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Abstract

Introduction Sexual harassment is a form of power abuse prevalent in healthcare, with medical students experiencing
it frequently, especially in practical training. A high proportion of medical students in Germany experience harassment
or discrimination during their education, yet detailed data on their perceptions and coping strategies in the clinical
environment are lacking.

Aim This study aims to analyze the experiences of final-year medical students in Germany with sexual harassment,
identify factors that hinder or support coping, and offer recommendations for preventive measures and support
services.

Methods We conducted semi-structured, guideline-based individual interviews with medical students in their final
year of medical training at the University Hospital Augsburg (UKA) who reported a history of sexual harassment
during their studies. We analyzed the data using Kuckartz's qualitative content analysis method.

Results We conducted twelve interviews with ten female and two male medical students. Our analysis revealed five
interrelated themes illustrating how experiences of gender-based discrimination and sexual harassment intersect
with processes of professional identity formation within hierarchical medical training environments. First, participants
described a spectrum of gendered boundary violations occurring in both educational and clinical relationships.
These experiences were shaped by the specific relational context and involved supervisors within hierarchical training
structures and patients within therapeutic encounters. Second, such incidents were closely intertwined with students’
emerging professional identities, often generating uncertainty in interpretation and tension between maintaining
professional conduct and protecting personal boundaries. Third, rigid hierarchies and cultural normalization within
medical training environments reinforced silence and limited students’ willingness to challenge inappropriate
behavior. Consequently, students often adopted adaptive strategies characterized by restraint, minimization, or
strategic silence. Finally, participants articulated the need for institutional structures, cultural change and practical
skills to enable them to set professional boundaries with confidence.
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Conclusion Students'narratives reflect a dynamic interplay between gendered boundary violations, role insecurity,
hierarchical dependency, constrained agency, and perceived gaps in institutional support. Sustainable prevention
of SH in medical education requires both structural reforms and educational programs to enhance individual

competencies.

Keywords Sexual Harassment, Gender-Based Discrimination, Professional Identity Formation, Medical Education,
Medical Studies, Students, Final Year, Undergraduate Education, Workplace Violence, Interview Study

Introduction

Sexual harassment (SH), as defined by the German
General Act on Equal Treatment (Allgemeines Gleich-
behandlungsgesetz — AGG), includes any unwanted,
boundary-violating, or degrading sexualized behavior
and may be physical, verbal, or non-verbal in nature
[1]. It constitutes a specific form of power abuse, par-
ticularly in the workplace [1]. Closely related, gender-
based discrimination (GBD) refers to the systematic
disadvantage or devaluation of individuals based on
their gender [1]. While SH is often conceptualized
as a specific form of GBD, not all gender discrimina-
tion involves sexualized behavior. Both phenomena
are rooted in structural gender inequalities and power
asymmetries, yet they differ in manifestation and legal
framing.

SH is a widespread workplace issue. According to the
2022 report of the German Federal Anti-Discrimination
Agency, 9% of employees (13% of women and 5% of
men) experienced SH within three years [2]. Healthcare
workers are particularly affected. While misconduct by
patients is often normalized as a “professional risk” [2],
harassment by co-workers and supervisors within hierar-
chical workplace structures poses additional challenges
[3].

In medical education, international studies report
that up to one-third of students experience SH and over
half face GBD [4, 5]. Similar rates have been observed
in Germany, where approximately 50% of medical stu-
dents experienced harassment or discrimination [6-9].
National data further suggest increasing prevalence dur-
ing clinical training, with 67% of final-year students (75%
of women) reporting at least one incident [10]. Among
physicians, 74.2% of women and 51.2% of men reported
workplace harassment in a 2022 multi-center study [11].

Previous research demonstrates that SH in medi-
cal school is associated with substantial adverse men-
tal health and academic consequences. Students who
experienced SH report higher levels of depression and
post-traumatic stress symptoms, greater stress, suicidal
ideation, substance use, and burnout, as well as increased
likelihood of seeking mental health care [12—14]. More-
over, SH is linked to reduced academic engagement,
lower institutional and career satisfaction, and percep-
tions of limited faculty support [13, 14].

Despite its high prevalence, evidence-based guidance
for addressing SH in medical education remains scarce.
This qualitative study explores how final-year medical
students experience, interpret, and respond to harass-
ment during their training. We aim to identify types of
harassment, their impact, and the personal and struc-
tural factors shaping students’ reactions and percep-
tions of institutional support. Based on these insights, we
propose recommendations for prevention and support
within medical faculties and teaching hospitals.

Methods

We conducted this qualitative study with final year medi-
cal students at the University Hospital Augsburg (UKA),
using semi-structured, guideline-based interviews
to explore their experiences with SH during medical
training.

Sample description and recruitment

We selected participants using purposeful sampling [15],
targeting final-year medical students at UKA who had
experienced SH during clinical training. As UKA hosted
students from medical schools across Germany, this
setting enabled maximum variation sampling [16]. We
recruited participants via email, posters at the hospital,
and direct contact during orientation events; interviews
were scheduled after initial contact. The final sample size
was guided by data saturation, defined as the point at
which no new codes or themes emerged from successive
interviews.

Development of the interview guide

SD developed the semi-structured interview guide based
on relevant literature on SH in workplace and health-
care settings [3, 4, 6, 7, 13, 17-24], and theories of pro-
fessional identity formation in medical students [25, 26].
The design followed Helfferich’s 4-step SPSS method
[27], ensuring theoretical grounding and coherence, and
incorporated Przyborski and Wohlrab-Saar’s principles
of “Openness,” “Specificity, and “Contextualization and
Relevance” [28]. A pilot interview tested clarity and
structure; its data were excluded from analysis. A brief
demographic questionnaire captured participants’ age,
gender, previous work experience, and cultural back-
ground. The final interview guide and questionnaire are
available in Supplement 1.
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Interview process

SD, a female pediatric surgeon, who had no supervisory
relationship with participants, conducted the interviews
in a neutral setting outside the clinical environment. Par-
ticipants received verbal and written information about
the study and provided informed consent. After complet-
ing a demographic questionnaire, they received a written
definition of SH (based on the General Equal Treatment
Act, AGG) with illustrative examples (Supplement 1).
Interviews began with the open question “Have you
ever experienced sexual harassment during your medi-
cal studies? Can you tell me about it?” to stimulate sto-
rytelling. Follow-up questions were used for clarification
or elaboration as needed (Supplement 1). If participants
answered “no,” the interview was concluded.

Data analysis

We audio-recorded the interviews and pseudonymized
and transcribed verbatim by an external service provider
in accordance with data protection regulations. We ana-
lyzed the transcripts using MAXQDA Plus 24 (VERBI
GmbH, Berlin), following Kuckartz’s structured content
analysis approach [29, 30]. Categories were developed
deductively based on literature and inductively from the
data. For instance, emotions related to SH were derived
from existing research on interpersonal violence and
refined through textual analysis. SD conducted the ini-
tial coding, defining main and subcategories, which
were reviewed and discussed with AH, IH, IW, and MK
to ensure methodological rigor. IH, IW, and MK inde-
pendently coded one interview excerpt to establish con-
sensus and enhance intercoder reliability [31]. The final
coding framework was validated across the entire data-
set. The study adhered to COREQ-32 guidelines [32]
and established quality criteria for qualitative research,
including transparency, intersubjectivity, and compre-
hensiveness [33].

Results

We conducted twelve interviews between August and
November 2023 with ten female and two male final-
year medical students. Saturation was reached after ten
interviews, as no new categories emerged. Two addi-
tional interviews were conducted to confirm thematic
completeness and ensure representational depth. Partici-
pants had a mean age of 25.6 years (median =25; range:
24-27; SD=1.0). All participants were German, four of
them reported prior medical experience. Interviews aver-
aged 16.0 min (mean = 14.6; range = 10.4-26.4; SD =4.41).
Those with male participants were shorter (mean=11.0;
SD=0.79) than with female participants (mean=17.1;
SD =4.10). All female students reported personal expe-
riences of SH, while the two male students described
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witnessing but not experiencing it themselves. Our anal-
ysis revealed five interconnected dimensions:

Theme 1: gendered and sexualized boundary violations
Students described a wide spectrum of SH and GBD
occurring across clinical and educational settings
(Table 1). These ranged from subtle forms of gendered
devaluation—such as diminutive forms of address, con-
descending remarks, stereotypical assumptions about
career aspirations or motherhood, or being mistaken for
nurses—to structural disadvantages, including reduced
access to teaching opportunities or gendered expecta-
tions regarding career choices. Students also reported the
reinforcement of gender stereotypes through jokes, sex-
ist remarks, and comments about women’s roles, as well
as objectifying comments about appearance. In addition,
participants described more explicit forms of harass-
ment, including verbal, physical, and digital misconduct.
These included inappropriate touching, sexually explicit
remarks, intrusive questions about private life, unsolic-
ited digital contact, and unwanted advances by supervi-
sors. Students also described situations in which initially
professional interactions—such as clinical procedures
or teaching encounters—were subsequently reframed in
a sexualized manner. Participants emphasized that such
reinterpretations were particularly disturbing because
they transformed clinically focused interactions into per-
sonally exposing situations.

These incidents occurred across all stages of medi-
cal training and were embedded in routine educational
settings, including ward rounds, operating rooms, and
classroom teaching. Both female and male students iden-
tified patients as perpetrators, while harassment by phy-
sicians was reported exclusively by female participants
and most frequently involved residents or senior physi-
cians. Students described both their own experiences and
observations of others being subjected to harassment or
discrimination.

Theme 2: role insecurity & interpretive ambivalence
Participants reflected on how such situations aligned
or conflicted with their understanding of themselves as
future physicians (Table 2). A central element of these
reflections was uncertainty and interpretive ambivalence.
Students often questioned whether a boundary had
truly been crossed, whether intent had been misread, or
whether they were “overreacting’. Ambiguity regarding
perpetrators’ motives, particularly in patient interactions,
and the normalization of certain behaviors within clini-
cal culture complicated the interpretation of incidents as
harassment.

Several participants also found it difficult to identify
themselves as “victims’, especially when incidents did not
involve physical contact. Experiences were frequently
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Table 1 Gendered and sexualized boundary violations
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Subcode

Content

Quote

Academic/Professional
Discrimination Based
on Gender

Denial of teaching, preference for men, disadvantage
for women, verbal or structural discrimination due
to potential or existing motherhood, lack of support,

“The doctor was standing at the operating table and [...] refused to
let her come to the table because she was a woman, because she was
female!” (P6)

discouragement from certain specialties
Infantilization (pet names, use of first-name),
disrespectful treatment, insulting or humiliating
comments

Degrading Treatment
Based on Gender

Reproduction of Gen-

der Stereotypes typical comments, gender-related jokes

Objectification Portrayal as objects, gender-related comments,
reduction to gender or appearance

Misinterpretation of Addressing female doctors/students as nurses,
Professional Role due

to Gender person

Physical Harassment Inappropriate touching, “seemingly accidental”
touching

Direct Verbal Sexually explicit or offensive statements, inappropri-

Harassment ate questions or comments about private life

Digital Harassment Harassment through phone calls, messages, on
social media

Invitations to private meetings, asking for phone
numbers, intrusive behavior

Sexualized reinterpretation of clinical or teaching
situations

Unwelcome Advances

Sexualization

Stage of Medical
Training and Learning
Environment

Nursing internship, clerkship, final year, voluntary
social year, examination course, bedside teaching,
operating room, ward round, clinical work with
patients, theoretical teaching

Patients, senior physicians, consultants, residents,
fellow students

Perpetrators and Af-
fected Individuals

Emphasis on and evaluation of gender roles, stereo-

communicating with the male instead of the female

"Are you sure you want to go into surgery as a woman?” (P3)

,I've been called things like darling, bunny or little mouse by surgeons or
other senior physicians.” (P12)

“You see, surgery is as simple as cooking. But of course, you're not sup-
posed to say that to women these days. You always have to be careful
that no one feels offended.” (P5)

“Today, | have two pretty girls accompanying me in the operating room.”
(P5)

“Even during my nursing internship, | was already referred to as Doctor,
while women can be fully qualified physicians with a doctoral title and
still be addressed as ‘nurse.” (P4)

,In the emergency department, a young resident came up behind me and
placed both of his hands on my hips while | was inserting an IV line” (P12)
“Right on the very first day he asked me how | use contraception and
what matters to me about it. He also asked whether | have a boyfriend or
how things are going in my private life” (P7)

“The message on Facebook was very intrusive to my privacy because it
wasn't limited to the work situation.” (P8)

“"He suggested that | could come to his office sometime to have a coffee”
(P12)

"He [the resident] stood behind me to help me find the right position. |
didn't perceive it as uncomfortable at the time because we were focused
on the intubation. But then, another colleague of the doctor came along
and mockingly said, Oh, what are you doing? That looks naughty.” (P5)
“When | started with the local anesthesia, he kept saying things like
whether | enjoy causing men pain in my free time.” (P7)

“In the operating room, there was definitely a rather sexist atmosphere.”
(P9)

“When the other student was tired, he asked her if she had slept too much
with her boyfriend over the weekend.” (P9)

downplayed, and some students expressed relief at not
having encountered more severe forms of abuse. At the
same time, participation in the study itself prompted
some to reconsider previously normalized experiences.

Students also described tensions between professional
expectations and personal boundaries. Many felt pressure
to appear resilient and “not overly sensitive’, particularly
within hierarchical clinical environments. Some students
felt harassment or discrimination undermined their role
within the team. A strong desire to fit into existing social
and professional structures contributed to hesitation in
reacting to inappropriate behavior.

Students feared being perceived as overly sensitive
(“uptight”, “uncool”) or disruptive (“rebellious”, ‘a killjoy”)
if they challenged such conduct.

In patient interactions, empathy and professional
responsibility further complicated interpretation. Some
students felt reluctant to confront vulnerable patients,
while others worried that assertive reactions might

appear unprofessional or disrupt the therapeutic relation-
ship. Harassment by supervisors or senior physicians was
experienced as particularly challenging, as it undermined
students’ professional legitimacy and sense of belonging
within the clinical team. Overall, experiences of SH inter-
sected with role insecurity inherent in early professional
development.

Theme 3: hierarchical dependency & cultural normalization
Students’ experiences of SH and GBD were embedded
within hierarchical structures that shaped both percep-
tion and response (Table 3). Beyond formal hierarchy,
participants described a broader cultural normaliza-
tion of sexist remarks and gendered boundary violations
within hospital environments. Such behaviors were often
ignored by bystanders or reframed as harmless jokes,
particularly in hierarchical specialties such as surgery.
Some students reported adapting to these norms over
time, gradually shifting their own tolerance thresholds
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Table 2 Role insecurity & interpretive ambivalence
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Subcode Content Quote
Perceived Assessment of own affectedness, relief “When you presented the study during our final-year teaching session, | initially thought,
Affectedness at not being severely affected, guilt that ~ ‘Hmm, it doesn't really concern me![...] At first, | wouldn't have described myself as a victim.
others might be affected But then [ reconsidered the situation.” (P5)
"I gradually became aware that these were boundary violations | didn’t have to accept.” (P3).
Questioning Individuality of boundaries, sensitization,  “Maybe it was really just meant nicely, and I'm simply misinterpreting it (P6).

Misinter-pretation
of the behavior

Undervalued
Professional Role

Wish to fitin

Perspective-Tak-
ing and Empathy

Professionalism

uncertainty in assessing the incident,
gray area, lack of self-confidence, recog-
nizing the perpetrator’s intent

Perception in the professional role, feel-
ing not being taken seriously, position
within the treatment team

Perception of the person, conflict avoid-
ance, need for harmony, feeling the need
to explain oneself, putting own needs
aside

Pity for the perpetrator, sympathy, reflec-
tion on consequences for others, separa-
tion of behavior from the person
Responsibility for patients, understand-
ing of professional role

“Some of them were demented, so sometimes | couldn't really say for sure whether it was an
intentional act [...] or due to dementia.” (P3)

“I'find it really not so easy at first to understand when someone in the hospital context
crosses boundaries.” (P7)

“I' had the feeling that | was not seen as a doctor, but simply as a woman.” (P1)

‘I think we often project a certain sense of helplessness - at least | do.” (P11)

“It was the first time | operated with him, and then to immediately stand out as someone
who is seen as difficult - you do think about that” (P12)

“That general feeling of somehow being less valued [...] and of easily being seen as the
uptight or uncool person if you don't laugh along.” (P11)

"Poor guy! Sure, it's inappropriate, but somehow, | also felt sorry for him.” (P3)

“You don't want them to feel bad if | point out a boundary violation.” (P3)

“Because you are still in this physician role [....] you have to continue working with the
patient.” (P3)

"I think in the hospital, when dealing with patients, a certain level of professionalism is
expected, and you may not want to step away from that! (P11)

Table 3 Hierarchical dependency & cultural normalization

Subcode

Content

Quote

Social Norms

Organizational
Culture

Hierarchies and
Power Structures
Dependency
Dynamics in the

Societal perception of the issue

Normalization of experiences by the environment,
shifting of boundaries, adaptation to hospital culture,

male-dominated environment

Intimidation, aggressiveness of perpetrators, per-

ceived helplessness

Dependency of learners, disadvantages for learning
success in case of refusal, reprisals in examinations

Educational Context

Interactions and
Reactions of
Perpetrators

Structural
Constraints

Interpretation of the perpetrator’s emotions, conse-
quences following boundary setting, discrimination

“Ithink one reason | didn't say anything was because | knew from others that
it had happened to them as well and they hadn't done anything either” (P8)
“That is just how it is. He is a surgeon. That's just the type.” (P9)

"Afterwards, a female resident told me, "You shouldn't be surprised. He's the
only one | would allow to address me that way.” (P12)

“You can't do that. He'’s simply a big shot here.” (P12)

“Who am I'to say anything?” (P9)

"After | said that | wasn't allowed to go into the operating room at all for a
week." (P7)

“He’s the examiner for the state exam. .. That’s a real powerful position.” (P9)
“[ll was no longer allowed to join [the perpetrator] in the operating room or
accompany him to the patients.” (P7)

after rejection, unsuccessful attempts at setting

boundaries.

Workload, lack of contact points/support structures,
mistrust in the system, unfamiliar setting during

internship, lack of social connection

“Its not that doors are closed to the topic, but there’s simply no capacity.” (P2)
‘I honestly wouldn't know of a single hospital I've been to where | would
know whom to turn to in a situation like that” (P8)

“I could have told a nurse, but they probably couldn’t have done much
anyway." (P8).

and downplaying incidents to avoid being perceived as

overly sensitive.

Institutional conditions further limited responses.
High workloads, lack of support, and unclear reporting

As learners, students depended on supervisors for
teaching opportunities, evaluations, and future career
prospects. This dependency created structural vulner-
ability that limited their willingness to confront or report
inappropriate behavior, particularly when perpetrators
held positions of authority. Fear of academic repercus-
sions was grounded in concrete experiences, as some
participants described being excluded from learning
opportunities after attempting to set boundaries.

structures reduced the likelihood that incidents would be
addressed, and many students were unaware of available
reporting pathways or doubted their effectiveness.

Theme 4: adaptive silence & constrained agency

Students described strong emotional reactions to SH and
GBD, including anger, fear, disgust, shame, and feelings
of helplessness or insecurity (Table 4). While many par-
ticipants reported developing emotional distance over
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Table 4 Adaptive silence & constrained agency
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Subcode Content

Quote

Emotional Reactions
sense of exposure, discomfort, helplessnes
overwhelm, tolerance

Freezing, silence, ignoring, continuing as if
pened, smiling/laughing, emotional distan

Reactive Protection
Mechanisms

Distancing and Boundary-

Setting Strategies

Critical Evaluation of Lack of

Behavioral Reaction
ambivalence

Rationalization, Minimiza-
tion, and Suppression of the
Experience

situation, not using reporting mechanisms

Lack of Communication Skills

as Barrier to Action strategies

Anger, resentment, disgust, fear, shame, powerlessness,

Leaving the situation, verbally setting boundaries, solidarity
with others in the room, avoiding people or places

Anger about own behavior, self-blame, disappointment,
desire for self-assertion, expectation of own reaction,

Downplaying, justification, resignation, acceptance of the

Lack of knowledge, lack of preparation or communication

“Now I [...] feel uncomfortable for the next few hours or
s, shock, surprise,  the rest of the day.” (P2)
nothing hap-
ce

‘I was completely defenseless, totally startled, and couldn’t
say anything.” (P12)

“You're overwhelmed in the situation, and then you often
think you can just smile it off, swallow it, and carry on.” (P5)
“And then | [...] said, I'm leaving now,” and then | left the
room.” (P7)

"I thought it was disgusting, and | was angry with myself
that | did not say anything but just ignored it” (P11)

“It's actually embarrassing that one doesn't say anything in
a situation like that (P12)

“Well, it wasn't that bad, | wasn't touched or anything.” (P2)
“ljust didn’t want to deal with it” (P11)

“You think about it back and forth in your head and then
tell yourself, It wasn't that bad.” (P12).

“[...] because | wouldn't have known an appropriate reac-
tion that quickly.” (P8)

Table 5 Organizational strategies & skills for boundary-setting

Subcode Content

Quote

Low-threshold services, discussion with
near peers, transparent processes with clear
consequences

Institutional Support

Processing through
Informal Networks

Talking to trusted peers, exchange with friends

Codes of conduct, reduction of hierarchies, role
models, zero-tolerance policy, inclusive work
environment, solidarity

Sensitization, communication training, desire for
more quick-wittedness

Cultural Change

Need for behavioral
competence

“I'think | would feel safer if it were clearer to me whom | can approach to report
incidents.” (P5)

“Who can I talk to? There should be trusted persons during medical school or
the nursing internship.” (P3).

“I'talked to a friend, and then | just forgot about it” (P11)

“I'think it's important, especially as a man, to speak up against it” (P4)
“It’s just not talked about much in medicine. Privately, yes, but not here.” (P4).

“lalways thought | needed a sentence ready that | could say in that moment.”
(P12)
"I really wish | could be more quick-witted and able to stand up for myself” (P2).

time, some described persistent discomfort following
such incidents.

Students’ responses were often characterized by pas-
sive, instinctive reactions aimed at avoiding further
distress. Many reported freezing, remaining silent, or
continuing the interaction as if nothing had occurred,
while active confrontation was described as rare and
particularly difficult when perpetrators held supervisory
roles. Some students attempted to set verbal boundar-
ies or distance themselves from the situation, but such
responses were sometimes associated with negative con-
sequences, including exclusion from learning opportuni-
ties or altered professional relationships. Post-incident
strategies involved avoidance, such as staying away from
perpetrators or locations.

Participants frequently reflected critically on their own
reactions, expressing frustration, shame or self-blame for
not having responded more assertively. At the same time,
many described lacking strategies or training to respond
appropriately in such situations. To cope with these
experiences, some students minimized or rationalized

incidents as “not that bad” or deliberately avoided reflect-
ing on them in order to reduce emotional burden.

Theme 5: institutional support & skills for boundary-
setting
When reflecting on prevention and support, students
articulated a clear need for both structural safeguards
and practical competencies that would enable them to set
professional boundaries more confidently (Table 5).
Participants emphasized the importance of clear
reporting structures, accessible and trusted contact
persons, and transparent procedures with visible con-
sequences. At the same time, many students were
uncertain about existing support structures or doubted
their effectiveness. They described reliance on infor-
mal peer networks for validation and emotional sup-
port. Students also described medical culture as one in
which experiences of harassment are rarely discussed
openly, contributing to a sense of isolation. They called
for stronger institutional commitment at all hierarchi-
cal levels, including clear behavioral standards, inclusive
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communication, and visible leadership support to signal
intolerance toward boundary violations. In addition to
structural measures, participants emphasized the need
for practical action competence. They highlighted the
value of awareness training and communication strate-
gies that would help them recognize harassment and
respond more confidently in such situations or address
incidents retrospectively.

Together, the five themes illustrate how experiences of
boundary violations intersect with role insecurity, inter-
pretive ambivalence, cultural normalization and hier-
archical dependency, shaping students’ responses and
contributing to adaptive silence and constrained agency,
while also revealing the need for institutional support
and practical response strategies (Fig. 1).

Discussion

In this qualitative study we investigate the experiences
of SH in medical education from the perspective of
students. The findings align with existing literature on
SH in workplace and academic settings [6-8, 23, 24,
34-37], but also highlight specific contextual factors
relevant to medical education - including the therapeu-
tic relationship with patients, students’ dependence on
supervisors for learning opportunities and assessment,
and the routine requirement for close physical contact
during clinical skills training.

Our findings suggest that sexual harassment in medi-
cal education occurs within hierarchical training systems
in which students depend on supervisors for access to
learning opportunities and evaluation. At the same time,
students are still developing their professional identi-
ties and learning how to navigate professional boundar-
ies. This combination of structural dependency and role
insecurity often limited students’ willingness or ability
to confront misconduct, resulting in constrained agency
and adaptive silence.

Hierarchical Dependency &

Cultural Normalization

s

N Vo

A
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SH encompasses a wide range of behaviors and is
closely related to, though not identical with, GBD.
Although the opening question focused on SH, students
frequently reported experiences of GBD. Their reports of
harassment involved both patients (male and female) and
faculty (all male), and the described forms aligned with
categories from existing literature [23, 24, 37, 38]. In the
context of practical training, harassment or discrimina-
tion by patients or instructors is a well-described prob-
lem, but is often unreported [6, 39]. Medical students,
especially those in their early training, may struggle to
identify inappropriate behavior as harassment [6]. No SH
by peers was reported, although peer harassment was a
significant part of data from other studies in Germany [6,
8, 10]. A specific form of GBD, often reported by partici-
pants, was misrecognition of roles within the treatment
team, such as patients addressing female doctors or stu-
dents as nurses. This issue has been noted in the health-
care context [40], but has not yet received significant
attention in the literature on GBD.

How does sexual harassment affect medical students?
Students reported negative emotions such as isolation,
helplessness, shame, and anger in response to SH. Dissat-
isfaction with their own reactions often intensified these
feelings, creating a dual emotional burden. Prior research
links SH to depression, substance use, and sleep or eat-
ing disorders [35, 36, 41-45], as well as reduced aca-
demic satisfaction, motivation, and performance [36, 46,
47]. Consistently, participants described limited learning
opportunities and academic disadvantages resulting from
SH/GBD.

Experiences of SH and GBD intersected with inherent
role insecurity in undergraduate medical training, ampli-
fying vulnerability. Beyond describing emotional reac-
tions, participants’ narratives revealed how experiences
of SH and GBD were deeply intertwined with the devel-
opment of their professional identity. Students did not
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Sexualized Insecurity & Silence & skills for
Boundary Interpretive Constrained Boundary-
Violations Ambivalence Agency Setting

B

. o
..................

I

Fig. 1 Conceptual model of students’ perceptions of and responses to gender-based discrimination and sexual harassment in medical training
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only describe anger, fear, shame, or disgust; they reflected
on their own reactions and questioned whether they had
behaved in a sufficiently professional or assertive manner.

Harassment disrupted the professional relationship
with patients, causing emotional strain and potentially
affecting both students’ mental health and the quality
of care [13, 39, 41]. Such behavior may include sugges-
tive remarks, inappropriate touching, or the sexualiza-
tion of medical procedures. These experiences can impair
concentration and professional performance [34, 36, 41,
47] and may have long-term consequences for students’
sense of professional identity, trust in clinical relation-
ships, and personal safety [13, 35, 47].

Participants in our study avoided specific people or
situations to prevent further incidents, though this rarely
provided relief. Some described internal conflict, fearing
that avoidance might expose peers to harassment, and
several reconsidered particular specialties, hospitals, or
work environments for their future careers. In line with
this finding, previous studies reported that affected stu-
dents often protect themselves by avoiding certain peo-
ple, locations, or events, skipping classes, or even altering
their study or career plans [34, 36].

How do medical students respond to boundary-crossing
behavior?

Within this context of role insecurity and hierarchical
dependency, students’ responses were often character-
ized by silence, ignoring the behavior, freezing, smiling,
or rationalization; and linked to the feeling of helpless-
ness and an inability to respond. This response, known
as tonic immobility, is often observed in victims of sexual
assault [48, 49]. Rather than reflecting individual weak-
ness, these reactions emerged as adaptive strategies
to preserve professional relationships and educational
opportunities within a context perceived as unsafe for
open resistance.

Ambiguity regarding intent, empathy toward patients,
and uncertainty about appropriate professional conduct
further complicated students’ responses. In response,
students mostly approached peers and activated infor-
mal networks. Informal peer support provided emotional
relief but rarely translated into formal reporting. Without
visible institutional backing and clear role expectations,
students may learn to adapt to boundary violations rather
than to challenge them, which has implications for the
normalization of misconduct in clinical culture.

What factors influence students’ experiences and
responses?

Consistent with prior research on SH in healthcare,
students in this study struggled to recognize boundary
violations, particularly when such behavior was nor-
malized within the medical context [50]. Early in their
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training, many failed to identify inappropriate con-
duct and reported gradual desensitization to boundary
crossings over time. Participants reported that their
young age and lack of self-confidence influenced both
their experiences and their responses. As younger stu-
dents are particularly vulnerable to SH [13, 51], early
interventions that raise awareness and strengthen
institutional protection are essential, especially since
some clinical placements are not formally integrated
into university oversight.

Students perceived situations in which interactions ini-
tially understood as purely professional (such as drawing
blood, performing physical examinations, or practicing
clinical skills involving close physical contact) were sub-
sequently reinterpreted or reframed in a sexualized way
by patients or colleagues as particularly severe boundary
violations.

Notably, responses differed depending on relational
context. In interactions with patients, restraint was often
justified by professional responsibility and empathy. Stu-
dents felt obligated to continue care despite discomfort,
particularly when patients were cognitively impaired
or vulnerable. Students in this study reported difficulty
responding to harassment by patients, as prioritizing
patient care often led them to neglect their own well-
being. Their dual role, as learners within a hierarchy and
as responsible members of the care team, creates par-
ticular challenges. Students expressed a strong sense of
responsibility toward their patients, leading them to tol-
erate boundary violations to maintain patient comfort or
ensure continuity of care. This aligns with research show-
ing that medical socialization fosters altruism and self-
sacrifice [52], which may inhibit self-protection.

In interactions with supervisors, silence was more
directly linked to fear of academic disadvantage or exclu-
sion from learning opportunities. The hospital envi-
ronment, characterized by rigid hierarchies and power
dynamics, fosters a culture where inappropriate behav-
ior is often normalized or overlooked [53], particularly
in hierarchically structured specialties. Consistent with
prior reports, this normalization discouraged students
from speaking out, as nonconformity may have negative
consequences for their academic and career progression
[54]. In clinical training, especially in internships, learn-
ers rely on the willingness of supervisors to offer them
learning opportunities. The asymmetric relationship
between students and supervisors reinforces this depen-
dency, making it difficult to address misconduct [53, 54].
Hierarchical dependency and cultural normalization
operate as mutually reinforcing mechanisms. Within
such an environment, challenging misconduct may
threaten not only immediate relationships but also one’s
educational trajectory and sense of belonging within the
profession. Furthermore, many participants described a
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Table 6 Recommendations and prevention strategies derived from study findings

Key Finding Implication

Recommended Measures

Uncertainty in identifying
boundary violations

Students lack clarity about what
constitutes SH/GBD in clinical
contexts

Role insecurity and vulnerable
professional identity
Hierarchical dependency and
fear of repercussions

Limited confidence in setting
boundaries

Students hesitate to report mis-
conduct by supervisors or faculty
Harassment by patients compli-
cated by role expectations

Students struggle to balance pro-
fessionalism and boundary-setting

Workshops defining SH/GBD with concrete clinical examples; case-based
discussions; clear communication of institutional definitions

Explicit integration of professional identity formation into curricula; mentoring
and reflective supervision formats

Confidential and independent reporting pathways; visible anti-retaliation poli-
cies; transparent investigation procedures; designated trusted contact persons
Training in communication and de-escalation strategies; explicit guidance

on managing inappropriate patient behavior; structured supervisory support

during clinical placements

Preference for low-threshold
support

Students turn to peers rather than
institutions

Structured peer-support programs; accessible informal advisory spaces,
low-threshold reporting (e.g. via online-chat, anonymous), information on

available counseling and reporting structures

strong desire to adhere to existing social norms and avoid
conflict. This tendency toward compliance, reinforced by
hierarchical structures and implicit expectations within
the medical culture, made it difficult for them to set
boundaries.

What forms of support do final year medical students
consider helpful?

Students emphasized the need to strengthen their com-
petence in managing harassment, including greater
awareness of personal and professional boundaries,
increased self-confidence, and effective communication
strategies. Although communication training is now part
of many medical curricula, SH in clinical settings remains
insufficiently addressed. Workshops for faculty and resi-
dents have proven valuable in promoting intervention
skills [55, 56], yet comparable training for medical stu-
dents is still scarce, despite promising pilot initiatives [9,
57]. Evidence from Chinese college students shows that
a clear understanding of SH increases the likelihood of
active responses [58], underscoring the need for clear
definitions and structured education.

Beyond education, students highlighted the impor-
tance of institutional support, requesting accessible
resources and a broader cultural shift in clinical environ-
ments. Most were unaware of formal reporting systems
and relied instead on informal networks such as peers or
junior faculty. Institutional tolerance of SH is a major risk
factor for its persistence [45, 59]. Thus, preventive organi-
zational structures and effective support mechanisms are
essential [60]. Awareness campaigns alone appear insuf-
ficient if students are not empowered to use available
resources [9]. The diversity of individual needs and usage
of support structures [61] underscores the importance of
tailoring interventions and support systems to students’
specific circumstances [60]. Although participants did
not explicitly mention psychological barriers such as fear
of disbelief or victim-blaming, these factors likely influ-
ence underreporting and warrant further study.

Recommendations

The findings of this study suggest that prevention strat-
egies should directly address the contextual dynamics
identified in students’ narratives, particularly (1) uncer-
tainty in recognizing boundary violations, (2) role inse-
curity, (3) hierarchical dependency and concerns about
professional consequences, (4) role conflicts when experi-
encing SH/GBD by patients, and (5) preference for infor-
mal support. Behavioral prevention aims to strengthen
individual competencies and promote empowerment,
while structural prevention seeks to establish a safe and
respectful learning environment [62]. Priority should
be given to structural prevention, as sustainable change
requires visible institutional commitment [62]. Table
6 summarizes potential prevention strategies that we
conclude from the results of our study, integrating both
behavioral and structural prevention measures.

Because harassment by colleagues or supervisors is
shaped by power asymmetries and fear of academic
repercussions, institutions must ensure confidential
and independent reporting pathways, transparent pro-
cedures, protection against retaliation, and consistent
enforcement of codes of conduct [60, 63], to reduce the
perceived risks of reporting. In contrast, harassment by
patients occurs within the clinical encounter and is com-
plicated by students’ role expectations and concerns
about jeopardizing the therapeutic relationship. Educa-
tional interventions should therefore explicitly address
how to manage inappropriate patient behavior while
maintaining professionalism, including communica-
tion and de-escalation strategies, explicit guidance on
managing inappropriate patient behavior, and real-time
supervisory support. Across both contexts, our findings
highlight students’ uncertainty in identifying boundary
violations. Workshops that explicitly define SH and GBD,
provide concrete examples from clinical settings, and
inform students about available counseling and reporting
structures may strengthen students’ ability to recognize
and address misconduct [57]. Furthermore, PIF should
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be explicitly integrated into medical education, as role
insecurity and dependency emerged as central themes in
students’ experiences. Previous research shows that expe-
riences of harassment and discrimination during clinical
training can influence how students interpret profes-
sional norms and respond to professionalism dilemmas
[64]. PIF describes the process through which learners
internalize professional values, norms, and expectations
and develop a sense of themselves as physicians [25, 65].
Supporting this process may strengthen students’ profes-
sional self-concept and help them set boundaries more
confidently when confronted with inappropriate behav-
ior. Finally, given participants’ preference for low-thresh-
old support, structured peer-support initiatives should
also be implemented to provide accessible spaces for
exchange, reflection and mutual support [66, 67].

Limitations

Despite careful planning, this study has several limita-
tions. First, participation required willingness to disclose
and reflect on experiences of SH or GBD in an interview
context. Students who chose to participate may therefore
represent individuals who had already recognized and
cognitively processed such experiences. Consequently,
the findings may not fully capture perspectives of stu-
dents who would not label certain behaviors as harass-
ment, who normalize boundary violations, or who avoid
engaging with the topic altogether. This potential self-
selection bias may have influenced the prominence of
interpretive ambivalence and reflective identity work
observed in the analysis. Second, the dual role of the
interviewer may have introduced bias; however, objectiv-
ity was supported through the use of a structured inter-
view guide, transparent coding procedures, and reflexive
discussions during analysis. Third, female students were
overrepresented in the sample, which may have influ-
enced the thematic emphasis of the findings. Despite
targeted recruitment efforts, comparatively few male stu-
dents participated, which may reflect gender differences
in identifying with or responding to the topic of sexual
harassment. Previous research suggests that women are
more likely than men to label certain behaviors as SH
[68], which may partly explain the lower engagement of
male students. In addition, the gender of the interviewer
may have influenced willingness to participate or disclose
experiences, as female students may have felt more com-
fortable discussing sensitive experiences with a female
interviewer. At the same time, the gender distribution
in the sample reflects the broader demographic trend
of increasing female representation in German medical
schools. Nevertheless, male perspectives - including dif-
ferences in the perception, interpretation, and response
to harassment, as well as potential differences in support
needs - may be underrepresented. Gender differences in
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the perception, labeling, and reporting of sexual harass-
ment have been described in the literature, with male
victimization remaining comparatively understudied and
potentially underreported. Fourth, the relative homoge-
neity in cultural and religious backgrounds restricts the
diversity of experiences represented. Consequently, the
findings cannot be generalized to all medical students but
provide valuable qualitative insights into how harassment
is perceived and experienced within a relatively homo-
geneous cohort. Future research should include more
diverse and intersectional samples to explore how ethnic-
ity, sexual orientation, gender identity, and cultural back-
ground shape experiences of harassment. Examining the
perspectives of perpetrators and the long-term effects
on students’ mental health, professional identity forma-
tion, and career trajectories would further deepen under-
standing of this complex issue.

Conclusion

Our findings suggest that SH in medical education is
experienced not merely as misconduct, but as a threat
to emerging professional identity within a hierarchical
training system. Harassment perpetrated by colleagues
or supervisors is shaped by hierarchical relationships,
power imbalances, and fears of academic or career-
related repercussions, which may inhibit recognition and
reporting. In contrast, harassment from patients occurs
within the clinical encounter and is often complicated
by students’ concerns about maintaining the therapeutic
relationship and fulfilling professional role expectations.
A key finding of this study is students’ uncertainty in
identifying boundary violations within the medical con-
text, underscoring the need for clearer definitions and
concrete examples of inappropriate behavior in medi-
cal training. Young professionals in dependent roles face
difficulties in resisting or reporting misconduct due to
their vulnerable position within hierarchical structures.
SH and GBD in medical education are not merely indi-
vidual issues but reflect broader institutional and soci-
etal dynamics. Effective prevention therefore requires a
multi-level approach combining education, institutional
accountability, and cultural change to create safe and
respectful learning environments.
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