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Learning, Satisfaction, and Mistreatment
During Medical Internship
A National Survey of Working Conditions
Steven R. Daugherty, PhD; DeWitt C. Baldwin, Jr, MD; Beverley D. Rowley, PhD

Context.— Concerns about the working and learning environment of residency
training continue to surface. Previous surveys of residents have focused on work
hours and income, but have shed little light on how residents view their training ex-
perience.

Objective.— To provide a description of the internship year as seen by a large
cross section of second-year residents.

Design.— Mail survey conducted in 1991.
Setting.— Residency programs in the United States.
Participants.— Random 10% sample (N=1773) of all second-year residents

listed in the American Medical Association’s medical research and information da-
tabase.

Main Outcome Measures.— What and who contributes most to residents’
learning during internships, degree of satisfaction with the internship experience,
on-call and sleep schedules, incidents of perceived mistreatment or abuse, obser-
vations of unethical behavior, and experiences of harassment or discrimination.

Results.— A total of 1277 surveys (72%) of 1773 mailed were returned. Overall,
respondents reported a moderate level of satisfaction with their first year of
residency. On a scale of 0 to 3, residents rated other residents as contributing most
(score of 2.3) to their learning, with special patients ranked second (2.1). During a
typical work week, residents reported that they spent an average of 56.9 hours on
call in the hospital. A total of 1185 (93%) residents reported experiencing at least
1 incident of perceived mistreatment, with 53% reporting being belittled or humili-
ated by more senior residents. Among women residents, 63% reported having ex-
perienced at least 1 episode of sexual harassment or discrimination. A total of 45%
of residents reported having observed another individual falsifying medical records,
and 70% saw a colleague working in an impaired condition, most often lack of sleep.
Regression analyses suggest that satisfaction with the residency experience was
associated with the presence of factors that enhanced learning, and fewer expe-
riences of perceived mistreatment.

Conclusions.— Residents report significant problems during their internship ex-
perience. Satisfaction with internship is enhanced by positive learning experiences
and lack of mistreatment.

JAMA. 1998;279:1194-1199

IN SPITE OF recent recommendations
andchanges,residentworkingconditions
continuetobeasourceofconcernforboth

residents and hospital administrators. Of
all the stages of medical training, the first
year of residency is perhaps the most
stressful.1 More than medical school,
more than the later years of residency,
the first postgraduate year is experi-
enced as a trial by fire.2 To be successful,
interns must learn to balance such di-
verse demands as the responsibility for
patient care, economic hardships, on-call
schedules,patientdeath,theneedforcon-

stant learning, the task of teaching, the
requirements of attending physicians
and senior residents, along with the ne-
cessities of family and personal life.

Two earlier national surveys cited by
Silberger et al,3 although limited by their
low response rates (,45%), found a trend
toward rising dissatisfaction among resi-
dents, with the number of problem areas
citedbyresidents increasingfrom1983to
1987. Schwartz et al4 report that the 5
factors that have the most negative ef-
fects on residents are (1) lack of sleep, (2)
frequent night calls, (3) uncompromising
attending physicians, (4) large patient
loads, and (5) too much “scut” work.

An early study by Asken and Raham5

found that sleep deprivation among resi-
dents had potentially severe negative
consequences on patient care. More re-
cently, a literature review by Samkoff
and Jacques6 concluded that although
sleep-deprived residents can compen-
sate for sleep loss during crises, they are
more prone to error on routine repeti-
tive tasks. Any activity that requires
sustained vigilance shows deficits in the
face of sleep loss. Previous work by the
present authors has shown that resi-
dents believe that sleep deprivation im-
pairs their capacity to care for patients
and causes them to have more conflicts
with the professional staff.7

Within the time frame provided by
longworkhours, internsmust learnboth
the clinical skills of their profession and
the implicit messages about professional
attitudes and behaviors. One clue to
these implicit messages is to be found by
looking at trainees’ accounts of how they
aretreatedandtheirperceptionsof their
working conditions.8 Such qualities of
the learning environment, including re-
ports of perceived sexual harassment,
discrimination, mistreatment, and un-
ethicalorunprofessionalbehavioronthe
part of colleagues and supervisors, have
been documented over the past decade
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at the undergraduate level.9-12 In 1991,
Baldwin et al11 reported that 96% of 581
senior medical students at 10 widely
scattered schools reported having expe-
rienced at least 1 episode of perceived
mistreatment, usually at the hands of
their supervisors and teachers. In addi-
tion, 69% of the women and 25% of the
men in the study reported at least 1 per-
sonal experience of sexual harassment
during undergraduate medical train-
ing.11 Komaromy et al13 found that 73% of
women and 22% of men in 1 specialty
reported that they were sexually ha-
rassed at least once during their medical
training.13 A more recently published
study, conducted as a follow-up of 571
medical students from 10 medical
schools when they were in their resi-
dency, reported that 68.4% of the wom-
en and 14.2% of the men had experienced
sexual harassment or discrimination at
some point during their internship
year.14

How do these experiences affect resi-
dents’ perceptions of their learning en-
vironment and their perceived satisfac-
tion with their internship year? In
retrospect, most physicians recall their
internship year as a valuable and excit-
ing time, a defining experience in their
quest for professional competence and
identity.2 The source of these positive re-
actions appears to hinge on the enor-
mous gain in knowledge and skills, as well
as the relationships residents are able to
develop with colleagues and attending
faculty. In an examination of first-year
residency stress, Badger et al15 found
strong positive correlations between the
mood of residents and their perceptions
of the faculty’s commitment to teaching,
availability, and sensitivity to their prob-
lems. An interested, accessible faculty
represents a reward for a resident’s ef-
fort, as well as an antidote to the pres-
sures of the internship year.

Unfortunately, the pressures felt by
residents are usually underestimated by
othermembersofthemedicalcommunity.
Urbach et al16 concluded that members of
the medical hierarchy are likely to mini-
mizetheprevalenceofserioushouse-staff
distress, and that the degree to which the
prevalence is underestimated increases
as one moves up the hierarchy.

These reports are suggestive, even
provocative, but provide no broad por-
trait of how residents actually perceive
their internship year. Continuing the
series of surveys assessing residency
hours and working conditions conducted
by the American Medical Association in
1983 and 1987,3 the current study was
undertaken to provide a description of
the internshiporfirst-yearresidencyex-
perience from the viewpoint of residents
who had just completed their first post-

graduate year. What and who do resi-
dents say contributes most to their
learning? What accounts for their over-
all satisfaction with their experience?
How much mistreatment and sexual ha-
rassmentdoresidentsreport?Whatrec-
ommendations can be made to enhance
the residency experience?

METHODS
Survey Instrument

The survey instrument used in this
study was based on an earlier question-
naire examining medical student’s per-
ceptions of their educational experi-
ence.11 Some of the previous questions
were used, others were revised, and new
ones were added, resulting in a 13-page
questionnaire. Along with basic demo-
graphic information, second-year resi-
dents were asked to think about their
justcompleted internshipyearandtoan-
swer questions concerning their general
satisfaction with their internship expe-
rience, on-call and sleep schedules, inci-
dents of perceived mistreatment or
abuse, observations of unethical behav-
ior on the part of others, and experiences
with harassment or discrimination.

Based on previous work, incidents of
perceived mistreatment included being
publicly belittled or humiliated, experi-
encingsexualandracialharassmentordis-
crimination, being assigned tasks for pun-
ishment rather than for learning,
receiving threats to one’s career, and
physicalabuse.11 Incidentsofobservedun-
ethical conduct includedfalsificationofpa-
tient records, mistreatment of patients,
observing others working in an impaired
condition, and having others take credit
for one’s own work. Respondents were
asked to indicate their answers using the
following 4-point scale: 0 indicates never;
1, rarely (1-2 times); 2, sometimes (3-4
times);and4,often(5ormoretimes).Resi-
dents were also asked to identify the
sourceofthereportedmistreatmentorun-
ethical conduct: medical students, resi-
dents at the same level, residents at a
higher level, attending faculty, nurses, or
patients. At the end of the survey, resi-
dents could write comments and more de-
tailed descriptions of any incidents or
events.

Sample
A simple, random, 10% sample

(N=1773) of all second-year residents
was drawn from the American Medical
Association’s medical research and in-
formation database and asked to com-
ment on their internship year. The popu-
lation from which this sample was drawn
included all second-year residents from
every residency program in the United
States that answered the 1990 Survey of

Graduate Medical Education programs.
Responses to this survey were received
from 83% of residency programs.17

After pilot testing and revision, the fi-
nal questionnaire was mailed in January
1991 to all residents selected for the
sample, along with a letter of explana-
tion, a return envelope, and a postcard
with the resident’s name and address
typed on it. The month of January was
selected to begin the survey because it
was the earliest that the names of resi-
dents could be obtained from the medi-
cal research and information database.
Responses to this survey were anony-
mous. Residents were asked to return the
postcard and the envelope containing the
completed questionnaire separately. This
enabledthe investigatorsto identifythose
subjects who had responded to the ques-
tionnaire, while maintaining their ano-
nymity. Residents were also instructed
to return the postcard if they declined to
participate. All members of the sample
who did not return the postcard were
mailed a follow-up survey package on 2
subsequent occasions. As a final step, ef-
forts were made to contact nonrespond-
ing residents by telephone.

The resulting data were analyzed us-
ing standard statistical packages to de-
rive general frequencies and cross-tabu-
lations.Correlatesofoverall satisfaction
with residency experience were defined
by using Pearson correlations and step-
wise regression techniques.

RESULTS
Response Rate

The final number of surveys returned
was 1277, a 72% response rate, of which
1274 contained complete information.
With the exception of a modest overre-
porting of graduates from United States
LiaisonCommitteeonMedicalEducation
(US-LCME) accredited medical schools
and nonminority residents, the sample
demonstrated a close approximation of
the specialty distribution for that year.17

How Do Residents Say They Learn?
Residents were asked to rate the de-

gree to which a number of factors con-
tributed to their learning experience us-
ing a 4-point scale (0 [not at all] to 3 [a
great deal]). Residents reported (Fig-
ure) that the highest contribution to
their learningcamefromotherresidents
(2.3), with special patients ranked sec-
ond (2.1). Attending physicians, patient
rounds, and reading were all tied at
about 2.0. Medical students (0.9) and
educational leave (0.5) were rated lower.

Time spent with attending physicians
averaged about 2.49 hours a day, but
showed wide variations within the sample
(SD, 2.3 hours). Approximately 30% of the
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respondents reported spending 1 hour or
less per day with an attending physician,
while 19% claimed 3 or more hours. Men
and women reported about the same
amount of time each day with attending
physicians (2.5 vs 2.4 hours, respec-
tively).Timewithattendingphysiciansper
dayvariedbyspecialty(P<.001),withresi-
dents in surgery (3.1 hours), family prac-
tice (3.0 hours), and hospital support spe-
cialties, which include the departments of
radiology, pathology, and physical reha-
bilitation (3.0 hours), reporting the most
time,whiletransitional-yearresidents(2.3
hours) and residents in psychiatry (1.9
hours) averaged the least.

Satisfaction With the First Year
of Residency

Overall, respondents reported a mod-
erate level of satisfaction with their first
year of residency, with an average rat-
ing of 4.56 (good) on a scale of 1 (poor) to
7 (excellent) (SD, 1.28). Approximately
24% of the respondents reported ratings
of 5 or above, while just under 20% noted
ratings of 3 or below. Looking at satis-
faction with specific aspects of the in-
ternship year, residents seem most sat-
isfied with what they learned (4.8) and
their relationships within the hospital
(4.8). Residents’ relationships with their
own friends and family outside of the
hospital (3.9) and personnel support ser-
vices (3.6) were rated as the least satis-
fying aspects of the experience. Once
again, there was substantial variation
across the sample. Residents in the 3 pri-
mary care specialties expressed the
most overall satisfaction with their first
postgraduate year experience (4.6-4.7),
while those in psychiatry were least sat-
isfied(4.2) (one-wayanalysisofvariance,

P,.01).Menreportedsignificantlymore
overall satisfaction (4.6) than did women
(4.4) (Student t test, P,.001). Gender
differences were most pronounced in
family practice and surgery.

Sleep Deprivation
Asked how frequently they had expe-

rienced sleep deprivation during their
first year, residents gave a modal re-
sponse of 3 on a scale of 0 (never) to 4
(almost daily). Over 10% indicated that
sleep deprivation was an almost daily oc-
currence. Residents reported an aver-
age of 37.6 hours (SD, 9.88) as the largest
number of hours without sleep during
their first postgraduate year. During a
typical work week, residents reported
that they spent an average of 56.9 hours
on call in the hospital, although here
again there were wide variations in re-
sponse (SD, 30.19). Roughly 25% of the
residents reported being on call in the
hospital over 80 hours per week, while
anequalnumberwereoncall less than35
hours per week. Only 15.2% of the
sample claimed to have been on call out-
side of the hospital. As expected, resi-
dents in surgery reported the highest
average hours on call (72.5 hours), while
psychiatry (37.3 hours) and hospital sup-
portspecialties (36.2hours)residentsre-
ported the lowest (one-way analysis of
variance, P,.001).

Types of Perceived Mistreatment
Overall, 1185 residents, or 93% of the

sample, reported at least 1 experience of

perceived mistreatment during the in-
ternship year (Table 1). Of the specific
types reported, the highest percentage
was recorded for public humiliation or
belittlement. Residents also indicated
that this was the most distressing type
of mistreatment. Physical abuse—being
slapped,pushed,kicked,orhit—was less
prevalent and occurred mostly at the
hands of patients. Sources of perceived
mistreatment correspond to the medical
hierarchy, with attending faculty and
residents at a higher level cited most of-
ten, followed by nurses and patients.

While simplifying data presentation,
overall statistics stated in terms of “at
least once” give little indication of the
frequency of these experiences and can
be misleading if mistreatment is re-
ported as a single-time event. To pro-
vide a more conservative metric, the
third column of Table 1 presents the per-
centage of the respondents indicating
that they experienced each type of mis-
treatment on more than 3 occasions (a
combination of the sometimes and often
response categories). Using this crite-
rion, 53% of respondents reported that
they were belittled or humiliated by
more senior residents, while just over
21% reported someone taking credit for
their work. Being given “tasks for
punishment,” “being slapped, pushed,
kicked or hit,” and having someone
“threatening your reputation or career”
were reported as a more frequent occur-
rence by over 10% of the responding
residents.

Other Residents

Lectures and/or
Grand Rounds

Seminars and Small
Groups

Medical Students

1

Educational Leave

Special Patients

Patient Rounds

Attending Physicians

Reading

2.4

1.7

1.6

0.9

0.5

2.1

2.0

2.0

2.0

30
A Great DealNot at All

2

Contributions to Learning

Second-year residents’ ratings of what contributed
to their learning during an internship year.

Table 1.—Residents Reporting Some Perceived Mistreatment

Mistreatment

Residents (N = 1274), %

At Least Once $3 Times

Frequency SE Frequency SE

Experienced yourself
Belittle or humiliate 86.4 0.96 53.1 1.40

Take credit for your work 50.1 1.40 21.4 1.15

Tasks for punishment 39.8 1.37 16.3 1.03

Slap, push, kick, or hit 38.5 1.36 12.9 0.94

Sexual harassment 30.4 1.29 15.9 1.02

Threaten reputation or career 31.6 1.30 11.9 0.91

Racial and/or ethnic discrimination 25.4 1.22 12.0 0.91

Observed others
Falsifying patient records 45.8 1.40 19.1 1.10

Mistreating patients 70.4 1.28 38.5 1.36

Working in impaired condition 69.6 1.29 44.3 1.39

Source*
Medical students 24.0 1.20 5.8 0.65

Residents at same level 43.5 1.39 14.4 0.98

Residents at higher level 77.3 1.17 41.5 1.38

Attending faculty 80.8 1.10 43.6 1.39

Nurses 61.5 1.36 32.4 1.31

Patients 63.3 1.35 30.1 1.29

Total reporting some mistreatment 93.0† 0.71 62.9‡ 1.35

*Includes reports for “experienced yourself” only.
†Residents reporting at least 1 instance of perceived mistreatment from any source during the first postgraduate year.
‡Residents reporting 3 or more instances of perceived mistreatment from any source during the first postgraduate

year.
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Observations of Unprofessional
and Unethical Conduct

Over 45% of the respondents reported
having personally observed other per-
sons falsifying medical records on at
least 1 occasion, with just under 20%
characterizing this as more than a rare
event. Nurses, followed by fellow resi-
dents, were cited most frequently as en-
gaging in this falsification.

Almost three quarters of all respon-
dents reported having observed what
they considered to be mistreatment of
patients by other residents, attending
faculty, and nurses on at least 1 occasion,
with almost 40% characterizing this as a
morefrequentevent.Hereagain,nurses
were the group most often cited, with
over 30% of residents saying they had
seen this behavior on more than 1 occa-
sion. Marginal comments by respon-
dents, some quite lengthy, described ex-
amples of this type of mistreatment
ranging from not fully informing a pa-
tient prior to a procedure, to using co-
matose patients to demonstrate deep-
pain reflexes to students.

Overall, 70% of the residents reported
having personally observed a colleague
working in an impaired condition. Most
often these colleagues were other resi-
dents at either the same or at a higher
level. Over 14% of respondents said that
this happened often (5 or more times).
Lack of sleep (56.9%) was by far the most
prominent cause for observations of im-
paired behavior among others, followed
byworkingtoohurriedly (40.1%), incom-
petence(37.0%),andemotionalproblems
(36.8%). Alcohol use as a reason for im-
pairment was reported by less than 15%
of respondents, while prescription drug
abuse and illegal drug use were cited by
only 5.0%.

Sexual Harassment
Overall, 30% of the residents reported

having experienced at least 1 episode
thattheyconsideredtobesexualharass-
ment or discrimination during their first
year of training (Table 1). Women
(63.0%) claimed to have experienced
such events significantly more fre-
quently than did men (15.3%) (Student t
test, P,.001). For women residents, the
most frequent sources of such behavior
included attending faculty, patients, and
residents at a higher level, in that order.
Nurses, patients, and faculty were more
frequently implicated by reporting men.
For women, such harassment or dis-
crimination was most commonly re-
ported as sexual slurs or comments
(35.8%), followed by favoritism (23.7%),
sexual advances (16.4%), denied oppor-
tunities (15.9%), and poor evaluations
(13.1%). The exchange of rewards for

sexual favors was rare (1.5%). For wom-
en, reports of sexual harassment or dis-
crimination also varied by specialty,
with the highest prevalence being re-
ported in the transitional year (81.5%)
and in the specialty of surgery (80.7%).
The lowest percentages were recorded
for the hospital support specialties
(58.3%) and pediatrics (47.8%).

Correlates of Satisfaction With
the First Year of Residency

Pearson correlation coefficients com-
paring overall satisfaction with the first-
year residency experience reveal statis-
tically significant positive relationships
(P,.001) with the degree to which at-
tending physicians (+.46), patient rounds
(+.25), lectures(+.27),andseminars(+.27)
contributedtothe interns’ learning.Note
that, although residents say that they
learn the most from their peers (Figure),
it iscontactwiththeattendingphysicians
that is most predictive of satisfaction.
Statisticallysignificantnegativerelation-
ships (P,.001) were found between lev-
els of reported mistreatment and satis-
faction ratings, age of respondent (−.15,
older residents were less satisfied), and
frequencyofsleepdeprivation(−.20).The
strongest negative correlations were
found with reports of being belittled or
humiliated (−.30), being assigned tasks
for punishment (−.29), and threats to the
resident’s career (−.27).

To assess the joint impact of these fac-
tors, all were entered into a stepwise re-
gression analysis designed to maximize
prediction of overall satisfaction ratings.
The resulting model, including only those
factors significant at the .01 level, has an
R2 of .36 and is displayed in Table 2. This
model includes11separatevariables.Set-
ting aside the tendency for older resi-
dents to report less satisfaction, the re-
maining 10 variables can be grouped into
2 clusters: positive factors of the resi-
dency experience that are seen as en-
hancing learning (attending physician,
patient rounds, seminars, other resi-
dents, and medical students) and nega-
tive factors (experiences of belittlement
and humiliation, threats to the resident’s
career, being assigned tasks for punish-
ment, and frequency of sleep depriva-
tion). Respondents who reported having
hadmoreassistanceinlearningandfewer
instances of mistreatment at the resi-
dency site report more overall satisfac-
tion with their residency experience.

An examination of a plot of the residu-
als from this model against overall satis-
faction rating shows no obvious outliers
and no indication of heteroscedasticity,
implying that the derived model predicts
equally well across all levels of satisfac-
tion. A comparison of residuals across
medical specialties suggests that the

model is most effective in predicting sat-
isfaction for internal medicine, family
practice,andthehospitalsupportspecial-
ties, and is least effective in predicting
satisfaction for residents in psychiatry.

COMMENT
The data reported here constitute the

first national sampling of residents’ self-
reports of their experiences during, and
satisfaction with, their internship year.
Overall, they reveal a moderate level of
satisfactionwiththeir learningandwork
experience, but with substantial varia-
tion across both individuals and special-
ties. Nearly 20% of respondents rated
their experiences as less than satisfac-
tory. Almost all of the first postgraduate
year residents reported that they per-
sonally had experienced at least 1 inci-
dent of mistreatment or sexual harass-
ment, most commonly verbal attacks,
and mainly from those in positions of au-
thority. They also reported a substantial
number of personal observations of fal-
sification of medical records, mistreat-
ment of patients, others taking credit for
their work, and colleagues working in an
impaired condition. Statistical analyses
suggestthatoverall satisfactionwiththe
internship year is the result of the de-
gree to which sources of learning are
available and perceived mistreatment is
minimized. Supporting the validity of
these findings is the large size and dis-
tribution of the sample, as well as the
relatively high response rate from this
busy group of subjects.

These data have their limitations.
First, residents’ responses are self-re-
ports, not controlled observations of be-
havior. The self-serving biases of this

Table 2.—Regression Model for Predicting Reported
Overall Satisfaction With First Postgraduate Year

Variable in Regression Equation * b†
P

Value

Demographic factors
Age of resident −.059 ,.01

Positive factors
Degree to which variable

contributed to learning
Attending physicians 1.318 ,.001

Patient rounds 1.104 ,.001

Seminars 1.118 ,.001

Other residents 1.113 ,.001

Medical students 1.068 ,.005

Average time per week with
attending physicians

1.091 ,.001

Negative factors
Belittlement or humiliation −.156 ,.001

Threats to residents’ career −.059 ,.003

Being assigned tasks for
punishment

−.080 ,.01

Frequency of sleep deprivation −.063 ,.001

*Variables selected by stepwise regression. Presented
bs computed by ordinary least squares regression with all
variables entered simultaneously. Model’s R 2 = 0.36.

†A positive b indicates a proportional relationship; a
negative b indicates an inverse relationship.
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type of retrospective report are well
known. The high rates of perceived mis-
treatment reported by this sample may
suggest that rather than reporting on
mistreatment as such, residents were
using the questionnaire to express
grievances far beyond the intended
scope of the questions asked. Viewed in
this manner, these data are not an indi-
cation of how residents are treated, but
are more of a gauge of residents’ general
level of satisfaction or dissatisfaction
with their experience.

On the other hand, the responses on
this survey do represent the residents’
perceptionsand,assuch,constitutetheir
experiences. To quote Thomas and
Znaniecki,18 “That which we believe to
be real is real in its consequences.”
Whether mistreatment is actual or
merely perceived, the relatively high
level of reported negative experiences is
significant in and of itself. We take these
perceptions as reported by our resident
respondents as real. The reasons for
these reported perceptions are beyond
the scope of this type of cross-sectional
survey. Other than personal interviews,
it is difficult to conceive of any other
methodofsecuringresidents’ responses,
especially from such a large sample.

Second, some time has passed since
these data were collected. However, al-
though the past few years have seen in-
creased discussion regarding resident
working conditions, little published evi-
dence exists to show that the residency
experience in the United States has sub-
stantially changed. Certainly, residents
continue to voice their concerns about
working conditions within their profes-
sional organizations. In addition, 2 Ca-
nadian studies, reporting data collected
in 1993 and 1994, found that residents
reported experiences of discrimination
and abuse at rates similar to those in our
data.19,20 If the experience of residents in
Canada is any parallel, the issues we re-
port here continue to be a part of resi-
dents’ perceptions.

The findings of this study bear a re-
markable similarity to the results re-
ported in our earlier study of perceived
mistreatment among medical stu-
dents.11 With the exception of lower over-
all reports of sexual harassment, most of
the figures are within 1 or 2 percentage
points of those reported by senior medi-
cal students. We find this level of consis-
tency remarkable. Clearly, medical stu-
dents do not come to perceive their
environment as more benign with the
transition into residency. Since the resi-
dents in the sample came from many dif-
ferent programs in many parts of the
country, the levels of reported mistreat-
ment and sexual harassment appear to
be a relative constant. The perception

that some level of mistreatment is a part
of residency training is widespread and
must be regarded as the norm rather than
the exception.

The first year of residency is a time for
learning as well as service, and respon-
dents report that a wide variety of fac-
tors, both formal and informal, contrib-
utetotheir learningexperience.Although
time with attending physicians and for-
mal instruction constitute the basic insti-
tutional structure of their ongoing train-
ing, residents perceive that much of what
they learn during their internship comes
from their peers and special patients
rather than in more formal instructional
settings.

The reports of experiences of sexual
harassment and discrimination expand
our picture of these behaviors, corrobo-
rating the more limited studies of the
past.9-14 A sizable proportion of female
residents,andevensomemaleresidents,
report experiences of harassment and
mistreatment tied to their gender. Most
of this is linked to verbally expressed
attitudes of others and appears to fall
short of what is legally actionable. Still,
the elevated prevalence of such behav-
iors at a time when women constitute an
ever increasing proportion of physicians
is cause for concern.

The surprisingly high figures of ob-
servations of colleagues engaging in
questionable ethical or professional be-
haviororworking in impairedconditions
highlights an added layer of tension
faced by new residents. The level of mis-
conduct, reported by participants who
are in the best position to know, is dis-
turbing. We hasten to add that the data
do not say that all or even most hospital
personnel engage in the types of conduct
cited. On the other hand, they are per-
vasive enough within the experience of
the residents in this survey to merit
closer scrutiny.

The reports of these residents sug-
gest that current efforts to combat phy-
sician impairment may be misplaced in
emphasis. While the predominant view,
and most intervention programs, hold
that substance abuse is the major cul-
prit, these data strongly suggest that
sleep deprivation, working too hur-
riedly, emotional problems, and incom-
petence account for the bulk of the inci-
dents cited. The silver lining here is that
all 4 of these reasons are potentially re-
mediable.

While this survey allows for generali-
zations about residency experiences
across the country, it also highlights the
wide variability in those experiences.
Consistent with the literature, surgery
and obstetrics/gynecology consistently
demanded the most time and effort from
their residents, as well as reporting the

highest levels of sexual harassment, dis-
crimination, and other types of per-
ceived mistreatment. To balance this,
however, timewithattendingphysicians
was among the highest for surgery and
obstetrics/gynecology when compared
with the other medical specialties.
Alongside differences across special-
ties, it is also important to note that even
within specialties there is considerable
variation. What is true for any 1 resi-
dency program cannot be said to be true
for all.

Using data from all specialties, our
analyses examining factors that predict
satisfaction with the first year of resi-
dency suggest that satisfaction is, at
least in part, the result of a simple ratio:
maximizing learning while minimizing
perceived mistreatment. Anything that
enhances residents’ sense of learning
magnifies the positive benefits of their
situation.21 At the same time, anything
that decreases a sense of being mis-
treated will lessen the felt burden of the
experience. Satisfaction with residency
is the result of the ratio between positive
learningandnegativeworkexperiences:
a reward-punishment ratio. If the learn-
ing is high enough, residents are willing
to tolerate a certain amount of discom-
fort, whether stemming from the educa-
tional environment in general or from
specific individuals within it.22 However,
if the level of discomfort is too high or the
amount learned declines, frustration
rises and satisfaction wanes.

Our data indicate that some medical
specialties demand more time and effort
and appear on the surface to provide less
emotionally supportive environments.
Yet, in spite of these apparent depriva-
tions, reported satisfaction is not notably
lower when compared with other special-
ties. The notion of a trade-off between
learningandperceptionsofmistreatment
helps to explain this seeming paradox. If
residents feel mistreated during their
contact with their superiors, but feel that
they learn from this contact, they may
well discount the short-term negatives of
theexperienceandfocusonthelong-term
benefitsoftheeducationtheyreceive.We
suspect, but have no data to support, that
for some specialties, increased time with
attendingphysiciansandtheopportunity
to learnfromresidentcolleaguesandspe-
cial patients offsets the greater demands
of training in these specialties. Although
the residents in this survey reported
learning the most from their fellow resi-
dents, it is possible that they may value
the education they receive from attend-
ing physicians more.21,22 New Medicare
regulations governing billing practices in
the clinical teaching environment may
serve indirectlyto increasetheamountof
contact time between residents and at-
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tending physicians and thereby increase
overall resident satisfaction.

This is not to suggest that residents’
feelings of being mistreated should sim-
ply be ignored. Satisfaction can be en-
hanced by either a perceived increase in
learning or a reduction in perceived mis-
treatment of all types. Residency direc-
tors who wish to improve the felt satis-
faction among the resident population
should consider a 2-pronged approach.
First, they should strive to increase the
learning opportunities for residents.
This can be accomplished by a combina-
tion of things: increasing the accessibil-
ity of residents to attending faculty, fa-
cilitating contacts among residents, or
providing time for independent reading.
Second, residency directors must make
clear the standards of conduct for all pro-
fessional personnel and intervene when
conduct falls short of these standards.
Although the discomforts of residency
cannot be eliminated, a conscious effort

at reducing the intern’s sense of being
mistreated should enhance residents’
satisfactions.

Despite the discomforts noted here
and in the literature, the first year of
graduate medical education appears to
provide a moderately satisfying learn-
ing and working experience for the large
majority of residents. In this sense, the
data confirm the memory of most physi-
cians. The residency training experi-
ence does consistently produce physi-
cians with a high level of professional
commitment who provide quality pa-
tient care in spite of the pressures and
stresses.22 The system works for the
most part, but it is a system that exhibits
some signs of strain. Of particular con-
cern is what will happen to the role of the
attending faculty in the future. Faced
with the increasing burdens of account-
ability that come with medical service
plans and managed care capitation ar-
rangements, attending physicians may

well have less, not more time for their
teaching function over the coming years.
If this time diminishes too far, residents
are likely to feel deprived of learning—
the greatest reward of the training
years. In this context we fear that feel-
ing of mistreatment may rise and satis-
faction will suffer.

This research has described in detail
for the first time the experience of abuse
(we prefer the term perceived mistreat-
ment) in residents in the United States,
and has demonstrated its close similar-
ity to the pattern widely experienced by
medical students.Theratiobetweenthis
perceived mistreatment and the educa-
tion acquired by residents is the crucial
underpinning to residents’ satisfaction.
It is our hope that these findings will
encourageresidencyreviewcommittees
and individual program directors to take
steps to meet the concerns expressed
and to improve the learning and working
environment of residents.
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