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PREFACE
This position paper was adapted from an anti-racism student initiative by the
authors and other colleagues. In addition to the anti-racism context, the authors
acknowledge the ubiquity of mistreatment in the clinical learning environment and in this
paper, have addressed the topic of mistreatment in general. The authors also
acknowledge that specific marginalized groups have unique, intersectional needs to
address mistreatment towards them and that further research would be necessary to
comprehensively address these needs. Interventions should always be carried out by
experts in the field and their guidance; thus, the recommendations serve as areas that
experts should be consulted and recruited to oversee. The specifics of the interventions
are left to the guidance of the experts as not doing so risks disregarding the unique
needs and resources of the institution. We hope that this position paper can serve as a
starting point for this conversation.
INTRODUCTION
Mistreatment is defined by the American Association of Medical Colleges
(AAMC) as “an intentional or unintentional event that occurs when behaviour shows
disrespect for the dignity of others and unreasonably interferes with the learning
process”. According to the AAMC, examples include sexual harassment; discrimination
or harassment based on race, religion, ethnicity, gender, or sexual orientation;
humiliation; psychological or physical punishment; and the use of grading and other
forms of assessment in a punitive manner (1). At times, such experiences of
mistreatment can be classified as microaggressions, which are defined as subtle
actions, words, or behaviours enacted towards marginalized groups that may arise from
unconscious biases, prejudices, or hostility, and ultimately lead to serious and negative
impacts on the psychological well-being of the recipient (2, 3).
Visibility of minority status correlates with marginalization and mistreatment,
particularly in ethnic and immigrant groups in Canada (4). Medical trainees from cultural
and ethnic minority groups often encounter subtle and overt forms of racism throughout

their medical training, but often refrain from reporting these instances. While such
experiences are reported across all years of medical school training, the Graduate
Questionnaire (GQ) administered by the AAMC found that racially driven mistreatment
of trainees was particularly prevalent during the clinical learning or clerkship years of
medical school, particularly driven by the underlying hierarchy in medical training (5).
Students from racialized backgrounds in Canadian and international medical schools
have echoed similar experiences of “everyday racism” in both clinical and non-clinical
learning, citing feelings of “otherness”, exclusion, and fear as barriers to vocalizing their
experiences (5, 6, 7). Without adequate support, students from racialized and other
marginalized communities are at greater risk for burnout (8).
Studies have found that the experiences of trainees earlier in clinical learning
shaped their perception of their professional identities and the culture of medicine, a
process often referred to as the “hidden curriculum” (9). Repeated experiences of
mistreatment often lead to desensitization and a belief that some amount of abuse is a
normal part of medical training (9, 10). Despite the extensive literature on the
prevalence of learner mistreatment in clinical environments and the long-term
consequences of repeated mistreatment, there remain few documented efforts to
examine the implementation or effectiveness of learner supports during clerkship in
Canada (10, 11, 12).
Our paper examines existing support for clinical learners at medical schools in
Canada and the USA and provides recommendations to undergraduate medical
education programs and hospital leadership to improve the clerkship experience of
learners. This paper also sheds light on some of the unique challenges learners with
marginalized identities face when encountering and addressing mistreatment in the
clinical setting. Our recommendations are based on a literature search of institutional
efforts to reduce medical learner mistreatment in both official and unofficial learning
environments.
PRINCIPLES
The Ontario Medical Students Association makes its recommendations using the
following guiding principles:
1. All individuals in the workplace can potentially contribute to student mistreatment,
including peers, staff, faculty, and patients.
2. Educators, students, and healthcare professionals should receive training to
identify their implicit biases and their impact on interprofessional relationships
with learners from marginalized communities.
3. Medical schools and hospital training materials should prepare medical students
to respond to mistreatment in the workplace.
4. Learners from marginalized communities should have access to culturally safe
supports within their clinical learning environments.
RECOMMENDATIONS

Recommendation 1: Hospital training procedures and medical education should
incorporate preventative measures for all potential sources of mistreatment
towards medical learners, including from peers, staff, and patients.
Medical learner mistreatment can come from many different sources. One
potential source of mistreatment is from peers, which can be addressed through the
pre-existing, structured educational setting. Medical schools should implement
education on unconscious bias, microaggressions, and discrimination prior to the start
of clinical placements. The goals of this education include the ability to identify
microaggressions, understand the consequences of microaggressions, and accept the
responsibility of overcoming discriminatory biases (13). Current literature on such
education suggests that a combination of didactic teaching, small-group discussions,
informative resource distribution, and reflection exercises can be effective (14, 15, 16,
17, 18). Learners’ understanding should be monitored to evaluate the efficacy of the
intervention. To enact this recommendation, the OMSA should advocate to the
Association of the Faculties of Medicine of Canada for the above educational content to
be a mandatory component of the curriculum in Ontario medical schools and make it a
standard for accreditation.
Residents and attending staff should also be trained to prevent the mistreatment
of medical learners. A systematic review showed residents to be the third most common
and consultants to be the first most common source of abuse to medical students with a
prevalence of 15.6% and 34.4% respectively (19). Due to the power differential between
learners and supervisors, learners are especially prone to experiencing mistreatment
from residents and staff with few options for recourse. As such, preventative strategies
are key before residents and staff develop identities in the workplace through the hidden
curriculum that is complacent to such mistreatment (20, 21, 22). To address learner
mistreatment early on in physicians’ careers, training programs that define unacceptable
conduct and clarify the magnitude of the issue should occur during resident orientation
and faculty development (23, 24). Early intervention is critical as current literature
suggests that while educational interventions are important, they do not have a
significant independent impact on changing behaviours that are already present (25). A
superior multi-faceted approach includes an effort to increase awareness, such as
through faculty recognition awards for promotion of learner-supportive workplace culture
or transparent dissemination of mistreatment data (23, 24, 26). Awareness can
contribute to not only a decrease in incidents of mistreatment but also result in better
reporting and incident review. Medical schools and hospitals should collaborate to
organize these potential interventions. The OMSA should support students, residents,
and staff in advocating their respective institutions for these mistreatment prevention
strategies and can also potentially implement faculty recognition awards of their own.
Patients are also a source of learner mistreatment that should be considered. A
systematic review showed patients or their families to be the second most common
source of abuse to medical students with a prevalence of 21.9% (19). The WHO
recommends that a clear policy statement should be put in place that declares
non-tolerance for physical or verbal violence or discrimination in the workplace or

institution (27). Although it can be difficult to remove medical students from patients’
care once these incidents arise, preventative measures include adequate security
structures to enable escape from violent situations and anticipatory guidance training to
increase situational awareness of the need to find help or temporarily remove
themselves from the patient encounter (28, 29, 30, 31). In addition to primary
preventative measures, secondary preventative measures to reduce negative impact
include a robust learner support system that includes debriefing opportunities and
knowledgeable staff who can be relied on for help during the mistreatment event (32,
33). Medical schools and hospitals should collaborate to organize these preventative
measures from an educational and policy standpoint. The OMSA should support
student advocacy efforts on these policies and can potentially offer their own resources
for students that increase their ability to manage mistreatment scenarios.
Recommendation 2: Undergraduate medical education and clinical resources
should educate learners on how to identify different types of mistreatment and
enhance transparency in reporting policies to empower learners from
marginalized communities to report instances of mistreatment.
Although there is substantial evidence to show that a vast proportion of medical
students will encounter mistreatment during their training, societal pressure to conform
to their roles within the professional hierarchy of medicine, lack of knowledge of
institutional policies, and the perception that mistreatment is a normal part of medical
training may hinder students from reporting mistreatment (10, 12, 34). Student
mistreatment that continues to go unaddressed has been shown to lead to poor mental
health outcomes and burnout (8). Due to the negative consequences of mistreatment on
student well-being and professional identity, it is crucial for medical schools and
associated clinical learning environments, such as hospital networks, to prioritize
developing policies around - and educating learners about - mistreatment identification,
reporting, and resolution.
Mistreatment can manifest in many settings and in many forms. Overt forms of
mistreatment like verbal slurs or physical harassment are often easier to identify and
more commonly reported than subtle forms of mistreatment such as microaggressions.
However, both forms of mistreatment have been shown to have a substantial impact on
student learning and well-being (8). As such, medical schools should adequately
educate students on how to identify mistreatment in its various forms before clinical
learning begins. Mistreatment education should include educating learners on defining,
identifying, avoiding, and preventing the perpetuations of microaggressions. As
mistreatment often goes unreported due to the inherent hierarchy in medicine,
mistreatment education should emphasize how students can safely navigate inherent
power differentials.
To ensure their appropriate use, mistreatment policies should be easily
accessible and clearly outlined to students at the beginning of medical school and
continually be reinforced. Fear of reprisal from implicated faculty or the institution and

doubt in the likelihood of appropriate resolution in the event of a conflict were found to
be primary drivers of mistreatment reporting underutilization (34). Student experience
offices within medical schools should prioritize developing avenues for students to
report mistreatment from faculty, staff, colleagues, preceptors without fear of
repercussions or identification. In focus groups conducted by Chung and colleagues
(2018), many students voiced a lack of confidence in mistreatment reporting processes
after failing to see appropriate responses from the school or faculty following reports.
As such, medical schools and affiliated clinical learning environments should jointly
strive to increase the transparency of reporting processes by outlining examples of
behaviours that should be reported and the potential corresponding outcomes of such
reports. We recommend that OMSA collaborate with Ontario medical schools to create
and disseminate infographics outlining how to navigate mistreatment reporting
procedures in each school.
Evaluating, evolving, and adapting existing procedures and educational tools to
maximize student and faculty preparedness is crucial for a sustainable and successful
mistreatment policy. Medical school programs should develop plans to continually and
regularly review the culture of reporting to improve the safety of clinical learning
environments for marginalized students. Institutions should collect metrics evaluating
student response to mistreatment and internally distribute reports every two to four
years. Based on these reports, they should adjust their policies using evidence-based
best practices. Metrics should include (1) student, faculty, and staff knowledge around
core principles of anti-oppression, cultural safety, and inclusion, (2) student perception
of adequate support from the medical school during and after mistreatment reporting,
and (3) student, faculty and staff knowledge of subtle and overt forms of mistreatment
and discrimination. These evaluations should be shared with students to increase
transparency and trust in the reporting process. We recommend that the OMSA should
support student-led mistreatment and related policy research through the Medical
Student Education Research Grant (MSERG) and highlight student contributions to the
field. We also recommend that the OMSA collaborate with medical schools to highlight
mistreatment policies that have been found to improve the student experience.
Recommendation 3: Clinical learning environments, including hospital and
community-based settings, should ensure access to safe peer support for
marginalized learners in clerkship and residency.
Although official mistreatment reporting systems should be developed in a way
that removes the fear of reprisal, students may still feel more comfortable discussing
incidents of mistreatment with trusted peers rather than reporting through official
channels. A 2018 survey of third and fourth-year medical students at the David Geffen
School of Medicine at UCLA found that students were less inclined to report
experiences of mistreatment that were more nuanced, such as those typically labelled
as microaggressions (34). Other barriers associated with underreporting include
perceptions that medical culture inherently accompanies mistreatment, lack of
importance placed on the offending incident, fear of damaging the professional

relationship, empathy with the source of mistreatment, and cumbersome reporting
procedures that are time-consuming and lead to re-traumatization (34). As such, it is
extremely important to acknowledge and address the need for safe spaces in which
marginalized learners can connect with one another without the pressure to report
mistreatment (5, 21).
Peer support is based on the belief that “people who have faced, endured, and
overcome adversity can offer useful support, encouragement, hope, and perhaps
mentorship to others facing similar situations'' (35). Although peer support is most
commonly used to navigate mental health or addiction, it is becoming increasingly used
as an intervention strategy by various institutions and organizations across all fields,
including healthcare. For example, the use of peer support is encouraged by the
Canadian Medical Association and Canadian Mental Health Association through their
implementation of the “Wellness Connection”, which is a virtual, safe space where
physicians and trainees can access various peer support resources, including virtual
support group sessions led by trained facilitators (36, 37). In the context of mistreatment
in clinical learning environments, peer supporters can act as non-judgmental listeners,
allowing the speaker to feel valued and heard. They can also share coping strategies,
advice, and insights from their own lived experiences (36). Furthermore, peer
relationships are mutual and reciprocal in nature and incorporate friendship, connection,
and equal power (38). All of these factors contribute to the well-documented positive
outcomes of peer support including improved psychological resilience,
self-determination, stronger social networks, and fewer feelings of isolation among
participants (36, 39, 40, 41).
Practically, peer support initiatives for medical trainees experiencing
mistreatment in clerkship or residency could be structured either formally or informally
by medical schools. Formal peer support would involve employing peer workers or
leaders to facilitate conversations with learners. For example, medical institutions can
hire culturally competent experts in racial trauma to help trainees process their feelings
and experiences with racialized mistreatment (42). A similar recommendation was
recently made by Black nurses calling for designated Black counsellors to support Black
and other racialized staff on the medical frontlines (43). While sharing an identity or
lived experiences with trainees is not necessarily mandatory to be a successful group
leader, having a trained facilitator who reflects the communities of people seeking
support is highly recommended to create an environment that promotes healing while
tackling challenging situations through a trauma-informed lens (44, 45).
Alternatively, informal peer support could take the form of small group sessions
that provide students with authentic and safe spaces to verbalize and reflect on
encounters of mistreatment with patients, peers, and healthcare staff (21). In developing
these groups, the emphasis should be placed on bringing together students with
common experiences and a shared understanding, as this can facilitate unique
emotional identification and reduce feelings of isolation (46). In informal peer support
groups, the members are equals, so participants may feel more comfortable discussing
vulnerable interactions without the potentially intimidating presence of a counsellor or

facilitator (44). In these settings, it is essential to inform students of the importance of
respecting their peers’ confidentiality when sharing personal stories of mistreatment (17,
18). Importantly, medical schools should attempt to tailor these peer support groups to
different marginalized identities, based on a thorough needs assessment conducted
with data from previously reported incidents and feedback from working groups or
relevant Equity, Diversity, and Inclusion (EDI) committees. Further, we recommend that
the OMSA, through the Student Affairs, EDI and Advocacy portfolios, offer peer support
programs to help medical trainees process their experiences of mistreatment and seek
avenues and resources for support. Peer support should become an essential part of
the continuum of care for medical trainees, alongside reliable reporting systems for
mistreatment and education on preventative measures.
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