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Abstract

Background The demography of the medical profession is changing as more women join the workforce. Traditional
assumptions about the personal qualities required to be a successful surgeon may change as more women join

the specialty. While exploring the attitudes and beliefs of doctors in their second ‘Foundation’year of post-graduate
training (FY2) about their choice of specialty, evidence emerged about how the stereotype of the surgeon influences
professional identification and beliefs about person-specialty fit.

Methods Qualitative telephone interviews with 24 FY2 doctors, 17 women and 7 men, in South-West England.

Results Many participants reported exposure to stereotypes about the personal qualities desirable in a surgeon.
Senior doctors and other trainees were the primary source of these stereotypical views. Experience on surgical
placements could either reinforce stereotypes or challenge them, the latter particularly where senior surgeons
provided positive role models. As more women enter the surgical specialties, they are increasingly challenging the
traditional stereotype and sub-culture.

Conclusion Gendered stereotypes about surgical roles persist, and for some this can hinder professional
identification with the role. Positive role models and mentoring can encourage and support women who are
interested a surgical career to identify with the role, but there is a need for a broader debate encompassing job
redesign and surgical identities.
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Introduction

The year 2021 marked the 30th anniversary of the Royal
College of Surgeons of England’s “Women in Surgery’
(WinS) initiative, which aims to promote and support
women surgeons. The WinS website includes statistics
on the gender mix in surgery [1]: in the United Kingdom
(UK) in 1991, 3% of consultant surgeons were women,
rising to 13% by 2020. A 2017 systematic review and
meta-analysis showed that women were proportionately
less likely to apply for and complete surgical training [2].
While progress towards gender equality, in terms of the
number of applicants for surgical training, and the num-
ber pursuing and succeeding in surgical careers, has been
made, there is a considerable way yet to go [3, 4].

The empirical evidence points to several structural
and cultural factors that influence women’s choice of a
career in surgery, the advancement of those who become
surgeons, and their likelihood of remaining in the surgi-
cal specialties. Structural factors include long-hours [3],
shift-work, limited opportunities for flexible working [5,
6], and a highly competitive pathway to advancement,
which may disadvantage those who take career breaks
[7]. These structural characteristics may discourage men
as well as women, but it has been argued that women
are particularly disadvantaged because they are more
likely to take on childcare and other caring responsibili-
ties, which may lead to career breaks and career choices
that are easier to reconcile with these responsibilities [3,
8]. This has led some commentators to call for improve-
ments in childcare, job-sharing, and flexible contracts [4,
9].

Other studies have found that cultural factors may be
a more significant deterrent than structural ones. A sur-
vey from the United States of America found that women
were less likely to be deterred from surgical careers by
structural factors than by perceptions of surgery as an
‘old boys’ club’ [10].

Beliefs about the position of women in society, and
assumptions about the characteristics that women are
likely to have, may lead to discrimination against women
in surgical training, recruitment and advancement;these
may also be internalised by women themselves as part of
their self-identity, leading to career choices outside the
surgical specialties [6, 11]. A survey of surgical trainees
found that bullying and undermining behaviour were
common in the surgical specialties, with sexism being the
most common manifestation, reported by 66% of women
informants [12].

Empirical studies have identified the structural and
cultural factors that women perceive to be obstacles to a
career in surgery but how can these factors be theorised?
Elsewhere, we have developed a theory of ‘person-spe-
cialty fit’ to explain the process by which trainees reflect
on the characteristics of a particular specialty and decide
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whether they have an appropriate ensemble of personal-
ity traits, personal attributes and lifestyle preferences, to
succeed and be satisfied with a career in that specialty
[13, 14]. An important aspect of person-specialty fit is
the process of professional identity, which others have
described as ‘a complex structure that the individual uses
to link their motivations and competencies to their career
role’ [15:370], and as ‘ways of being and relating in pro-
fessional contexts’ [16]. At its simplest, this process might
be conceptualised as a simple matching of personal quali-
ties and preferences with the characteristics and demands
of a given specialty, but Goldie [16] proposes a far more
complex and socially negotiated process in which doctors
develop an understanding of themselves and of difterent
specialties through interaction with other healthcare pro-
fessionals, patients, and wider cultural representations,
including medical television dramas [15]. While theories
of person-specialty fit and professional identity recognise
that these shared assumptions about how doctors should
be are socially constructed narratives or stories, they tell
us little about the extent to which they are grounded in
functional necessity, for example, the competencies and
personal qualities required to perform the role success-
fully, or, whether they are simply cultural stereotypes that
are peripheral to role performance.

Stereotyping refers to the set of expectations that peo-
ple might have about individuals who belong to a par-
ticular group. These expectations include characteristics,
attributes, competencies and behaviour. Stereotypes can
be accurate, and useful where quick decision-making is
required, but stereotypical thinking can result in a ten-
dency to over-generalise and assume that all members of
a group must share the same characteristics and patterns
of behaviour, even in the face of contradictory evidence.
It is this tendency to over-generalise that implicates ste-
reotypes in prejudicial and discriminatory decision-mak-
ing [17, 18], but stereotyping may also have consequences
for professional identification, for example, leading some
doctors to turn away from a career in surgery because
they do not identify with the prevailing stereotype of the
surgeon [11, 19, 20].

While stereotypes about surgeons may have played
a role in reducing women’s entry to surgical specialties
and their subsequent advancement, this tendency may be
partly countered by the example set by successful women
surgeons who act as role models [21]. A qualitative study
of recently recruited academic surgeons in Canada found
that the changing gender balance and a generational shift
in beliefs were changing the culture of academic surgery
[8]. Both men and women participants reported that
departmental expectations regarding their job perfor-
mance were not influenced by gender. Women struggled
more than men in achieving a satisfactory work-life bal-
ance, but there were generational differences in attitudes
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to work-life balance, with both men and women partici-
pants valuing it more than their senior colleagues [8].

The literature suggests that surgery is a specialty in
flux, still essentially male-dominated, but changing as
more women become surgeons and rise to senior posi-
tions. Given these changes, it is important to ask what
impact they might be having on trainee doctors’ percep-
tions of the specialty and their professional identification
with it. What are their views of the current stereotype of
the surgeon? Do they see these stereotypes as gendered?
Do stereotypes affect their professional identification
with surgery, and if so, how are these processes negoti-
ated and contested? Using data from an earlier study of
specialty choice among trainee doctors [13, 14], this arti-
cle addresses the above issues, focusing on the following
research question.

Research question

To what extent and by what processes do trainee doctors’
perceptions of the stereotype of the surgeon influence
their professional identification with surgical specialties?

Methods

Design

The qualitative methodology adopted in this study fol-
lowed Braun and Clarke’s Thematic Analysis [22-24],
using semi-structured interviews to explore participants’
views and experiences.

Participants and recruitment

The sampling frame (n=262) was composed of doc-
tors who had completed their medical under-graduate
degree, and were in their second year of post-graduate
training, the second ‘Foundation’ year (FY2), in the South
West region of the UK. Administrators, employed by the
organisation responsible for post-graduate medical edu-
cation in the region, emailed all 262 FY2 trainees in the
region, with a study information pack and the research
team’s contact details. Interested doctors then contacted
the research team for any further information, before
giving informed consent. Everyone who contacted the
research team went on to participate (n=24). Purposive
sampling does not aim to be demographically represen-
tative of the sampling frame, but it is worth noting that
we recruited 17 women participants and 7 men, when the
sampling frame comprised 54% women. This limitation is
considered in the discussion section. A gift voucher was
offered in token of thanks for participation. We inter-
viewed and conducted the analysis sequentially, so that
early findings could inform later interviews by modifying
the schedule of questions [25].
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Compliance with sex and gender equity in Research
(SAGER) guidelines

We have read the SAGER guidelines [26] and complied
with them. The words man and woman are central to our
study and are used throughout this article. During the
telephone interviews we asked participants to self-iden-
tify their gender orientation. All identified as either men
or women, and these are the terms we have used to refer
to the participants and to the broader social groups that
share this identity. Our concern is with gender as a set
of socially constructed roles, behaviours and identities,
rather than with biological sex associated with physical
and physiological attributes. Non-binary gender iden-
tities may be relevant to the surgeon stereotype and its
influence on professional identification, but as none of
our participants identified as non-binary, or referred to
these identities when interviewed, we have not referred
to them in this article.

Data collection

The semi-structured interview questions were designed
following a review of the existing literature on what influ-
ences trainee doctors’ career choices, and discussion
among the research team (see supplementary informa-
tion file for interview schedule). The interview schedule
was piloted with two FY2 volunteer doctors, who sug-
gested no substantial changes. The semi-structured inter-
view format meant we could ask participants the same
questions whilst also probing further if participants pro-
vided leads. DW and EW conducted interviews over the
phone at a time of the participant’s choice; calls lasted on
average 40 min. All interviews were digitally recorded
and transcribed verbatim. DW and EW then anonymised
transcripts before undertaking analysis.

Data analysis

We (DW, EW and MH) used Thematic Analysis to struc-
ture data collection and analysis [22—-24], using an induc-
tive approach so that themes were generated from the
data rather than from a pre-conceived coding scheme.
We immersed ourselves in the data through repeated
transcript readings and discussed our first interpreta-
tive notes together, (DW, EW & MH). We coded all
data across the dataset, and all transcripts were coded
by at least two research team members. We compared
our interpretations, and jointly refined themes and sub-
themes, debating differences until we reached agreement
and had defined, named and exemplified all the themes.
Quotations have been chosen to illustrate key themes,
and the number attached to each quotation is a unique
participant code.
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Positionality statement

Holmes [27] suggests that all qualitative researchers
should overtly declare their position in relation to the
topic of their research and those who participate in it.
Positionality is a complex concept which includes: rel-
evant demographic characteristics such as gender, class
and ethnicity; ontological and epistemological stand-
point; and pre-existing assumptions and beliefs about
the phenomenon being studied. The aim in declaring
positionality is not to eradicate bias, (which can never be
fully achieved), but to reduce bias and enable others to
assess the extent to which the researcher’s position may
have influenced the interpretation of data. Central to
this process is the extent to which the researcher adopts
an ‘insider’ or ‘outsider’ perspective, that is, the extent
to which the researcher is a member of the group being
studied.

Our research team comprises two men and one woman,
all of whom are white British and aged 50 or above. All
of us are University based researchers. One of us is also
a semi-retired General Practitioner. One of us combines
a full-time career with motherhood. Our ontological
and epistemological standpoint in relation to this proj-
ect can be described as critical realist, in that we believe
stereotypes and professional identities are socially con-
structed through interaction, but that they are embed-
ded in institutionalised structures and practices. We have
reflected on our pre-existing assumptions about what are
the desirable qualities for a surgeon to have, the right of
women to pursue a career in surgery without discrimi-
nation or prejudice, and the extent to which institution-
alised obstacles to their participation can and should be
removed. We are not immune to the prevailing cultural
stereotype of the surgeon but have critically engaged with
its adequacy and validity and have attempted to set these
value judgements aside when analysing the data. Our
position in relation to the participants is largely that of
the outsider — none of us are trainee doctors considering
a career in surgery — but not exclusively so, as one of us is
medically qualified, and one of us has experience of com-
bining a career with motherhood. There are differences
as well as similarities in our respective positions and we
have used the former to generate discussion in our choice
of questions and interpretation of the data. Selecting
what to report is an inescapably partial process but where
possible we have included verbatim quotations to enable
participants to speak for themselves rather than through
our mediation.

Results

Of the 17 women who participated, 5 intended to special-
ise in surgery, compared with 1 of the 7 participants who
were men. A further 5 participants were undecided about
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Table 1 Participant gender and specialty choice
Participant codes Gender® Intended specialty
FD1 M Psychiatry
FD2, FD4, FD10,FD12, FD15, W Surgery
FD3, FD8, W General Practice
FDs5, FD16, FD20 W Core Medical Training
FD6 w Psychiatry
FD7 w Anaesthetics
FD9 W General Practice or Psychiatry
FD11, FD24 M Anaesthetics
FD13 M Critical care
FD14 M Surgery
FD17,FD18, FD19, FD22 w Undecided
FD21 M Core Medical Training
FD23 M Undecided

W =Woman, M=Man

Table 2 Codes and themes

Codes Themes
Banter about surgeons; the typical surgeon; characteristics  Surgeon
of surgeons; cultural representations of surgeons stereotypes
Male attributes (physical); male attributes (psychological);,  Gendered
female attributes (physical); female attributes (psychologi-  stereotypes
cal); gender and surgery

Implicit gender assumptions; experiences on placements;  Perpetu-
gendered exclusionary practises (structural); gendered ation of
exclusionary practises (cultural). stereotypes
Experiences on placements; differences between place- Placements
ments; ‘good and 'bad’ placements.

Female surgeons as role models; male surgeons as role Role
models; female surgeons adopting 'male’ attributes. models
Choosing surgery; more ferale surgeons will change the  Challeng-
stereotype; surgery as a challenge for womnen; changing ing the
attitudes of younger doctors narrative

their choice of specialty. Table 1 describes the gender and
choice of specialty for each participant.

The key themes identified were: surgeon stereotypes;
gendered stereotypes; perpetuation of stereotypes; place-
ments; role models; and challenging the narrative. Table 2
illustrates the codes included in each theme.

Surgeon stereotypes
Many participants perceived that different specialties had
different stereotypes:

I do think that each job comes with their - its ste-
reotype of a person who would fit well in that spe-
cialty [...] they would say yes, I've been thinking of
orthopaedic surgery because I think I'm this kind of
person. (FD14)

The stereotype of the surgeon was not always perceived
to be off-putting or negative but rather a description of
attributes that might be appropriate for the role:
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So I think there’s certainly a bit of a stereotype about
surgeons that they are the more confident, extro-
verts, out-spoken characters. And you have to make
quite big decisions very quickly, things like that.
(FD18)

There was, however, a degree of ambivalence regard-
ing the surgeon stereotype, with some feeling that these
characteristics could shade into arrogance and egotism:

I think the surgical stereotypes can be quite nega-
tive in terms of surgeons losing a lot of their medical
knowledge, but when they train perhaps being kind
of oafy, sometimes arrogant. (FD20)

Some of these stereotypical attitudes were seen as being
necessary for the job:

I think if you're not a bit pushy and self-confident
then you won't be good at surgery work. (FD4)

While some referred to surgeons losing their medi-
cal skills and having a limited capacity to engage with
patients, not all saw this stereotype as problematic, and it
was often discussed in humorous terms:

[The surgeons] sort of think, “We can fix everything
[from our patients with just cutting” [...] On the med-
ical side [...] the stereotype is more, “Oh, the sur-
geons are all mindless people, they just like cutting,
they don’t know any medicine.” (FD3)

Assertiveness and competitiveness were seen, by many,
as essential traits for a surgeon:

I think you do have to be assertive, obviously. I
think you have to fight your way into theatre. You
are really in competition with each other at that
[trainee] level. (FD20)

Gendered stereotypes

While the above attributes can be found in women and
men, we found an assumption that the stereotypical
surgeon was likely to be male, and that women not only
lack the necessary attributes, but also would not want to
become surgeons:

I think a lot of their idea of being a surgeon is this big
guy who has done all this stuff whereas I am quite a
short girl. And I think lots of them looked at me and
didn’t think I could be a surgeon. And then some of
the consultants would just assume, they would say
to me and my colleagues, “Oh, you're girls so you
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don’t want to do surgery.” (FD10).

In a male-dominated specialty, the established ways in
which colleagues relate to each other, their manner, lan-
guage and etiquette, may be different to that found in
some other specialties. One participant described this as
a macho environment, which she found oft-putting:

... there’s a bit of a stereotype of surgeons being brash,
and the whole environment being quite macho. To a
certain extent, I've seen that to be true, and it would
put me off surgery if I was actually interested in it.
(FD20)

There may also be factors that do not fit with the needs of
women, for example, in relation to childcare. In the fol-
lowing quotation the participant refers to the experiences
of a fellow trainee:

And she was having a child while she was completing
her core surgical training and people sounded just so
unsupportive about her going part-time and about
her abilities as a surgeon. ... And really if she wanted
to be a trainee she needed to knuckle down and there
was no acknowledgment of the fact that she had a
new baby and she was breast-feeding and express-
ing at work and she was really bruised by it. (FD6,
Femnale)

However, the feeling that ‘your face has to fit for surgery’
could be a problem for men as well as for women:

And then they would encourage particularly the
boys to go into surgery but again, boys they thought
looked like surgeons. So if they had a smaller guy.....
umm, they wouldn’t necessarily....it was quite odd.

(FD10)

As one participant observed, the male culture of surgery
may date back to its origins in the barber shops:

I guess if you go all the way back then it was barbers
being surgeons and barbers are guys. ... And actu-
ally, most of my friends who are girls do not want to
do surgery. .. Whereas guys I know are more inclined
to do more logical or quick fix specialties. (FD10)

Perpetuation of stereotypes

Participants reported a common assumption that women
could not become surgeons, or would not choose to do
so:

... a lot of the time when I would say, “I want to do
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surgery,” and people are usually really light-hearted,
but they would still say something like, “You know
you are a woman right?” or, “there aren’t any women
surgeons here” or, “it will be much more difficult for
you because you are a woman’ (FD12)

Such overt expressions of sexism were rare. More com-
mon was a feeling of just not fitting in with the domi-
nant surgical culture, or not matching up to the expected
personality type. While some male participants also
reported this, the gendered character of the surgeon ste-
reotype made it harder for women to match up to these
assumptions:

I think the kind of atmosphere around it didn't fit
my personality necessarily. I wasn’t assertive enough
to be a surgeon, I think. (FD20)

It is not just men who perpetuate the belief that sur-
gery might not be a wise career choice for a woman.
Even when offering support and encouragement, female
trainee surgeons could still reproduce the belief that a
career in surgery may not fit with traditionally female
childcare duties:

... there is a lot of support from some of the core
trainees who are girls and who I spoke to. And I
spoke to them about being a girl and wanting to do
surgery and the way you are treated. And they were
very keen for me to do it but they said, and I have
received comments like this, about, “Are you wor-
ried about having children in the future, or are you
worried about taking time out in the future or if you
want to have a life?” (FD10)

Placements and role models

While placement experiences could reinforce traditional
gendered stereotypes of surgeons, they could also pro-
vide experiences which challenged them, not least by
providing women trainees with the opportunity to test
themselves and discover their own capabilities:

And it was only in my final placement where most
of the other competitive cut-throat type of surgeon
characters were not around the theatres as they were
busy revising and I was still going into the theatres
that I actually got the chance to get involved in sur-
gery... And that has grown more and more because
I have got more exposure basically because I think
you don’t get all that much exposure to surgery as
a medical student especially if you don’t stick out.
(FD4)
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A key factor influencing whether a surgical placement
reinforces or challenges gendered stereotypes is the pres-
ence, or absence, of women surgeons. Here, a female
trainee who had described negative experiences at a
male-dominated surgical placement describes how a dif-
ferent placement in which female surgeons were present
offered an alternative perspective:

I don’t get that in [CITY] at all as there are so many
womien in surgery here. (FD12)

The presence of women surgeons challenges the gen-
dered stereotype and opens up the possibility of a career
in surgery. Women surgeons could also provide support
and encouragement to trainees who were considering a
career in surgery:

One of the core trainees, she was on an upper GI
specialty, but I got friendly with her and she was like
“Yes, this is great, you're gonna do surgery! Come
and assist me with this appendix..” and really kind
of put me under her wing a little bit. I think that was
one of the main turning points when I was like “Oh
gosh, yeah, maybe I could be good at this, maybe’
(FD15)

Though successful women surgeons can provide strong
role models for trainees considering a career in surgery, it
would be wrong to assume that men cannot provide posi-
tive advice and support:

I remember speaking to my educational supervisor
who's a man and saying “Sometimes I worry is sur-
gery still a bit of an old boys club?” I knew you had
a slight disadvantage if you're female. And he just
rubbished it completely and was like “That’s actually
nonsense’. (FD15)

The same participant also demonstrated that the exam-
ple set by women surgeons is not always unequivocally
positive:

One of my supervisors was actually a female general
surgeon and she’s kind of doing it all ... She’s kind of
in my mind she’s quite a strong... she’s quite terrify-
ing to be honest. If she likes you, she'll be fine but if
she doesn’t like you, you're in trouble. I would like to
be as successful as her, but hopefully maybe be a bit
nicer? I'll try anyway. (FD15)

Some trainees’ preconceived negative ideas about sur-
gery and surgeons changed when they had surgical
placements:
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Well, I have had some more horror stories from other
hospitals. I think perhaps I have been lucky in that I
really enjoyed working with the team that I was in
during surgery last year and I had very supportive
consultants. (FD2)

Challenging the narrative

While our findings suggest that traditional gendered
stereotypes regarding surgeons continue to influence
trainee doctors, not all female trainees were put oft, and
some could identify with surgeons and enjoy the prevail-
ing culture:

I love the camaraderie that comes, I think more with
surgery, than with medicine. I like the banter, I like
the jokes and things like that. I think I get on prob-
ably better with surgeons. (FD15)

The need to overcome the challenges of a surgical career
could be attractive:

For me, one of the reasons that I wanted to do sur-
gery is I think it will be a challenge for me because I
wouldn’t say I was a natural born surgeon. ... I want
to do something that challenges me for my career, as
well, so that’s another reason of why I wanted to do
it. (FD15)

Some women had the self-confidence to relish the chal-
lenge of overcoming the stereotypes:

Why can some people do it then why not me? And
then obviously because I am competitive if you are
going to tell me I can’t do it then I am going to do it.
(FD12)

The women participants in the study that planned to
become surgeons were aware of the challenges they
faced, but also recognised the potential for the specialty,
and for traditional gendered stereotypes, to be trans-
formed. The high proportion of women students entering
medical school was seen as a powerful driver of change:

Surgeons have to adapt to cope with the what's now
a 70% female medical school intake. [...] So I think
it’s easier than it ever has been for women to go into
surgery. But it still doesn’t mean it’s the easiest spe-
cialty for that life-work balance. (FD2)

There was recognition that the process of change was
already happening, not least because of the example set
by the many successful women in surgery:
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... the further back you go, the more male dominated
it was. ... I don't think that’s true now at all. There
are a lot of fantastic female surgeons at [CITY]. I do
wonder if that also played a part, that it’s just not a
traditional career path. (FD20)

This increase in self-confidence has not only led more
women trainees to believe that they can effectively per-
form the role of surgeon as it stands, but also that they
will be able to transform the profession from within, in
ways which challenge the traditional gendered stereotype
of the surgeon:

I wrestled a little bit with the fact that sometimes
surgeons are seen as a bit, I don’t know, as the jocks
of medicine. They're kind of like “Oh I won’t listen to
somebody’s chaffs. ..." I absolutely don’t want to be
like that. ... I wrestled with that a little bit but I'm
hoping I'm gonna be the type of surgeon who's still
able to listen to somebody’s chaffs. (FD15)

Discussion

Interpretation of the results

Our research question asks to what extent and by what
processes do trainee doctors’ perceptions of the stereo-
type of the surgeon influence their professional identi-
fication with surgical specialties? The findings suggest
that despite the increasing number of women entering
the profession, the traditional stereotype of the surgeon
persists, and that while this is problematic for some male
trainees, the gendered nature of the stereotype poses
particular difficulties for women in terms of their profes-
sional identification with the role.

Central to this difficulty is that many women doctors
look at the stereotypical characteristics ascribed to the
role of surgeon and think ‘that’s not me! Whether this
discourages them from entering the specialty lies beyond
the scope of this small qualitative study, but other stud-
ies suggest that it may, for example, Gargiulo et al. [10]
found that women were discouraged by perceptions of
the ‘surgical personality’ and the belief that surgery is ‘an
old boys’ club!

The theories of person-specialty fit [13, 14] and of pro-
fessional identity [15, 16] remind us that although such
stereotypes are socially constructed narratives, they
are also grounded in structural factors and hierarchies
of power. It is not simply that the stereotypical surgeon
is presented in a way that some women find difficult to
identify with, but also that the ways in which surgery is
organised and institutionalised reinforce and support
the stereotype, for example, lack of part-time or job
share opportunities, shift-work, and difficulty in taking
career breaks [8] not only act as barriers to women who
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want to combine their career with childbirth and child-
care, they also reinforce the belief that surgeons are not
the sort of people who desire such a balance. Our find-
ings reveal how concepts such as ‘male dominated’ or
‘macho’ culture refer not simply to prevailing attitudes,
beliefs and behaviours, but to structural factors that dis-
advantage women who want to combine their career with
motherhood.

Hill et al. [19] have explored how these stereotypes
become internalised, suggesting that women surgeons
experience a conflict between the prevailing identity of
surgeon and that of woman/mother, noting that women
in surgery are often expected to show ‘masculine traits!
They suggest the need to develop new identities and nar-
ratives that enable women to reconcile the demands of
career and family. Our findings demonstrate the ways in
which women surgeons are beginning to challenge the
narrative around the traditional gendered stereotype,
finding new ways of combining their multiple identities,
but it is important to recognise that this challenge takes
place within, and is constrained by, a set of institution-
alised structural barriers that cannot be overcome simply
be thinking about them differently.

Many studies and commentators have highlighted the
importance of role models and mentors in supporting
women in surgery [3, 20, 21, 28, 29]. Role models influ-
ence by setting an example, while mentors provide direct
guidance, advice and support. Our findings broadly sup-
port the view that encountering senior surgeons who
are women can be positive because it demonstrates that
women can and do have successful careers in the spe-
cialty, but also suggest that the function of role models is
more nuanced. Women who succeed in surgery by sub-
scribing to the traditional stereotype may alienate those
who do not identify with it. Conversely, senior male sur-
geons who challenge the traditional stereotype may play
a role in encouraging women into surgery. Thus, surgical
placements can be positive or negative for women train-
ees, depending on the composition of the surgical team
and the prevailing sub-culture. It is not just the avail-
ability of mentors and role models, but the nature of the
example they set, and the guidance they provide, that is
central to supporting women in surgery.

Our findings also suggest that not all women are put oft
surgery by the traditional stereotype and male dominated
sub-culture: some see it as a challenge and have the self-
confidence to face it. There is also a growing awareness
that the number of women in surgery is rising and that
this may bring about changes in the surgical sub-culture
and stereotype. Some women trainees are actively chal-
lenging the narrative about how surgeons should think
and behave. This transformative capability that some
young women believe they can bring to surgery raises
the possibility that, as the number of women surgeons
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increases, not only will traditional stereotypes be increas-
ingly challenged, but the ways in which the specialty is
practised may also be changed.

Women are not simply pushed out of surgery by a set
of unfavourable structural constraints and sexist atti-
tudes, but actively engage in a process of appraisal and
reflection that may entail challenging assumptions and
entrenched expectations, rather than passively receiving
them. Surgical placements are the domain in which pro-
fessional identification and person-specialty fit are nego-
tiated and contested. The outcome of this negotiation is
open-ended, but our findings suggest that the availabil-
ity of positive role models can provide encouragement,
support and guidance for women who want to become
surgeons.

Our findings raise the question as to whether struc-
tural constraints, relating to how surgery and surgical
training are organised and practised, are objective and
largely immutable characteristics of the job, or merely
conventions that emerged at a time when nearly all sur-
geons were men, Further research is required to establish
whether these aspects might be open to job re-design.

Initiatives to encourage and support women may well
have helped to increase the rate of change, but our find-
ings raise more fundamental questions about the gen-
dered nature of surgeon identities and job design. How
many of the attributes and behaviours ascribed to the
traditional surgeon stereotype are positive and beneficial,
and how many are simply an outdated legacy of the past?
There is a need to map surgeons’ attributes onto health
outcomes and clinician wellbeing. There is also a need for
a broader debate, not just about the extent to which jobs
in surgery can be re-designed to suit the needs of women
[28], but also how the increasing number of women in
surgery can and should lead to changes in the surgeon’s
identity [7].

Limitations of the study

We used a small purposive sample which limits general-
isability of the statistical probabilistic kind, although the
rich findings and carefully described population may aid
transferability [30]. This study was based in one region,
and interviews with Foundation doctors working in other
areas may have identified additional themes. However,
the doctors had graduated from a variety of medical
schools in different parts of the UK. Our sample com-
prised 17 women and 7 men which is not representative
of the gender split in our sampling frame, 54% of whom
were women [31]. Even so, the inclusion of 7 trainees
who were men is not insignificant. The prevailing stereo-
type of the surgeon was reported as problematic by some
of the men participants, but it was not nearly as salient
for this group as it was for the women participants, thus
only one of the quotations we have included is from a
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male participant. The quotations we have included were
chosen because they illustrate the themes well, and we
believe that it would be misleading to either increase
the number of quotations from men participants simply
because they are men, or to imply that the study only
explores the woman’s perspective.

Conclusion

This study explored the extent to which trainee doctors’
perceptions of the stereotype of the surgeon influence
their professional identification with surgical specialties.
Our findings suggest that the stereotype of the surgeon
persists, and that while this can negatively influence pro-
fessional identification among trainees who are men,
the phenomenon is far more salient for women train-
ees. While some of the women in our study were put
off surgical specialties by structural constraints, cultural
factors and specifically stereotypes were the dominant
themes that emerged. The number of women in surgical
careers continues to increase but the pace of change may
be hampered by the persistence of gendered stereotypes
among junior doctors themselves, as well as in some of
their more senior surgical colleagues. Positive role mod-
els and mentoring can encourage and support women
who are interested in a surgical career to identify with the
role, but there is a need for a broader debate encompass-
ing job redesign and surgical identities.

Supplementary Information
The online version contains supplementary material available at https/doi.
org/10.1186/512909-022-03765-1.

[ Supplementary Material 1 ]

Acknowledgements
Mot applicable.

Authors’ contributions

DW, EW and MH contributed to the design of the study, data analysis and
writing up. DW and EW conducted the data collection. All authors read and
approved the final manuscript.

Funding
This was own account research.

Data Availability

We are concerned that were we to store the anonymised data in a public
access depasitory, there is material which would enable individuals to be
identified by their family, friends and colleagues. We are willing to make the
anonymised transcripts available to researchers from legitimate research
establishments on condition that they are not published in their entirety.
Please direct requests to the corresponding author.

Declarations
Ethics approval and consent to participate
Ethical approval was granted by the Research Ethics Approval Committee for

Health, (REACH), Departrnent for Health University of Bath. Written informed
consent was obtained from all participants prior to interview. All methods

Page 9 of 10

were carried out in accordance with relevant guidelines and regulations, and
were performed in accordance with the Declaration of Helsinki.

Consent for publication

We confirm that participants gave written informed consent for the
publication of anonyrmised guotations from their interview transcripts.

Competing interests

There are no competing interests to declare.

Received: 23 May 2022 / Accepted: 20 September 2022
Published online: 04 October 2022

References

1. Women in Surgery. 2021. https//www.rcseng.ac.uk/careers-in-surgery/
women-in-surgery/statistics/ Accessed 10 Jan 2022.

2. Khoushhal Z, Hussain MA, Greco E, Mamdani M, Verma S, Rotstein O, et al.
Prevalence and Causes of Attrition Among Surgical Residents: A Systernatic
Review and Meta-analysis. JAMA Surg. 2017;152:265-72.

3. Singh C Loseth C, Shogirat N. Women in surgery: a systematic review of 25
years. BMJ Lead. 2020;0:1-8.

4. Stephens EH, Heisler CH, Ternkin SM, Miller P. The Current Status of Women in
Surgery. How to Affect the Future. JAMA Surg. 2020;155:876-85.

5. Elston MA/Royal College of Physicians. Women and Medicine: the future.
2009. httpsy//www.rcracuk/sites/default/files/RCP_Women_%20in_%:20
Medicine_%20Report.pdf. Accessed 10 Jan 2022

6. Bellini MI, Graham ¥, Hayes C, Zakari R, Parks R, Papalois V. A woman'’s place is
in the theatre: Women's perceptions and experiences of working in surgery
from the Association of Surgeons of Great Britain and Ireland women in
surgery working group. BMJ Open. 2019;9:202430.

7. Hirayama M, Fernando 5. Organisational barriers and facilitators for female
sUrgeons’ career progression: a systematic review. JRSM. 2018;111:324-34.

8. Brown JB, Fluit M, Lent B, Herbert C. Surgical culture in transition: Gender
matters and generation counts. Can J Surg. 2013;56:153-8.

McGrath HMT, Brew TJ, Warren OJ. Is the culture of surgery still a gender
issue? Can J Surg. 2013.56E171.

10. Gargiulo DA, Hyman NH, James CH. Womnen in surgery. Do we really under-
stand the deterrents? Arch Surg. 2006;141:405-8.

11, Peters K, Ryan M, Haslam 5A, Fernandes H. To belong or not to belong.
Evidence that women's occupational disidentification is promoted by lack of
fit with masculine occupational prototypes. J Pers Psychol. 2012;11:148-58.

12, Clements JM, King M, Nicholas R, Burdall R, Elsey E, Bucknall V, et al. Bullying
and undermining behaviours in surgery: A qualitative study of surgical
trainee experiences in the United Kingdom (UK) & Republic of Ireland (ROI).
Int J Surg. 2020 Decemnber;84:219-25.

13. Wainwright D, Harris M, Wainwright E. How does ‘banter’influence trainee
doctors' choice of career? A qualitative study. BMC Med Educ. 2019;19:104.

14, Harris M, Wainwright D, Wainwright E. What influences young doctors in their
decision-making about general practice as a possible career? A qualitative
study. Educ Prim Care. 2020;31:15-23.

15, Wilson |, Cowin LS, Johnson M, Young H. Professional identity in medical
students: pedagogical challenges to medical education. Teach Learn Med.
2013;25:369-73.

16. Goldie J. The formation of professional identity medical students: consider-
ations for educators. Med Teach. 2012;34.641-8.

17.  Cardwell M. Dictionary of psychology. Chicago: Fitzroy Dearborn; 1999,

18. Hilton JL, von Hippel W. Stereotypes Annu Rev Psychol. 1996;47:237-71.

19, Hill E, Solomon Y, Dornan T, Stalmeijer R. "You become a man in a man's
world” is there discursive space for women in surgery? Med Educ.
2015;49:1207-18.

20. Harendza 5, Pyra M. Just fun or a prejudice? — physician sterectypes in com-
maon jokes and their attribution to medical specialties by undergraduate
medical students. BMC Med Educ. 2017;17:128.

21. Healy NA, Cantillon . Malone C, Kerin MJ. Role models and mentors in
surgery. Am J Surg. 2012;204:256-61.

22 BraunV, Clarke V. Using thematic analysis in psychology. Qual Res Psychol.
2006;3:77-101.



Wainwright et al. BMC Medical Education

23.

24,

25.

26.

27

28.

(2022) 22:702

Braun V, Clarke V. Successful qualitative research: A practical guide for begin-
ners. London: Sage; 2013.

Braun ¥, Clarke V. Thematic analysis: A practical guide. London: Sage; 2021.
Baker SE, Edwards R, Doidge M. How many qualitative interviews is enough?
Expert voices and early career reflections on sampling and cases in qualita-
tive research. National Centre for Research Methods Review Paper. 2012.
http://eprints.ncrm.ac.uk/2273/4/how_many_interviews.pdf. Accessed 10
Jan 2022.

Heidari 5, Babor TF, De Castro P, et al. Sex and Gender Equity in Research:
rationale for the SAGER guidelines and recommended use. Res Integr Peer
Rev. 2016;1:2.

Holmes ADG. Researcher positionality: a consideration of its influence and
place in qualitative research — a new researcher guide. Shanlax Int J Educ.
2020,8:1-10.

Benzil DL, Abosch A, Germanao |, Gilmer H, Maraire JN, Muraszko K, et al. The
future of neurosurgery: A white paper on the recruitment and retention of
women in neurosurgery. J Neurosurg. 2008,109:378-86.

Page 10 of 10

29, Dingemann C. The female pediatric surgeon. Eur J Pediatr Surg.
2017,27:228-33.

30.  Smith B. Generalizability in qualitative research: Misunderstandings, oppor-
tunities and recommendations for the sport and exercise sciences. Qual Res
Sport Exerc. 2018;10:137-49.

31. The Foundation Programme. The Foundation Programme Annual Report
2016. The Foundation Programme; 2016. http://www foundationprogramme.
nhs.uk/sites/default/Nles/2018-09/2016%20FP% 20Annual%20Report pdf.
Accessed 10 Jan 2022.

Publisher’s Note

Springer Nature remains neutral with regard to jurisdictional claims in
published maps and institutional affiliations.



