
Expert Advisory Group 
on discrimination, bullying and sexual harassment 

       

Expert Advisory Group 
on discrimination, bullying and sexual harassment 
Advising the Royal Australasian College of Surgeons 

Background Briefing 

 

 
 

 1 

Background Briefing: Research summary  
 

Contents 

1. Introduction ............................................................................................................................... 2 

2. Executive summary ................................................................................................................. 2 

3. Key findings .............................................................................................................................. 2 

Definitions ............................................................................................................................................ 3 

4. The legal framework................................................................................................................ 3 

5. Sexual harassment as a specific form of discrimination and/or bullying ........................ 4 

6. Gender-based discrimination, particularly in surgery ......................................................... 4 

The scope of the problem ................................................................................................................ 5 

7. Within Australasia – the medical workforce generally ....................................................... 5 

8. Within Australasia – surgery .................................................................................................. 6 

9. In other regions – medical environments ............................................................................. 7 

10. In other professions – in Australia ........................................................................................ 8 

11. The impact of discrimination, bullying and sexual harassment in the medical 
 environment .............................................................................................................................. 9 

12. The contribution of the work environment ........................................................................... 9 

13. Existing approaches to resolving the issues ..................................................................... 10 

14. Engaging with the broader context of gender discrimination .......................................... 10 

15. Overcoming the ‘old-boys’ club’ mentality in medical specialities ................................. 10 

16. Positioning and communicating about harassment ......................................................... 11 

17. Formal training standards .................................................................................................... 12 

18. Organisational culture and leadership ................................................................................ 12 

19. Data collection and reporting ............................................................................................... 13 

20. Resourcing the effort and the response ............................................................................. 13 

21. Levels to target ...................................................................................................................... 14 

22. Conclusion .............................................................................................................................. 16 

23. Glossary .................................................................................................................................. 17 

24. References ............................................................................................................................. 17 

 



Expert Advisory Group 
on discrimination, bullying and sexual harassment 

       

Expert Advisory Group 
on discrimination, bullying and sexual harassment 
Advising the Royal Australasian College of Surgeons 

Background Briefing 

 

 
 

 2 

 

1. Introduction 
This background briefing should be read with the Issues Paper on discrimination, bullying and sexual 
harassment published by the RACS Expert Advisory Group.  

2. Executive summary 
Discrimination, bullying and sexual harassment are significant and persistent problems in medical 
work environments. 

Reducing the incidence of these inappropriate behaviours in the workplace takes continued and 
persistent effort across all levels of the medical system. What is required is not only a change of 
behaviour; it is a change of the beliefs of individuals, and a change of the culture of the group and 
organisation. These changes come at a cost to some people, who can be expected to resist change 
unless they are provided with a powerful motivation. That motivation comes from the capacity to 
improve safety for patients and the possibility of a more effective and comfortable work environment. 

There are recurring themes identified in this research: 

• Discrimination, bullying and sexual harassment in the workplace occur in many countries and 
many workplace environments 

• In the medical working environment these behaviours continue to be endemic, despite the fact 
that discrimination, bullying and sexual harassment in the workplace have been legally 
prohibited for decades 

• Trainees, medical students, and female staff and colleagues have been identified as the most 
likely targets or victims 

• Surgeons as a group have been commonly identified as perpetrators 
• Onlookers and observers can be both co-victims and co-supporters of discrimination and 

bullying 
• Some workplaces support a ‘culture of abuse’ through a wide range of covert sanctions as well 

as disincentives for change. 

3. Key findings 
1. Despite the introduction of anti-discrimination laws and processes to identify and address 

discrimination, bullying and sexual harassment, these inappropriate behaviours continue to 
have a negative impact on the health workforce in every region across Australasia as well as in 
other countries. 

2. Inappropriate behaviour, such as discrimination, bullying and sexual harassment, has a 
negative impact on patient safety. 

3. Besides individuals who behave inappropriately, there are a number of interlinked systemic and 
structural characteristics that help to maintain the status quo and have the potential to reduce 
the impact of any attempt to implement change. 

4. The culture in the surgical workforce has specific issues of its own, particularly in the area of 
gender discrimination. 

5. In the past some attempts to implement change have been successful while others have not. 
6. Many attempts to change workforce culture have focused on either/both the victim(s) and the 

perpetrator, but have overlooked the influence and significance of the social and emotional 
vested interests of observers and bystanders who contribute to maintaining a culture that 
accepts inappropriate behaviour. 
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7. Future attempts to change the endemic ‘culture of abuse’ will require an integrated approach 
that involves individuals, each level within an institution, and across the wider health 
community. 

8. Processes to bring about change will need to be implemented at all levels simultaneously and 
be visibly maintained. 

 

Definitions  

4. The legal framework 
Discrimination, bullying and sexual harassment have been prohibited forms of conduct within the 
workplace for more than 30 years. Anti-discrimination legislation across Australasia prohibits sexual 
harassment and discrimination or denial of equal opportunity in the work place. It essentially imposes 
two levels of obligations; one on the individual not to discriminate or sexually harass another, and the 
other on the employer to take reasonable steps to prevent these behaviours from occurring in the 
workplace.  

Anti-discrimination legislation makes it unlawful to treat a person unfairly because of a personal 
characteristic protected by law e.g. sex, pregnancy, race, age, disability. It includes both direct and 
indirect forms of discrimination.  

• Direct discrimination occurs where a person is treated less favourably because of a personal 
characteristic 

• Indirect discrimination can occur where a rule, policy or practice applies equally to everyone 
but can have a disadvantaging effect of people with a particular characteristic.  

In the context of the workplace this includes when a person is refused employment, dismissed, denied 
a promotion or other employment-related benefits; given less favourable terms of employment or 
denied equal access to training opportunities; or bullied or harassed because of their personal 
characteristic. 

Anti-discrimination legislation also prohibits sexual harassment: conduct of a sexual nature in relation 
to another person that occurs in circumstances when a reasonable person would have anticipated the 
other person would be offended, humiliated or intimidated. This prohibition extends to a spectrum of 
behaviours from low-level lewd comments and sexual innuendo, unwelcome sexual advances or 
sexual propositions to criminal conduct such as sexual assault.  

More recent protections from bullying can be found in occupational health and safety laws, which 
impose a legal obligation on employers to maintain a safe working environment, including looking 
after the health and wellbeing of employees while at work by preventing bullying behaviour. Bullying is 
an unreasonable behaviour that creates a risk to health and safety. It is a behaviour that is repeated 
over time or occurs as part of a pattern of behaviour. ‘Unreasonable Behaviour’ is defined as 
behaviour that a reasonable person, having regard to all the circumstances, would expect to victimise, 
humiliate, undermine or threaten the person to whom the behaviour is directed. 

Similarly, professional standards set for the medical profession and the College’s own Code of 
Conduct establish obligations of ethical and professional behaviour, and require surgeons to treat 
colleagues with fairness and respect and eradicate bullying or harassment from the workplace.  

The regulatory framework in Australia for health practitioners – the National Registration and 
Accreditation Scheme – includes a mandatory obligation on registered health practitioners and 
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employers to report when a registered health practitioner has engaged in ’sexual misconduct in the 
practice of the profession’. This obligation is not restricted to breaches of patient boundaries, but also 
can include cases of sexual harassment and assault of colleagues. Mandatory reports must be made 
to the Australian Health Practitioner Regulation Agency. 
 

5. Sexual harassment as a specific form of discrimination and/or bullying 
While over the years there has been a range of different ways of defining and classifying sexual 
harassment;,1 it is most frequently understood as some form of gender harassment, unwanted sexual 
attention and/or sexual coercion by members of the opposite sex.2;3  

Despite the lack of clear definition, research published in 2000 indicates that across a wide range of 
studies in different industrialised countries, approximately 50% of all women had been subjected to 
some form of unwanted sexual advances in their workplace. However, less than 20% of victims were 
likely to report that experience.4 A vast majority of incidents remain unreported due to a lack of 
confidence that the report would help; a fear of adverse consequences; a reluctance to be viewed as 
a victim; the status of those who are complicit in harassment in positions of power; as well as cultural 
minimisation of the problem.5 

Although there is no typical profile of a harasser or a harassed person, a number of common 
environmental factors have been identified. This includes a strong hierarchical structure, with a male-
dominated workforce. In such work environments, in most cases, harassers were identified as people 
with whom the victims associated with regularly, i.e. colleagues or supervisors.6  

More recent studies have identified that societal and cultural values that sustain hierarchical 
structures and conservatism increase the likelihood of sexual harassment, whereas highly valuing 
egalitarian ways of life and autonomy is likely to decrease the instance of sexual harassment.7 This 
model is used to explain the high prevalence of, and under-reporting of, sexual harassment in 
countries such as Turkey (where more than 50% of female doctors indicated that they had 
experienced sexual harassment at their workplace),8 and Japan (where more than 80% of 
respondents reported having experienced at least one episode of abuse or harassment during 
residency, and more than 50% of female respondents reported sexual harassment).9 
 

6. Gender-based discrimination, particularly in surgery  
Gender-based discrimination, predominantly targeting females, is enacted by both sexes and has 
been found to be particularly prevalent in the surgical workforce.10; 11 This form of discrimination has 
been found to have an impact on female doctors at all levels of seniority, and to be both systemic and 
individual.  

Systemic gender-based discrimination can take a variety of forms, and while some discrimination is 
overt, much of the covert discrimination has more impact on female surgeons’ career satisfaction. 
Systemic gender-based discrimination includes: 

• An ‘old-boys’ club’ culture  
• A hidden curriculum that encourages greater confidence and self-esteem in male colleagues. 

The following two quotations are examples of this:  
o “Women who ask for assistance are viewed as weak, uncommitted to the department 

mission, too emotional” 
o “Surgery is particularly cruel to individuals who show weakness, self-doubt, or non-

masculine communication patterns”12 
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• Lower salaries  
• Fewer opportunities for career advancement 
• Different referral patterns from other doctors 
• Less personal support and/or mentoring 
• Lack of senior female surgeons as role models 
• Less respect, or a different level of responsiveness, from the medical team13 
• Bias against pregnancy and/or family responsibilities. 

Gender-based discrimination from individuals can include: 

• Derogatory remarks  
• Discouragement to select surgery as a career or to apply for positions 
• Markedly greater attention and encouragement being given to male peers 
• Male peers given greater opportunities to participate and learn in the operating theatre  
• Double standards in expectations. 

All of these experiences and observations have a significant impact on female doctors and surgeons. 
While there are no statistics on female doctors who choose not to pursue a career in surgery, in one 
study almost half of the female surgeons indicated that they had considered leaving or declining a 
position during their career. 

Two reasons have been suggested for this ongoing gender-based discrimination. One is that gender-
related issues are mainly considered to be women’s issues, but cannot be resolved by women.14 The 
other is the numerical imbalance between male and female surgeons (in Australasia in 2014, 11% 
were female).15 

The scope of the problem 

7. Within Australasia – the medical workforce generally 
A study of the Australian medical workforce conducted in 2008–2009 reported that 25% of the 
responding doctors had experienced persistent bullying and/or harassment in the previous 12 months, 
and that consultants, registrars, and other senior doctors were the most commonly reported source of 
the bullying (44%).6  

In the Queensland health system between 2012 and 2014, 15,652 incidents that may be related to 
harassment, plus 176 sexual harassment incidents, were reported to the Occupational Health Safety 
Commission by workers in the health sector.16 Recognising that such incidents are usually under-
reported,17 this number is indicative of workplaces where discrimination, bullying and sexual 
harassment is regular and persistent. 

As an example of lack of consequences, despite the scope of the legal obligations, there are only two 
reported legal cases before health practitioner registration boards involving registered health 
practitioners engaging inappropriately towards colleagues. In one case, a doctor was found to have 
engaged in professional misconduct by sexually harassing two nurses by inappropriately touching 
them, attempting to kiss them and making lewd comments.18 In another case a physiotherapist was 
found to have sexually harassed a young female university work experience student.19 The 
physiotherapist was found to have inappropriately touched the student under the guise of practical 
training and legitimate treatment, as her training sessions were also designed to treat her back 
problem. 
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A review of workplace bullying conducted in New Zealand, also in 2008–2009, clearly showed that 
workplace stress and bullying were significant issues across each of the New Zealand sectors 
considered in the study. In health and education the problems appeared to be structural.20 The report 
stated that in those workplaces:  

A wide range of organisational factors were associated with workplace stress and bullying 
risk – including ineffective leadership, resourcing problems, poor work organisation, human 
resources practices, and organisational strategies for the management of psychosocial 
hazards. 

In particular in the health sector, there was a poor understanding of links between stress and bullying 
and that high levels of bullying continue to occur.20 For example: 

Several respondents stated that bullying was endemic, particularly in large organisations, 
while others indicated that it was an everyday occurrence.  

The common view held by participants was that bullying would not be challenged and 
made unacceptable unless there was strong leadership present to lead the culture away 
from such practices.  

 

8. Within Australasia – surgery 
While acknowledging the propensity for under-reporting, research in 2013–2014 into the frequency 
and impact of ‘bad professional behaviour’ found that the highest proportion of respondents reported 
being confronted by bad behaviour on a monthly basis (with 34.7% by junior colleagues and 29.5% by 
senior colleagues). A further large proportion reported a weekly experience of bad behaviour (20.6 % 
by junior colleagues and 15.4% by senior colleagues). Further analysis of the overall proportion of 
surgeons reporting that they were confronted by bad professional behaviour from a health 
professional colleague in the workplace more than monthly (58.3% junior colleagues and 48.4% 
senior colleagues), showed that there was little difference between surgical specialties, or across 
geographic regions. There was, however, a significant difference between the overall experiences of 
male (56.6% by junior colleagues and 46.0% by senior colleagues) compared to female surgeons 
(66.7% by junior colleagues and 60.2% by senior colleagues).21  

In the 2014 RACS census report ‘Stress and Health Monitoring’, while the majority of surgeons 
(Fellows) responded that they experienced little or no stress from workplace discrimination, bullying 
and sexual harassment, 9% reported moderate levels of stress, 3.7% reported high, and 3.4% 
reported extreme levels of stress as a result. Within the group indicating extreme or high levels of 
stress from discrimination, bullying and sexual harassment, there was a higher proportion of females 
than males.22 Some of the findings in this report initially appear to contradict other published research 
findings, however this survey did not include young doctors or trainees and was designed to survey a 
range of sources of stress which apparently most surgeons find more stressful than discrimination, 
bullying and sexual harassment. 

A New Zealand study of workplace bullying of junior doctors in one Auckland hospital found that 50% 
of those who responded to the survey had experienced bullying.23 

• Bullying behaviour included discrimination, unjustified criticism, verbal threats, undue pressure, 
having jokes being made about them 

• The study found that surgical trainees reported a significantly higher incidence of at least one 
experience of bullying behaviour compared to those doing medical training. 
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• Consultants were the main perpetrators of bullying behaviour 
• Only 18% of those who had experienced bullying behaviour made an official complaint. 

Evidence of the lack of reporting and/or consequences for the perpetrator is that, despite the 
protections in place across Australasia, only one case involving a surgeon has been publicly litigated. 
In 2008, a Victorian Tribunal found that a surgical trainee was sexually harassed by her supervisor 
after the consultant inappropriately touched her, exposed himself and propositioned her for sex. Some 
years after winning her case, it was reported that she has since found it difficult to find employment in 
public and private hospitals.24 

Recent media reports about the harassment of surgical trainees and other junior medical doctors 
suggest that surgical trainees in both Australia and New Zealand experience harassment and bullying 
behaviour, particularly for female trainees.25 Themes the media reported on were that: 

• Many instances of sexual harassment and bullying are unwitnessed 
• Many female doctors report that harassment from supervisors is more difficult to deal with than 

harassment from patients and peers  
• Many female doctors are reluctant to come forward; they develop feelings of guilt and consider 

resignation 
• Sexual harassment is particularly bad among surgeons because the profession is very 

hierarchical and male-dominated, with only 11% of Australian surgeons being female. Career 
advancement depends on personal recommendations from supervisors and women can often 
find themselves in poor positions of bargaining power, and thus can be vulnerable to sexual 
harassment 

• The harassment of female surgeons is part of a wider culture that is endemic in the medical 
profession more generally. Many victims state that they are often not believed and even if they 
are, the perpetrator does not face any consequences. 

 

9. In other regions – medical environments 
The finding that at least one quarter of the Australian medical workforce had recently experienced 
some form of bullying and/or harassment is not unique. There is evidence from many countries and 
regions – including the UK9;26, Europe27, USA28, Canada29, Scandinavia30 and China31 – of similar 
behaviours continuing despite efforts to overcome this problem over the last three decades. 

One study in the UK reported that 19.9% of healthcare staff had been bullied to some degree in the 
previous six months.9 While another study, focusing specifically on junior doctors and nurses on their 
first clinical placement, found that one fifth of medical and a quarter of nursing students reported 
experiencing bullying and harassment.26 

Across Europe, there is a wide variation in the reported prevalence of bullying or harassment in the 
workplace from different EU member states. This ranges from 15% in Finland, and 12% in the 
Netherlands, to 4% in Portugal and 2% in Italy.27 These differences may reflect the differences in 
community culture, and in the willingness to report and/or the accessibility of effective reporting 
systems. Another study reported that approximately 5 to 10% of the European working population 
perceive themselves as being bullied at any given time, with healthcare workers being listed as one of 
the highest-risk occupations.8 

There are large numbers of research studies focusing on experiences of inappropriate and/or 
unprofessional behaviour in the medical workforce in the USA and/or Canada.  
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• Many of these studies focus specifically on medical students, junior doctors and residents. One 
study was a meta-analysis of 177 articles, reporting a prevalence of harassment and 
discrimination of between 50–60% during undergraduate medical training.28  

• One longitudinal study of female medical students over one year studied and identified some of 
the ways in which their research participants became enculturated to accepting the 
inappropriate behaviour of male colleagues as part of their work environment.32  

• Other research has focused on specific craft groups such as nurses, family physicians or 
surgeons; in each case results show that discrimination, bullying and sexual harassment is 
endemic in the working environment of that group. For example: 

 

Workgroup forms of bullying are common among nurses, with studies reporting more than 
80% of those surveyed experienced this form of bullying.33 

The culture of abuse in the family physicians’ workplace may be perpetuated through the 
modelling of abuse starting in medical school, moving through residency and into the daily 
workplace of family physicians.4 

Although disruptive physician behaviour is widely considered a source of concern in the patient 
care environment, surgeons have been the specialty most commonly identified as ‘disruptive 
physicians’.34 

In China researchers found that, in the previous 12 months, about 50% of the respondents in a study 
conducted in 12 hospitals reported at least one type of workplace violence. Within that group they 
found varied rates of experiencing two or more episodes of physical assault (11%); emotional abuse 
(26%); threats of assault (12%); verbal sexual harassment (3%); and sexual assault (1%). High risk-
factors for such workplace violence included working in the departments of psychiatry, emergency, 
paediatrics and surgery.31 

10. In other professions – in Australia 
The prevalence of discrimination, bullying and sexual harassment is not unique to the medical 
profession and there are significant problems in similar professions where training and mentoring of 
trainees is traditionally conducted along a patronage/apprenticeship model (e.g. the legal profession). 
In 2012, the Victorian Equal Opportunity and Human Rights Commission reported the results of an 
online survey investigating the experiences of women in the legal profession. This survey focused on 
discrimination, sexual harassment and the accommodation of parental and carer responsibilities.35 
Twenty-four percent of respondents surveyed reported experiencing sexual harassment while working 
as a lawyer or legal trainee.  

In 2014, the Law Council of Australia conducted research into the attrition and re-engagement of 
qualified people in the legal profession.36 They used a combination of online surveys (3801 practising 
lawyers, 84 former lawyers, 75 individuals who have a legal qualification but have not practised law) 
and 82 interviews (with practising lawyers, lawyers no longer practising, individuals who had never 
practised, industry body representatives and HR managers). Key findings relating to sexual 
harassment/bullying/victimisation were that: 

• One in two women and more than one in three men had reported having been bullied or 
intimidated in their current workplace. 

• Half of all women reported experiencing discrimination due to their sex compared to one in 10 
men 

• One in four women experienced sexual harassment in their workplace. 
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Like the medical profession, there are very few publicly litigated complaints of sexual harassment and 
discrimination in the legal profession. One possible reason for this reluctance to complain is fear of 
possible repercussions.  

The following decisions illustrate the extent to which the workplace culture and systems contribute to 
discriminatory behaviour as much as the behaviour of individual perpetrators.  

• In one matter that proceeded to a hearing but was settled confidentially before the hearing was 
completed, a junior lawyer alleged that she had been subjected to ongoing sexual harassment 
by a senior colleague after a consensual relationship ended.37 When she complained to her 
employer about the conduct, the senior colleague produced a file of complaints about her 
performance and she was terminated on that basis. She argued that the firm had a culture that 
condoned sexually suggestive and lewd comments, sexual innuendo, and male jokes and 
pranks against females. She argued that the partners of the firm had tolerated this sexual 
harassment.  

• An earlier case illustrated how traditional work structures and expectations can 
disproportionately disadvantage women, when sex discrimination was found against a firm for 
not renewing a partner’s contract after her return from maternity leave, because she was 
required to work full-time as a necessary condition to maintaining her position in the firm.38 

 

11. The impact of discrimination, bullying and sexual harassment in the medical 
environment 

Because discrimination, bullying and sexual harassment in healthcare organisations affects the 
individuals involved, the organisations, and the patients,6;39 three levels defined in socio-ecological 
theory are being used as a descriptive frame. 

At the micro or individual level a number of negative effects have been well documented; these 
include health issues, psychosomatic symptoms,32;40; loss of confidence or self-esteem, and post-
traumatic stress syndrome.9;41;42 Other outcomes such as leaving the health system, or deterring 
potential applicants to surgery,10;14;28;43 affect both the individual and the workforce. It is not only the 
targeted ‘victim’ who suffers these negative effects. Negative effects have also been found among 
those who have witnessed bullying but have not been personally targeted.10;20;27;33; 

At the meso level, in the team, department or unit, aggressive behaviours can have a significant 
negative impact on staff relationships. This can include loss of morale, increased interpersonal 
aggression, and/or avoidance, all of which contribute to breakdowns in communication, task 
responsibility, and team collaboration.6;10;17;44;45 

At the macro level, the hospital and healthcare system, besides the loss of staff and staff efficiency,39 

there is substantial evidence that disruptive behaviours have a negative impact on patient 
safety.34;44;46;47 For example, recent research specifically focusing on the impact of surgeons’ 
disruptive behaviour in the operating room found that the two most frequently mentioned outcomes 
were a shift of focus from the patient to the surgeon, and an increase in surgical errors.34  

12. The contribution of the work environment 
Each level contributes to ongoing disruptive behaviours – to a ‘culture of abuse’33 and in many health 
system workplaces this ‘culture of abuse’ has been found to be endemic.6;17;20;41;45 Characteristics of 
such abusive environments are an inter-connected web of: 
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• the hierarchical structure of the workforce and the seniority of the perpetrator4;6;17 
• lack of support for victims and/or whistleblowers4;33 
• individuals who have become so accustomed to bullying that they frame this behaviour as 

normal or acceptable, thus ensuring ongoing acceptance of, and conformity with, the 
discrimination, bullying and/or harassment 4;33;41 

• bullying and harassment in the workplace being under-reported17;41 
• systemic barriers to reporting, for example not wanting to be seen as a troublemaker; fear of 

retaliation, belief that nothing would change, and/or that the situation might deteriorate 
further6;17;14;20;48 

• the stressful healthcare environment, particularly the pressures to meet administrative 
deadlines and targets,48 and 

• lack of leadership engagement in addressing issues.20;49 
 

13.  Existing approaches to resolving the issues 
Discrimination, bullying and sexual harassment in the workplace generally and the medical profession 
in particular have been the subject of numerous inquiries and reviews across Australasia, as has the 
practice of surgery internationally. These reviews demonstrate that there are a number of key themes 
and levels of impact that need to be addressed in sequence to be effective.  

14. Engaging with the broader context of gender discrimination 
A number of reviews noted that the challenges facing the medical profession in relation to sexual 
harassment are not unique to medicine and form part of broader issues with societal structures and 
attitudes.50 Some emphasised that organisations have an opportunity to position themselves 
proactively in the broader ‘gender discrimination’ agenda. Professional organisations and peak bodies 
are particularly well placed to provide ‘social leadership’ to the broader community on these issues 
through, for example, policies, education, media engagement, public events, and partnerships 

Members of organisations that play proactive roles in the broader social context in which issues of 
gender discrimination arise have been found to take the issues more seriously, and develop and 
adopt leadership positions both within and outside the organisation. Engaging in the wider public 
discourse of gender inequality also affects organisational (or membership) culture, which has the 
potential to sway members’ support away from endorsing, accepting or even simply being indifferent 
to harassment, to actively standing against it. 

The broader context of gender discrimination has also seen significant public support extended to 
organisations that, despite having issues, openly acknowledge them and the cultural change that 
needs to occur. ‘Coming clean’, as it were, appears to attract respect from the general public and 
send a strong message to perpetrators that the organisation will not protect or condone their 
behaviour.51  

15. Overcoming the ‘old-boys’ club’ mentality in medical specialities 
Recent media coverage has cited a ‘boys’ club’ mentality in some medical specialities as a factor 
reinforcing a culture of sexual harassment. Research has shown that a ‘boys’ club’ mentality in male-
dominated settings is strengthened by organisational and professional structures and assumptions 
that promote traditional gender stereotypes. Structures that make, for example, balancing work and 
personal commitments difficult, can discourage women from pursuing work in certain fields and 
disempower women who already work in those professions, further entrenching sexism. The Victorian 
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Equal Opportunity and Human Rights Commission (EOHRC) highlights the nexus between cultures 
that perpetuate traditional gender stereotypes, sexual discrimination and harassment: 

The operation of similar stereotypes (about men and women) were also reported as contributing to 
sex discrimination generally. Importantly, ‘male dominated settings where cultural norms are 
associated with sexual bravado … and where the denigration of feminine behaviours is sanctioned’ 
are associated with an increased likelihood of sexual harassment. Research has also 
demonstrated that sexual harassment is more prevalent in organisations that have a lower 
sensitivity to balancing work and personal responsibilities; reinforcing the notion that sexual 
harassment is in itself a manifestation of sex discrimination.52 

A further example is provided in the following journal article in relation to medical school: 

One female student felt strongly that the medical school environment ignores the concerns of 
women with families or women who decide to start a family while in medical school, an issue 
addressed elsewhere in the academic medicine literature. She reported that she had received 
some “negative comments” from clinical faculty about being married in medical school and 
especially about having children in medical school.53 

Most reviews emphasise that workplaces, peak bodies and medical education and training 
organisations should respond to this research with proactive plans to attract and retain women in their 
profession. The underlying premise of these arguments is that it is not enough to prohibit or reactively 
punish inappropriate behaviours, if the underlying structures of the profession (and workplaces) 
perpetuate gender stereotypes and discrimination. 

 

16. Positioning and communicating about harassment  
Many reviews warn against embarking on a merely compliance-based response to sexual 
harassment. Organisations that take this approach risk reinforcing gender inequality and breeding 
resentment or indifference among employees towards sexual harassment issues. As the Australian 
Human Rights Commission’s ‘Review into the Treatment of Women at the Australian Defence Force 
Academy’ explains: 

It is essential that harassment and discrimination are framed as damaging to operational 
effectiveness, rather than merely a breach of the law … For example, a study on successful 
leadership strategies involving female members of the Canadian Forces indicated that practices 
which aided integration included not singling women out, setting an example, inspiring teamwork, 
dealing with difference ‘without making a big deal’, mentoring and, importantly, not defining 
integration as only an issue relating to women.54 

Reviews emphasise the opportunity that organisations, particularly peak bodies, have to change the 
discourse from one of comply with discrimination policy and legislation, to one about attracting and 
retaining the very best people, maximising teamwork, creating positive learning environments, valuing 
diversity and inclusion, maintaining the professionalism and reputation of the profession and 
ultimately, achieving better patient outcomes.  

Reviews note that addressing discrimination, bullying and harassment is not just a compliance issue, 
but is about promoting constructive team environments that foster teaching and learning: 

Bullying can severely disrupt the ability of teams to function and communicate effectively and to 
manage patients. It is natural, when on the receiving end of bullying behaviour from an individual, 
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to avoid that person and therefore avoid future bullying behaviour. This avoiding behaviour could 
be expressed, ‘by a reluctance to call a disrespectful attending physician with questions for 
clarification of an order, or for clinical concerns that are not clear-cut.’ When this happens, there is 
an increased risk of errors being made or of vital patient information not being shared.55 

Educating surgeons about the negative impacts of harassment on the team approach to medicine and 
the loss of learning opportunities for junior surgeons provides a discourse that legitimises the 
organisation’s leadership on these issues. It also demonstrates the breadth of workplace and patient 
implications that can arise from these behaviours. Ultimately, publications argue the sexual 
harassment discourse should be connected to pursuing better patient outcomes. The United 
Kingdom’s General Medical Council (GMC) notes that effective patient safety within a department or 
hospital relies on, among other factors, teamwork, communication and collaboration between 
professionals. These are essential for patients with multiple comorbidities who rely on treatment from 
a number of different teams and specialists. The Medical Board of Australia’s Good Medical Practice: 
A Code of Conduct for Doctors in Australia similarly sets a standard in relation to respecting medical 
colleagues and other healthcare professionals56 
 
17. Formal training standards 
For senior or supervising practitioners, the GMC recently instituted a new framework for recognising 
and approving medical trainers, the purpose of which is to “clearly define the roles of both educational 
and clinical supervisors”.54 Clearly articulating the roles and responsibilities of practitioners who 
supervise junior doctors is seen as an important contributing factor to promoting constructive and 
supportive work environments. The Canadian Protective Medical Association has also identified an 
opportunity to improve training for ‘medical leaders’: 

Beyond training opportunities, medical leaders should play a role in monitoring physician 
behaviour. This may include conducting reviews or regular staff surveys, team member 
evaluations, and direct observation. Physician leaders need to be familiar with and communicate 
the process for safe, confidential reporting of disruptive behaviour and the repercussions for failing 
to adhere to behavioural norms. Doctors require a fair and consistent process for dealing with 
these complaints.57 

A key focus of organisations such as the GMC, where training standards state that doctors in training 
must be aware of reporting arrangements (for bullying or harassment), is to systematically check 
compliance with these standards through quality assurance visits. They also make sure that junior 
staff or trainees are given relevant training about appropriate behaviours (both of trainees and their 
supervisors), support mechanisms are provided and reporting procedures are in place. 54 

18. Organisational culture and leadership 
The impact of organisational culture and the role of senior leaders in promoting respect and gender 
equality is a consistent feature in the reviews.58 Strong leadership is often cited in international 
research as “the single biggest factor in building inclusivity”.53 The GMC noted from its site visits to 
hospitals that senior leadership had a crucial role in supporting improvements in other common 
themes identified, such as:  

• recognising the importance of training and allocating adequate resources 
• supporting investment in service reorganisation to allow better training; and 
• ensuring good leadership to promote cohesion at the departmental level.  

Training and educational organisations alone are unlikely to be able to address issues of workplace 
culture directly. However, they do have an opportunity to connect with key institutions, including 
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health sector employers, to address discrimination, bullying and sexual harassment issues in 
partnership. The importance of the role played by surgical leadership is underscored by the following 
publication excerpts: 

Strong statements from leaders about the importance of ethics and respect for others set the tone 
for those entering [the organisation]. It also positions equity and inclusion as core values, rather 
than impositions from outside …53 

One study found that 93% of the respondents indicated that they would report sexual harassment if 
there was “demonstrated support from top management for enforcing sexual harassment policies … 
“52 Without a doubt, the commitment of senior leadership to creating a culture of respect within 
institutions is critical to minimising disruptive behaviour in healthcare56 

19. Data collection and reporting 
The collection of data and its subsequent reporting underscores much of the previous discussion. 
Organisational changes driven by data and reporting have been cited by a number of publications as 
a key factor in promoting positive reforms in surgical workplaces.59 Despite this, monitoring of 
harassment and complaint policy effectiveness is cited as an area of “clear weakness” for many 
organisations.60 While medical colleges in Australia and New Zealand do not directly employ nor 
control the workplaces of senior medical (including surgical) staff, they are uniquely placed to collect 
data from their Fellows across various settings. Through this they can pinpoint and highlight issues 
with institutions that may have 'cultural blind spots'. The literature of best practice indicates a variety 
of strategies to decrease disruptive behaviour in hospital settings: although they may seem like 
common sense they can be difficult to execute.61 

The collection, assessment and reporting of data through exit interviews, periodic informal feedback 
sessions and surveys can provide valuable information which can: 

• identify any systemic issues in workplaces or with specific individuals 
• identify best practice from high-performing institutions to be shared more broadly 
• promote the accountability of supervising staff and the confidence of junior staff and 
• provide an effective feedback mechanism for practitioners. 

Data and reporting is also seen as a powerful tool because of its ability to draw comparisons and 
leverage an organisation’s reputational pressures to promote improvement. A similar approach in 
relation to issues of liability for sexual harassment in the workplace noted: 

Everything – from (a hospital’s) credibility, public perception, and the quality of its programs, to its 
teaching affiliations and its ability to recruit the best and brightest future doctors – is tarnished by 
both private payouts and the public relations nightmare of sanctions from a supervisory body.62 
 

20. Resourcing the effort and the response 
Research indicates that allocating specific resources to address issues of discrimination, bullying and 
sexual harassment often sends a direct and powerful message that this behaviour will not be 
tolerated. 

Independent front line for inquiries 

Reviews stress the need for independence in initially receiving and later managing complaints about 
these issues. Impartial contact officers can advise complainants and if necessary independent 
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consultants can be engaged to maintain impartiality, should the conduct of individuals come into 
question.63 An independent inquiry that reviewed the reporting culture within the National Health 
Service (UK) went further and called for hospitals to employ ‘Ambassadors for Cultural Change’ to 
whom staff could go for advice and support if they had a concern or thought their concern was being 
ignored.64 The advantages cited of this approach included: 

• demonstrating a commitment by an organisation to listen to their staff and treat them fairly. 
• offering a route to raise concerns that is outside of direct line management and HR structures, 

but with access to senior management, including both executive and non-executive board 
members, who can take appropriate action if needed.  

• being seen as independent, impartial and objective; and 
• being someone who could ‘tell it straight, have open and honest conversations and keep the 

temperature down’ and act as a conduit between staff, senior managers and the board. 

Providing direct access to senior surgical educational or program directors was also seen as a way of 
better resourcing complainants.  

Assistance lines 

The UK’s GMC has proposed setting up a confidential bullying hotline that doctors in training can use 
to contact the education team (either by email or phone) to raise issues. This complements the UK’s 
Whistleblowing Helpline, commissioned by the UK Department of Health. The Helpline provides 
confidential information and advice on whistleblowing and is provided free of charge by specially 
trained advisors. 

21. Levels to target 
Research identifies three ‘levels’ for action to address issues of discrimination, bullying and 
harassment: individual (micro), team (meso) and organisational (macro). Because each level has 
been found to contribute to ongoing disruptive behaviours, it is essential that each level is involved in 
contributing to the solutions, and that action is taken at all levels simultaneously.  

The following strategies have been identified to effectively initiate and maintain change from a culture 
of abuse to a culture of respect and fairness. This summary reflects the work of many enquiries. 

Individual action 

At the individual (micro) level this means:  

a) Training for the perpetrator, the victim(s), and all of the other staff: 
 Staff need to be educated about the effect that abuse can have on patient safety19;21 
 To break the cycle of discrimination, bullying and harassment it is essential for each 

individual member of staff to understand the place that non-intervention of observers and 
bystanders has in escalating unacceptable and hostile behaviours. Specifically, those 
who are not part of the solution contribute, albeit passively, to the problem.19;65 
 

b) Begin the training by acknowledging prior assumptions, as well as emotional and learning 
needs of each of the staff: 
 Some staff may believe that abusive behaviour has an ‘educational value’15 
 Some staff will have an emotional investment in the status quo and/or for retaining their 

status within the group19;20 
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 Take into consideration the most effective way that different staff members learn. For 
example, not all staff learn best through lectures, workshops, or large group 
discussions8;66, therefore a variety of formats, fora and learning opportunities need to be 
provided. 

Team action 

At the team, department or unit (meso) level this means: 

 Provide training in how to identify discrimination, bullying and harassment 39;65 
 Teach and model collaborative teamwork – all of those who have a stake in the team or 

unit need to come together and collectively identify what is good, as well as strategies to 
address what needs to be changed39;67 

 Establish values of transparency, accountability, and mutual respect65 
 Provide training in a variety of skills that may be needed, for example: communication, 

conflict management, emotional management, stress management, and leadership39;65;68  
 Strive to maintain teams that regularly work together11;64;67 
 Provide mentoring for all junior staff so that they have direct and ongoing support within 

the unit, department, or hospital structure69 
 Provide information on what is available and how to seek assistance from workplace, 

and external community resources70;71;72 
 Provide ongoing support and protection for whistleblowers against retaliation73 
 Provide access to counselling for victims – including bystanders and observers20;48 
 Foster an environment in which all team members are expected to raise issues that 

could affect patient safety through programs such as NOTSS (Non-Technical Skills for 
Surgeons course); ANTS (Anaesthetists’ Non-Technical Skills course) and SPLINTS 
(Scrub Practitioners’ List of Intra-operative Non-Technical Skills course)21;67 

 When inappropriate behaviour occurs, address it quickly, consistently and 
transparently66;74  

 There are two very different approaches recommended for approaching any reported 
inappropriate behaviour. One advises that the issues are dealt with anonymously71 while 
the other recommends that, rather than mediating between two individuals, it is 
appropriate to provide a forum for shared discussion between all of those involved – the 
perpetrator, the victim, and the bystanders.19 

Organisational action 

At the organisation level (hospital and hospital administration or macro), as well as demonstrating 
clear support for all of the activities outlined in the micro and meso levels, this means: 

 Implementing a zero-tolerance policy along with clear reporting processes and making it 
clear that the policies and standards apply to every member of staff 48;65;70 

 Ensuring that the institution has an explicit code of conduct and that it is both readily 
available to everyone, and part of the contract which each staff member signs65 

 Adopting explicit performance standards of behaviour and competence which have been 
established at a national or bi-national level70 

 Implementing annual reviews for all staff against the standards of behaviour and 
competence. These reviews should include confidential evaluations by colleagues and 
co-workers as well as an analysis of any complaints by patients or others70 

 Emphasising that each person is responsible for their own behaviour in meeting 
expectations of all codes and standards 
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 Assisting with the establishment of a graded system of responses designed to address 
the seriousness of any inappropriate behaviour. This system needs to be directed 
towards remediation rather than retribution47 

 Provide training for staff on how to deal with reports of inappropriate behaviour such as 
discrimination, bullying and sexual harassment71 

 Making sure that when inappropriate behaviour occurs the discipline process is 
implemented fairly, regardless of the status or money-earning capacity of the 
perpetrator47 

 Providing visible leadership supporting the implementation of policies and standards, 
compliance with those standards, and monitoring of performance47;66 

 Keeping the strategy visible and dynamic.13 
 

At the macro organisational level, whether that is regional, state, national or bi-national this means: 

 Supporting the definition of standards and the development of mechanisms to ensure 
compliance – including monitoring performance and responding to inappropriate 
behaviour – that is consistent across institutions and regions38;66;69;73 

 Implementing real-time mobile web-based modules and reporting systems75  
 Commitment to, and teaching across, all levels of medical education and training about 

professionalism and professional standards. This could also include information about 
how to identify discrimination, bullying and sexual harassment and how to appropriately 
respond to this behaviour37;76 

 Leadership from organisations such as professional associations, specialist medical 
colleges and the parts within these such as specialist societies. This could include: 
 Defining standards of behaviour, codes of conduct, mechanisms for monitoring 

performance, and structured responses to inappropriate behaviour 
 Providing educational resources, either online or in course packages, to facilitate 

education and training to achieve the outcomes defined for the micro and meso levels 
 Advocating for changes in the funding model to reduce work pressures.6 

Research identifies that not all attempts to change behaviour or workplace culture have been 
successful. One longitudinal study over 13 years in one medical school reported that despite 
providing education for students, residents, and the faculty, creating informal and formal mechanisms 
of reporting and resolving incidents of mistreatment, and promoting the open discussion of this topic 
at all levels, there was little change in the number and severity of reported incidents.77 This lack of 
success could be due to a range of factors including: insufficient support from the wider medical 
community; failure to challenge underlying assumptions; and/or lack of accountability of staff. 

22. Conclusion 
Discrimination, bullying and sexual harassment persist in the Australian and New Zealand health 
sector, in the practice of surgery internationally and in other sectors. Long-established laws aimed at 
addressing these problems have not been effective in preventing unacceptable behaviour in 
Australian and New Zealand health workplaces. There is significant research published outlining the 
nature and scope of the problems and identifying contributing causal factors. Changes needed to 
prevent discrimination, bullying and sexual harassment in the practice of surgery are likely to be long-
term, multidisciplinary and will require cultural change. 
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23. Glossary 
AMA  Australian Medical Association 

ANTS  Anaesthetists’ Non-Technical Skills (course)  

OHS-IMS.NET Occupational Health and Safety Incident Management System 

NOTSS  Non-Technical Skills for Surgeons (course) 

RACS  Royal Australasian College of Surgeons 

SPLINTS Scrub Practitioners’ List of Intra-operative Non-Technical Skills (course) 

UK  United Kingdom 

USA  United States of America 

 

 

24. References 
                                                           
1   Sbraga T. & O'Donohue W. ‘Sexual Harassment’. Annual Review of Sex Research, 2000; 11: 258–

285. 
2   Gelfand, M. Fitzgerald, L. & Drasgow, F. ‘The Structure of Sexual Harassment: A Confirmatory 

Analysis across Cultures and Settings’. Journal of Vocational Behaviour 1995; October 47:2 164–
177. 

3   O’Hare E. & O’Donohue W. ‘Sexual Harassment: Identifying Risk Factors’. Archives of Sexual 
Behavior, 1998; 27;6: 561–580. 

4    Miedema B. MacIntyre L. Tatemich S. Lambert-Lannin A. Lamire F. Manca D. & Ramsden V. ‘How 
the Medical Culture Contributes to Coworker-perpetrated Harassment and Abuse of Family 
Physicians’. Annals of Family Medicine, 2012; 10(2): March/April 111–117. 

5   S Hinze, ‘Am I Being Over-sensitive?’ Womens’ Experiences of Sexual Harassment during Medical 
Training’, Health (2004) 8(1) 101–127. 

6    Askew D. Schluter P. Dick M-L. Régo P. Turner C. & Wilkinson D. Bullying in the Australian 
Medical Workforce: Cross-sectional Data from an Australian e-Cohort Study’. Australian Health 
Review, 2012; 36, 197–204. 

7   Ulusoy H. Swigart V. & Erdemir F. ‘Think Globally, Act Locally: Understanding Sexual Harassment 
from a Cross-cultural Perspective’. Medical Education, 2011; 45: 603–612. 

8    Di Martino V. Hoel H. & Cooper CL. 2003. ‘Preventing Violence and Harassment in the Workplace’. 
Luxembourg: European Foundation for the Improvement of Living and Working Conditions, Office 
for the Official Publications of the European Communities. 
http://www.eurofound.europa.eu/sites/default/files/ef_files/pubdocs/2002/109/en/1/ef02109en.pdf 

9    Nagata-Kobayashi S. Maeno T. Yoshizu M. & Shimbo T. ‘Universal Problems during Residency: 
Abuse and Harassment’. Med Educ. 2009;43;7 628–636. 

http://www.eurofound.europa.eu/sites/default/files/ef_files/pubdocs/2002/109/en/1/ef02109en.pdf


Expert Advisory Group 
on discrimination, bullying and sexual harassment 

       

Expert Advisory Group 
on discrimination, bullying and sexual harassment 
Advising the Royal Australasian College of Surgeons 

Background Briefing 

 

 
 

 18 

                                                                                                                                                                                     
10   Bruce A. Battista A. Plankey M. Johnson L. & Marshall B. ‘Perceptions of Gender-based 

Discrimination during Surgical Training and Practice’. Med Euc Online, 2015; 20: 25923 
http://dx.doi.org/10.3402/meo.v20.25923 

11   Hill E. & Vaughan S. ‘The Only Girl in the Room: How Paradigmatic Trajectories Deter Female 
Students from Surgical Careers’. Medical Education, 2013: 47: 547–556.  

12   Sanfey H. Fromson J. Mellinger J. Raninic J. Williams M. & Williams B. ‘Surgeons in Difficulty: An 
Exploration of Differences in Assistance-seeking Behaviors between Male and Female Surgeons’. 
J Am Col Surg. 2015 http://dx.doi.org/10.1016/j.jamcollsurg.2015.02.015 

13  Vasey C. 2014. ‘Gender Perceptions in Surgery: Is it Really a Level Playing Field?’ Unpublished 
student paper. 

14   Risberg G. Johansson J. & Hamberg K. ‘”Important … But of Low Status”: Male Education 
Leaders’ Views on Gender in Medicine’. Medical Education, 2011; 45: 613–624. 

15   RACS Annual Activities Report 2014. http://www.surgeons.org/media/21713909/activities-report-
jan-dec-2014.pdf  

16   Queensland Department of Health 2015 ‘Workplace Sexual Harassment: A Report from 
Occupational Health and Safety 2012–2014’ [lnk?] 

17   Carter M. Thompson N. Crampton P. Morrow G. Burford B. Gray C. & Illing J. ‘Workplace Bullying 
in the UK NHS: A Questionnaire and Interview Study on Prevalence, Impact and Barriers to 
Reporting’. BMJ Open, 2013; 3. http://bmjopen.bmj.com/   

18   Medical Practitioners Board of Victoria v Hafizullah (Occupational and Business Regulation) 
(Correction) [2010] VCAT 2126.  

19   Physiotherapy Board v Amerasekera [2013] VCAT 1726 and Physiotherapy Board v Amersekera 
[2013] 1727.   

20   Bentley T, Catley B. Cooper-Thomas H. Gardner D. O’Driscoll M. & Trenberth L. ‘Understanding 
Stress and Bullying in New Zealand Work Places’, 2009. 
http://www.massey.ac.nz/massey/fms/Massey%20News/2010/04/docs/Bentley-et-al-report      

21   Hillis D. 2014. ‘The Development of Professionalism in Surgeons’. Unpublished Thesis. 
22   Royal Australasian College of Surgeons. ‘2014 Surgical Workforce Census Report – Stress and 

Health Monitoring’ [yet to be published]. 
23   Joanne Scott, Chloe Blanshard and Stephen Child, ‘Workplace Bullying of Junior Doctors: A 

Cross-sectional Questionnaire Survey’ The New Zealand Medical Journal 19 (2008), 10, 11. 
123/373 of those sent the survey responded. 

24   Julia Medew, ‘Surgeon Caroline Tan breaks silence over sexual harassment in hospitals’, The Age 
(March 12, 2015) http://www.theage.com.au/victoria/surgeon-caroline-tan-breaks-silence-over-
sexual-harassment-in-hospitals-20150312-141hfi.html 

25   See, for example, Joanne Scott, Chloe Blanshard and Stephen Child, ‘Workplace Bullying of 
Junior Doctors: A Cross-sectional Questionnaire Survey’, The New Zealand Medical Journal 19 
(2008), 10;  
Nick McKenzie and Richard Baker, ‘Top surgeon quits The Alfred hospital amid sex harassment 
claims’, The Age, (March 11, 2015) http://www.theage.com.au/victoria/top-surgeon-quits-the-
alfred-hospital-amid-sex-harassment-claims-20150311-141d9h.html;  

http://dx.doi.org/10.3402/meo.v20.25923
http://dx.doi.org/10.1016/j.jamcollsurg.2015.02.015
http://www.surgeons.org/media/21713909/activities-report-jan-dec-2014.pdf
http://www.surgeons.org/media/21713909/activities-report-jan-dec-2014.pdf
http://bmjopen.bmj.com/
http://www.massey.ac.nz/massey/fms/Massey%20News/2010/04/docs/Bentley-et-al-report
http://www.theage.com.au/victoria/surgeon-caroline-tan-breaks-silence-over-sexual-harassment-in-hospitals-20150312-141hfi.html
http://www.theage.com.au/victoria/surgeon-caroline-tan-breaks-silence-over-sexual-harassment-in-hospitals-20150312-141hfi.html
http://www.theage.com.au/victoria/top-surgeon-quits-the-alfred-hospital-amid-sex-harassment-claims-20150311-141d9h.html
http://www.theage.com.au/victoria/top-surgeon-quits-the-alfred-hospital-amid-sex-harassment-claims-20150311-141d9h.html


Expert Advisory Group 
on discrimination, bullying and sexual harassment 

       

Expert Advisory Group 
on discrimination, bullying and sexual harassment 
Advising the Royal Australasian College of Surgeons 

Background Briefing 

 

 
 

 19 

                                                                                                                                                                                     
Julia Medew, Patrick Hatch and Steve Lillebuen, ‘Silence about sexual harassment in hospitals a 
major issue, doctors say’, Sydney Morning Herald (March 9, 2015) 
http://www.smh.com.au/national/health/silence-about-sexual-harassment-in-hospitals-a-major-
issue-doctors-say-20150308-13y9ki.html  

26   Timm A. ‘”It would not be tolerated in any other profession except medicine”: Survey Reporting on 
Undergraduates’ Exposure to Bullying and Harassment in their First Placement Year’. BMJ Open, 
2014; 4;7  http://bmjopen.bmj.com/content/4/7/e005140.full  

27  Kauppinen K. & Tuomola T. 2008. ‘Work-related Violence, Bullying, and Sexual Harassment’, pp. 
161–182, in Linos A. & Kirch W. (eds), Promoting Health for Working Women. Springer. 

28   Fnais N.  Soobiah C. Chen M.  Lillie E.  Perrier L. Tashkhandi M.  Straus SE.  Mamdani M.  Al-
Omran M. & Tricco A. ‘Harassment and Discrimination in Medical Training: A Systematic Review 
and Meta-analysis’. Academic Medicine.  89(5):817–27, 2014 May.  

29   Musselman L. MacRae H. Reznick R. & Lingard L. ‘”You learn better under the gun”: Intimidation 
and Harassment in Surgical Education’. Medical Education, 2005; 39: 926–93. 

30   Strandmark M. & Gullbritt R. ‘Development, Implementation and Evaluation of a Process to 
Prevent and Combat Workplace Bullying’. Scandinavian Journal of Public Health, 2014; 42(Suppl 
15): 66–73. 

31   Wu S. Lin S. Li H. Chai W. Zhang Q. Wu Y. & Zhu W. ‘A Study on Workplace Violence and its 
Effect on Quality of Life among Medical Professionals in China’. Archives of Environmental and 
Occupational Health. 2014 69;2 81–88. 

32   Babaria P; Abedin S; Berg D; Nunez-Smith M. ‘"I'm too used to it": A Longitudinal Qualitative 
Study of Third-year Female Medical Students' Experiences of Gendered Encounters in Medical 
Education’. Social Science & Medicine. 2012 April.  74:7 1013–1020. 

33   Hutchinson M. ‘Bullying as Workgroup Manipulation: A Model for Understanding Patterns of 
Victimization and Contagion within the Workgroup’. Journal of Nursing Management, 2013; 21: 
563–571. 

34   Cochran A. & Elder W. ‘Effects of Disruptive Surgeon Behaviour in the Operating Room’. The 
American Journal of Surgery. 2015; 209: 65–70. 

35   Victorian Equal Opportunity and Human Rights Commission, ‘Changing the Rules: The 
Experiences of Female Lawyers in Victoria (Report) (2012)’ 
<http://www.humanrightscommission.vic.gov.au/index.php/our-resources-and-
publications/reports/item/487-changing-the-rules-%E2%80%93-the-experiences-of-female-
lawyers-in-victoria>. 

36   Law Council of Australia, ‘National Attrition and Re-engagement Study (NARS) Report 2014 (Final 
Report)’ <http://www.lawcouncil.asn.au/lawcouncil/images/LCA-PDF/NARS%20Report_WEB.pdf>; 
Law Council of Australia, ‘National Attrition and Re-engagement Study (NARS) Report 2014 
Factsheet’ <http://www.lawcouncil.asn.au/lawcouncil/images/LCA-PDF/Media 
News/NARS_FactSheet_Complete_FINAL.pdf>,   

37  Styles v Clayton Utz (No 3) (2011) 255 FLR 364; [2011] NSWSC 1452 
38   Hickie v Hunt & Hunt HREOC [1998] 
39   Van Der Weyden MB. ‘In the Wake of the Garling Inquiry into New South Wales Public Hospitals: 

A Change of Cultures?’ Med J Aust. 2009; 190:51–2. 

http://www.smh.com.au/national/health/silence-about-sexual-harassment-in-hospitals-a-major-issue-doctors-say-20150308-13y9ki.html
http://www.smh.com.au/national/health/silence-about-sexual-harassment-in-hospitals-a-major-issue-doctors-say-20150308-13y9ki.html
http://bmjopen.bmj.com/content/4/7/e005140.full
http://www.humanrightscommission.vic.gov.au/index.php/our-resources-and-publications/reports/item/487-changing-the-rules-%E2%80%93-the-experiences-of-female-lawyers-in-victoria
http://www.humanrightscommission.vic.gov.au/index.php/our-resources-and-publications/reports/item/487-changing-the-rules-%E2%80%93-the-experiences-of-female-lawyers-in-victoria
http://www.humanrightscommission.vic.gov.au/index.php/our-resources-and-publications/reports/item/487-changing-the-rules-%E2%80%93-the-experiences-of-female-lawyers-in-victoria
http://www.lawcouncil.asn.au/lawcouncil/images/LCA-PDF/NARS%20Report_WEB.pdf
http://www.lawcouncil.asn.au/lawcouncil/images/LCA-PDF/Media%20News/NARS_FactSheet_Complete_FINAL.pdf
http://www.lawcouncil.asn.au/lawcouncil/images/LCA-PDF/Media%20News/NARS_FactSheet_Complete_FINAL.pdf


Expert Advisory Group 
on discrimination, bullying and sexual harassment 

       

Expert Advisory Group 
on discrimination, bullying and sexual harassment 
Advising the Royal Australasian College of Surgeons 

Background Briefing 

 

 
 

 20 

                                                                                                                                                                                     
40   Strandmark M. & Gullbritt R. ‘Development, Implementation and Evaluation of a Process to 

Prevent and Combat Workplace Bullying’. Scandinavian Journal of Public Health, 2014; 42(Suppl 
15): 66–73. 

41   Schuchert MK. ‘The Relationship between Verbal Abuse of Medical Students and their Confidence 
in their Clinical Abilities’. Acad Med. 1998; 73:907–909. 

42  Hallberg l. & Strandmark M. ‘Health Consequences of Workplace Bullying: Experiences from the 
Perspective of Bully Victims’. Int J Qual Stud Health Wellb. 2006; 1:109–19. 

43   Stratton T. McLaughlin M. Witte F. Fosson S. & Nora L. ‘Does Students' Exposure to Gender 
Discrimination and Sexual Harassment in Medical School Affect Specialty Choice and Residency 
Program Selection?’ Academic Medicine. 2005 April;  80(4): 400–408. 

44   Rosenstein AH. ‘Managing Disruptive Behaviors in the Health Care Setting: Focus on Obstetrics 
Services’. Am J. Obstet Gynecol. 2011; Mar: 204;3: 187–192. 

45   Reiter CE, Pichert JW, Hickson G. ‘Addressing Behavior and Performance Issues that Threaten 
Quality and Patient Safety: What Your Attorneys Want You to Know’. Prog Ped Card. 2012; 33: 
37–45.  

46   Rosenstein AH. ‘The Quality and Economic Impact of Disruptive Behaviors on Clinical Outcomes 
of Patient Care. Am J Med Qual. 2011; 26(5): 372–379.  

47   Rosenstein AH, O’Daniel M. ‘Disruptive Behavior and Clinical Outcomes: Perceptions of Nurses 
and Physicians’. Am J Nurs.  2005; 105(1): 54–64.  

48  Leape L. Shore M. Dienstag J. Mayer R. Edgman-Levitan S. Meyer G. & Healy G.  ‘A Culture of 
Respect, Part 1: The Nature and Causes of Disrespectful Behavior by Physicians’. Academic 
Medicine, 2012; July: 87;7: 1–8. 

49   Rogers D. Lingard L. Boehler M. Espin S. Schindler N. Klingensmith N. & Mellinger J. 
‘Foundations for Teaching Surgeons to Address the Contributions of Systems to Operating Room 
Team Conflict’. The American Journal of Surgery, 2013; 206: 428–432. 

50  ‘Building a Supportive Environment: A Review to Tackle Undermining and Bullying in Medical 
Education and Training’ (GMO, 2015). 

51   Australian Government: Department of Defence, Pathway to Change: Evolving Defence Culture. 
2014. 

52   Equal Opportunity and Human Rights Commission, Victoria, Changing the Rules. 
53   Wear D & Aultman J, ‘Sexual Harassment in Academic Medicine’, Med Educ Online, 2005; 10:10, 
3. 
54    Australian Human Rights Commission, Report on the Review into the Treatment of Women at the 

Australian Defence Force Academy, 2013, pp. 78 & 96 (emphasis added). 
55   General Medical Council, UK, National Training Survey 2014 – Bullying and Undermining, p 3. 
56   Medical Board of Australia, Good Medical Practice: A Code of Conduct for Doctors in Australia, 

2014. Section 4.2. 
57   Canadian Medical Protective Association, The Role of Physician Leaders in Addressing Physician 

Disruptive Behaviour in Healthcare Institutions – Discussion Paper, 2013, p 12 (emphasis added). 

http://journals.lww.com/academicmedicine/toc/2005/04000


Expert Advisory Group 
on discrimination, bullying and sexual harassment 

       

Expert Advisory Group 
on discrimination, bullying and sexual harassment 
Advising the Royal Australasian College of Surgeons 

Background Briefing 

 

 
 

 21 

                                                                                                                                                                                     
58   Garling P, Final Report of the Special Commission of Inquiry Acute Care Services in NSW Public 

Hospitals – Overview, State of NSW, 2008, p. 45. 
59   Victorian State Government, Victorian Taskforce on Violence in Nursing: Final report. November 

2005. 
60   Hoel C, & Cooper C. Bullying and Emotional Abuse in the Workplace, International Perspectives in 

Research and Practice, p. 257. 
61   Martin W, ‘Is Your Hospital Safe? Disruptive Behaviour and Workplace Bullying’, Hospital Topics: 

Research and Perspectives on Healthcare 2008, 86:3; p. 24. 
62   Recupero P. Heru A. Price M. ‘Sexual Harassment in Medical Education: Liability and Protection’, 

Academic Medicine, 2004 79:9, 817–824. 
63   Australian Human Rights Commission, Effectively Preventing and Responding to Sexual 

Harassment: A Code of Practice for Employers, 2008, p. 35. 
64  Francis R. Report: Freedom to Speak Up – An Independent Review into Creating an Open and 

Honest Reporting Culture in the NHS, 2015, p. 146. 
65   Meloni M. & Austin M. ‘Implementation and Outcomes of a Zero Tolerance of Bullying and 

Harassment Program’. Australian Health Review, 2011; 35: 92–94. 
66   Mendick N. Young B. Holcombe C. & Salmon P. ‘How Do Surgeons Think They Learn About 

Communication? A Qualitative Study’. Medical Education, 2015: 49: 408–416. 
67   Leape L. Shore M. Dienstag J. Mayer R. Edgman-Levitan S. Meyer G. & Healy G.  ‘A Culture of 

Respect, Part 2: Creating a Culture of Respect’. Academic Medicine, 2012: 87;7 July 1–6. 
68   Rogers D. Lingard L. Boehler M. Espin S. Mellinger J. Schindler N. & Klingensmith N. ‘Surgeons 

Managing Conflict in the Operating Room: Defining the Educational Need and Identifying Effective 
Behaviors’. The American Journal of Surgery, 2013; 206: 125–130. 

69  Frederick D. ‘Bullying, Mentoring, and Patient Care’. AORN Journal. 2014 May; 99;5 587–93.  
70  Medical Council of New Zealand, 2009. ‘Unprofessional Behaviour and the Health Care Team: 

Protecting Patient Safety’. http://www.mcnz.org.nz   
71   Wagnera K. Yates D. & Walco Q.  ‘Engaging Men and Women as Allies: A Workplace Curriculum 

Module to Challenge Gender Norms about Domestic Violence, Male Bullying and Workplace 
Violence and Encourage Ally Behaviour’. Work 2012; 42: 107–113. 

72   WorkSafe Victoria, ‘Your Guide to Workplace Bullying – Prevention and Response’. 2012 
http://www.worksafe.vic.gov.au/__data/assets/pdf_file/0008/42893/WS_Bullying_Guide_Web2.pdf 

73  Rehg M. Miceli M. Near J. & van Scotter J. ‘Antecedents and Outcomes of Retaliation against 
Whistleblowers: Gender Differences and Power Relationships’. Organization Science, 2008; 19:2 
March–April 221–240. 

74   Leape L. & Fromson J. ‘Problem Doctors: Is There a System-level Solution?’ Ann Intern Med. 
2006; 144:107–115. 

75   Wagner J. Tillou A. Nguyen DK. Agopian VG. Hiatt JR. & Chen DC. ‘A Real-time Mobile Web-
based Module Promotes Bidirectional Feedback and Improves Evaluations of the Surgery 
Clerkship’. American Journal of Surgery.  209(1):101–6, 2015 Jan.  

http://www.mcnz.org.nz/
http://www.worksafe.vic.gov.au/__data/assets/pdf_file/0008/42893/WS_Bullying_Guide_Web2.pdf


Expert Advisory Group 
on discrimination, bullying and sexual harassment 

       

Expert Advisory Group 
on discrimination, bullying and sexual harassment 
Advising the Royal Australasian College of Surgeons 

Background Briefing 

 

 
 

 22 

                                                                                                                                                                                     
76   Binder R. Friedli A. & Fuentes-Afflick E. ‘Preventing and Managing Unprofessionalism in Medical 

School Faculties’. Acad Med. 2015; 90: 442–446. 
77  Fried J. Vermillion M. Parker N. & Uijtdehaage S. ‘Eradicating Medical Student Mistreatment:  A 

Longitudinal Study of One Institution’s Efforts’. Academic Medicine, 2012; 87; 9: 1191–1198. 


	1. Introduction
	2. Executive summary
	3. Key findings
	Definitions
	4. The legal framework
	5. Sexual harassment as a specific form of discrimination and/or bullying
	6. Gender-based discrimination, particularly in surgery
	The scope of the problem
	7. Within Australasia – the medical workforce generally
	8. Within Australasia – surgery
	9. In other regions – medical environments
	10. In other professions – in Australia
	11. The impact of discrimination, bullying and sexual harassment in the medical environment
	12. The contribution of the work environment
	13.  Existing approaches to resolving the issues
	14. Engaging with the broader context of gender discrimination
	15. Overcoming the ‘old-boys’ club’ mentality in medical specialities
	16. Positioning and communicating about harassment
	17. Formal training standards
	18. Organisational culture and leadership
	19. Data collection and reporting
	20. Resourcing the effort and the response
	21. Levels to target
	22. Conclusion
	23. Glossary
	24. References

