?
e Can you give specific examples?
e How does this make you feel? How have you responded to the comments/actions?
e What do you do to reestablish authority, if required?
e To what degree do you think your gender plays a role?
Have any of you ever been mistaken for the following, and if so, how did it make you
feel?
A medical student
A fellow
An attending
A nurse
A porter
Other
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