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Abstract 

Background: The affordances, or characteristics, of learner mistreatment reporting mechanisms can shape the 
information elicited from these mechanisms, which has an impact on how institutions understand the scope 
and nature of learner mistreatment. This study compares whether and how the affordances of two mistreatment 
reporting mechanisms elicit different information about learner mistreatment at a single institution.   

Methods: We conducted an interpretive content analysis of reports submitted using two mechanisms, one that 
elicits reports through end-of-rotation evaluations and one through a voluntary web-based system, between 
July 2015 and December 2021. We extracted the metadata from reports and applied a coding framework in-
formed by the Healthcare Complaints Analysis Tool (HCAT) to the narrative descriptions in reports. Data anal-
ysis included descriptive statistics and the chi-square test on SPSS v.27.  

Results: We collected 90 elicited reports and 240 voluntary reports of mistreatment. Similar types of mistreat-
ment were reported through each mechanism, but disrespectful behaviour and bias and discrimination were 
reported significantly more in voluntary reports. Elicited reports most frequently included incidents of learner 
mistreatment in clinical settings, whereas voluntary reports included incidents from a wide variety of settings 
and people or were issues other than mistreatment.  

Discussion: Utilizing multiple learner mistreatment reporting mechanisms with different affordances can miti-
gate the limitations of a single mechanism, help identify a more nuanced understanding of learner mistreat-
ment, and increase reporters’ choices for how and when to report mistreatment. Increased information allows 
an institution to address specific incidents and develop targeted, preventive educational activities and faculty 
development. 
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Il faut être (au moins) deux pour danser le tango : 
comparaison des possibilités offertes par deux mécanismes 
de signalement des mauvais traitements infligés aux 
apprenants 

Résumé 

Contexte : Les possibilités, ou caractéristiques, des mécanismes de signalement des mauvais traitements infligés 
aux apprenants peuvent influencer les informations obtenues grâce à ces mécanismes, ce qui a un impact sur 
la manière dont les établissements comprennent la portée et la nature des mauvais traitements infligés aux 
apprenants. Cette étude compare si et comment les fonctionnalités de deux mécanismes de signalement des 
mauvais traitements permettent d'obtenir des informations différentes sur les mauvais traitements infligés aux 
apprenants dans un même établissement.   

Méthodes : Nous avons procédé à une analyse interprétative du contenu des rapports soumis à l'aide de deux 
mécanismes, l'un permettant d'obtenir des rapports par le biais d'évaluations de fin de stage et l'autre par le 
biais d'un système web volontaire, entre juillet 2015 et décembre 2021. Nous avons extrait les métadonnées des 
rapports et appliqué un cadre de codage inspiré de l'outil d'analyse Healthcare Complaints Analysis Tool 
(HCAT) aux descriptions narratives contenues dans les rapports. L'analyse des données comprenait des statis-
tiques descriptives et le test du chi carré sur SPSS v.27.   

Résultats : Nous avons recueilli 90 rapports sollicités et 240 rapports volontaires de mauvais traitements. Des 
types similaires de mauvais traitements ont été signalés par chaque mécanisme, mais les comportements irres-
pectueux, les préjugés et la discrimination ont été signalés de manière significativement plus fréquente dans les 
rapports volontaires. Les rapports sollicités comprenaient le plus souvent des incidents de mauvais traitements 
infligés à des apprenants dans des contextes cliniques, tandis que les rapports volontaires comprenaient des 
incidents provenant d'une grande variété de contextes et de personnes ou concernaient des problèmes autres 
que les mauvais traitements.  

Discussion : L'utilisation de plusieurs mécanismes de signalement des mauvais traitements infligés aux appre-
nants, offrant des possibilités différentes, peut atténuer les limites d'un mécanisme unique, aider à développer 
une compréhension plus nuancée des mauvais traitements infligés aux apprenants et offrir aux personnes qui 
signalent ces incidents un plus grand choix quant à la manière et au moment de le faire. L'augmentation des 
informations permet à un établissement de traiter des incidents spécifiques et de mettre en place des activités 
éducatives préventives ciblées et des programmes de développement du personnel enseignant.  
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Introduction 

Effective interventions for addressing learner mis-
treatment often start with methods for reporting 
mistreatment.1-4 Yet there are many challenges with 
reporting mistreatment at medical schools such as a 
lack of institutional trust5,6 and uncertainty about 
what experiences constitute mistreatment.1,7,8 Addi-
tionally, some mistreatment lends itself more easily 
to being reported such as incident-based mistreat-
ment, which might involve a single, blatant incident 
(e.g., physical abuse), compared to environment-
based mistreatment, which can involve repeated in-
cidents that are subtle and may not fall under insti-
tutional definitions of mistreatment (e.g., 
disregarding learners’ contributions).9 Scholars 
have suggested that these challenges can be miti-
gated by embedding reporting systems within 
multi-pronged approaches, providing multiple 
mechanisms for reporting mistreatment, and offer-
ing options for anonymous reporting.2,10,11, How-
ever, medical schools also require meaningful 
information in order to address mistreatment. 
Therefore, in addition to reducing barriers to re-
porting mistreatment, it is important to consider 
how the design of a reporting mechanism affects its’ 
ability to generate meaningful information about 
mistreatment occurring at a medical school. 

The concept of affordances provides a useful lens 
through which to consider the outcomes of the de-
signs of mistreatment reporting mechanisms. First 
introduced in the field of cognitive psychology12 
and later adapted for use in the field of design and 
human-computer interaction13, affordances are the 
characteristics or properties of an artifact, such as a 
learner mistreatment reporting mechanism, that 
suggest potential uses of the artifact12,13 that enable 
or constrain potential outcomes.14 Davis and Choui-
nard15 suggest that affordances can include poten-
tial actions that artifacts place on users or how an 
artifact responds to a user’s desired actions. The af-
fordances of different reporting mechanisms, there-
fore, may produce different potential outcomes that 
can have an impact on how an institution under-
stands the scope and nature of learner mistreatment 
and, ultimately, how learner mistreatment is ad-
dressed. Attending to the affordances of learner 
mistreatment reporting mechanisms can help 

medical schools design more effective mistreatment 
reporting systems. 

The Max Rady College of Medicine (MRCoM) at the 
University of Manitoba employs two mechanisms 
for reporting mistreatment with different processes 
and structures, i.e., different affordances. In re-
sponse to accreditation requirements requiring 
medical schools to have mechanisms for reporting 
all forms of mistreatment, we undertook a compar-
ison of the information provided through each 
mechanism to better understand how each mecha-
nism contributes to the school’s overall approach to 
identifying learner mistreatment. The aim of our 
study is to gain insight into the outcomes created by 
the affordances of learner mistreatment reporting 
mechanisms. Outcomes for our study include the 
types of mistreatment reported and the supporting 
information provided through reporting mecha-
nisms. The overarching research question that 
guided our study was: do different affordances of 
learner mistreatment reporting mechanisms pro-
duce different outcomes? To help answer this ques-
tion, we developed two sub-questions: 

1. What types of mistreatment and supporting in-
formation are reported using the two reporting 
mechanisms? 

2. How does reported information differ between 
the two reporting mechanisms? 

Methods 

Study setting 

The MRCoM enrolled ~440 undergraduate medical 
students and ~650 postgraduate physician residents 
per year during the study period. To address mis-
treatment that these learners may experience or 
witness, the MRCoM developed two formal report-
ing mechanisms. First, in 2015, MRCoM instituted a 
web-based reporting system called the “Speak Up” 
button (SUB) that learners, staff, and faculty volun-
tarily and actively seek out to anonymously or con-
fidentially report learner mistreatment. Use of the 
SUB varied considerably during the first several 
years after it was established ranging from one re-
port the first year and afterwards averaging 47.6 re-
ports per year for the study period. Second, in 2020, 
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a mistreatment reporting option was added to man-
datory end-of-rotation evaluation (EoRE) surveys. If 
learners indicate that they experienced or witnessed 
mistreatment during the rotation, they are 
prompted to provide details in a separate electronic 
form. An average of 45.5 reports per year were sub-
mitted through the EoRE during the study period.  

The incident reports for both reporting methods are 
structured as a survey that collects standardized in-
formation about the incident date, incident location, 
mistreatment recipient, and source of mistreatment, 
followed by an open-ended narrative description 
about the incident being reported. The reports are 
confidentially reviewed and triaged in the Office of 
Professionalism. For non-anonymous reports, in-
take meetings are organized with complainants. For 
all reports, the Office of Professionalism assesses 
the appropriate subsequent actions. 

Study design 

To identify the types of mistreatment being re-
ported and the information that is provided in re-
ports, we conducted an interpretive content 
analysis of MRCoM’s two reporting mechanisms. 
This approach allows for both deductive and induc-
tive data analysis and is useful for systematically 
analyzing large amounts of narrative data, such as 
mistreatment reports, that may contain partial or 
incomplete information and might not explicitly 
state the form of mistreatment experienced and re-
quires researchers’ iterative interpretation.16 We re-
ceived approval to conduct the study from the 
University of Manitoba Health Research Ethics 
Board (File#: H2021:419). 

Data collection 

We developed a data set by collecting all the reports 
submitted to the SUB and EoRE from when these 
two reporting methods were instituted electroni-
cally – July 2015 for the SUB and August 2020 for 
the EoRE – until December 31, 2021. All names were 
removed from incident reports before data collec-
tion to protect confidentiality. One team member 
(AS) extracted and recorded the structured survey 
data from the incident reports. 

Data analysis 

An initial scan of the data revealed a wide range of 
reported incidents that are not fully reflected in ex-
isting typologies of learner mistreatment in medical 
schools in terms of the types and complexity of the 
incidents (e.g., multiple types of mistreatment per 
incident). To capture this complexity, we developed 
an initial coding framework based on the problem 
categories in the Healthcare Complaints Analysis 
Tool (HCAT), which is a validated tool for investi-
gating complaints and facilitating improvements in 
the healthcare system.17,18 While the HCAT was de-
veloped for use in healthcare contexts, it has been 
successfully adapted to other related contexts.19 
Two research team members (CR and JGarber) re-
viewed a subset of the data to adapt the tool for the 
medical learning environment including revising 
the clinical problems category to teaching and 
learning problems. We also added additional sec-
tions to the coding framework focused on the type 
of report (i.e., learner mistreatment, non-learner 
mistreatment, issue other than mistreatment), scope 
of incident (e.g., reference to repeated incidents, 
public or private incident), and types of information 
provided in report (presence of incident description, 
incident setting, relevant demographic information, 
impact, justification or explanation for reporting).  

We coded the data from the narrative descriptions 
of incidents in two stages. First, the whole research 
team met and coded a sample of incident reports to-
gether (n = 30) to standardize our interpretation of 
the coding framework and coding procedures. 
Through discussion we also further refined and fi-
nalized the coding framework (see Table 1 for final 
list of problem categories). We then divided the da-
taset up into equal sections so that each research 
team member coded narrative incident descriptions 
from approximately 52 reports. Once coding was 
complete, two team members (CR and JH) reviewed 
all the coded data to check for consistent application 
of the coding framework and discussed any ques-
tions or changes with the whole research team. We 
used SPSS v.27 to facilitate analysis of both datasets 
using descriptive statistics and the Chi-square sta-
tistic to compare metadata with problem categories, 
which met the assumptions for use of the chi-square 
test. The predetermined α level was set at .05. 
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Table 1. Problem Categories for Reported Learner Mistreat-
ment 

Categories  Description 
Teaching and Learning Problems 
Quality Issues related to teaching behaviours, 

role modeling of healthcare standards, 
and/or opportunity 

Safety  Issues related to teaching and learning 
situations that compromise patient or 
learner safety 

Institutional Problems 
Resources and 
Facilities 

Issues with facilities, technology, 
learner supports 

Institutional Pro-
cesses 

Issues with bureaucracy, accessing 
learner supports, policies, feeling un-
safe reporting mistreatment 

Interactional Problems 
Listening Disregard for learner or patient ques-

tions and contributions 
Communication Absent or incorrect communication to 

learner or patient 
Disrespect of pa-
tient and learner 
rights  

Disregard or violation of for learners’ 
and/or patients’ rights 

Disrespectful be-
haviour 

Problems with rude or unprofessional 
behaviour or language 

Discrimination 
and bias 

Problems with comments and behav-
iour that shows discrimination or bias 
against certain populations 

Harassment and 
Abuse 

Problems with aggressive, violent, or 
unsafe behaviour and actions 

Reflexivity 

The study team included two PhD educational re-
searchers (CR, JH), a resident physician (JGarber), 
and four members who have held leadership and 
staff positions in the Office of Professionalism (NP, 
AS, EJ, JGruber) and the Office of Equity, Diversity 
and Inclusion (JGruber). To mitigate the potential 
bias, the educational researchers and the resident 
physician conducted the initial analysis and devel-
opment of the coding framework and the final step 
of data checking. Interpretation of results was led 
by one of the educational researchers (CR) who is 
otherwise uninvolved in the Office of Professional-
ism but informed by the knowledge and experience 
of its’ members.  

 

Results 

We collected a total of 330 reports, of which 240 
(72.7%) were SUB reports and 90 (27.3%) were EoRE 
reports from a total of 10,250 end of rotation evalu-
ation surveys (0.9%). 

Results from the analysis of struc-
tured survey data 

Of the EoRE reports, 32.2% (29/90) were from under-
graduate clerkship rotations, 10.0% (9/90) of reports 
were from residents on home service, 42.2% (38/90) 
of reports were from residents not on home service 
(i.e., on rotations outside of their discipline), and 
15.6% (14/90) of reports were from international 
medical graduate residents. Of the SUB reports, 
31.3% (75/240) were reported anonymously and 
68.8% (165/240) were non-anonymously reported. 
There were no significant differences between inci-
dents that were reported anonymously and non-
anonymously.  

With respect to the structured survey data, there 
was a significant difference in the reported recipient 
of mistreatment between the reporting mechanisms 
(p = .007) (Table 2). Almost half of the EoRE reports 
(48.9%, 44/90) indicated that the incident “happened 
to me”, but almost two thirds of SUB reports indi-
cated that the incident involved another person. 

The two most common sources of mistreatment 
were a preceptor or attending staff for both report-
ing mechanisms, including in 33.3% (30/90) of EoRE 
reports and 43.3% (104/24) of SUB reports. Addition-
ally, 27.8% (25/90) of EoRE reports indicated nurses 
as sources of mistreatment, which was significantly 
different from 10.4% (25/240) of SUB reports (p = 
<.001), and 15.8% (38/240) of SUB reports indicated 
that a medical student was the source of mistreat-
ment but none of the EoRE reports did (Table 2). 

Finally, 88.9% (80/90) of EoRE reports indicated that 
the incident occurred at a tertiary hospital with the 
remaining incidents occurring at other clinical sites. 
In comparison, only 47.1% (113/240) of SUB reports 
indicated that the incident occurred in a tertiary 
hospital and the other reported incidents occurred 
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in a wide range of clinical and academic settings 
(see Appendix A for full results). 

Table 2. Recipients and sources of mistreatment reported us-
ing each mechanism. 

   
EoRE  
(n = 90) 

SUB  
(n = 240) p-value 

Recipient   

It happened to me 
44 
(48.9%) 

82 
(34.2%) 

.007 It happened to some-
one else 

27 
(30.0%) 

65 
(27.1%) 

It happened to me 
and someone else 

19 
(21.1%) 

93 
(38.8%) 

Source 

Preceptor/Attending 
30 
(33.3%) 

104 
(43.3%) 

.099 

Resident 
15 
(16.7%) 

30 
(12.5%) 

.326 

Nurse 25 
(27.8%) 

25 
(10.4%) 

<.001 

Hospital/Clinic Staff 23 
(25.6%) 

57 
(23.8%) 

.733 

Administrative Staff 4 (4.4%) 15 (6.3%) .531 

Medical Student 0 
38 
(15.8%) 

<.001 

Other 2 (2.2%) 17 (7.1%) .091 

Results from analysis of narrative 
descriptions 

We first coded reports for the type of incident that 
was reported. There was a significant difference be-
tween the types of reports submitted to each report-
ing mechanism (p = <.001) (Table 3), with 82.2% 
(74/90) of EoRE reports about learner mistreatment 
and only 56.7% (136/240) of SUB reports about 
learner mistreatment. Over a quarter of the SUB re-
ports (64/240, 26.7%) reported a problem or issue 
other than mistreatment. 

Table 3. Type of incident reported using each mechanisma 
Type of Incident EoRE  

(n = 90) 
SUB  
(n = 240) 

Learner mistreatment 74 (82.2%) 136 (56.7%) 
Non-learner mistreatment 
(e.g., patient, faculty mem-
ber) 

8 (8.9%) 40 (16.7%) 

Problem or issue other than 
mistreatment 

7 (7.8%) 64 (26.7%) 

Not enough information to 
assess 

1 (1.1%) 0 
ap = <.001 for type of report compared to type of incident 

 

Incident reports described mistreatment that fell 
into three broad groups of categories: teaching and 
learning problems; institutional problems, and in-
teractional problems (Table 4). Nearly all reports de-
scribed an interactional problem and about half of 
the reports described problems related to teaching 
and learning. Disrespectful behaviour (e.g., rude or 
unprofessional language) was the most common 
problem category identified in the reports from each 
mechanism but was reported significantly more 
(p = .010) in SUB reports (70.0%, 168/240) than in 
EoRE reports (55.6%, 50/90) (Figure 1). Bias and dis-
crimination (e.g., behaviours that discriminate 
against certain populations) were also reported sig-
nificantly more (p = <.001) in SUB reports (26.3%, 
63/240) than in EoRE reports (11.1%, 10/90) (Figure 
1). It should be noted that 24.4% (41/168) of SUB re-
ports that were coded as disrespectful behaviour 
were also coded as an issue other than mistreatment 
in comparison to only 2.0% (1/50) of EoRE reports. 

Table 4. Problem categories from each reporting mechanism. 

Categories 
EoRE  
(n = 90) 

SUB  
(n = 240) 

p-value 

Teaching and Learning   

Quality 
38 
(42.2%)  

88 
(36.7%)  

.36 

Safety  
21 
(23.3%)  

67 
(27.9%)  

.40 

Institutional   

Resources and Facilities  
6  
(6.7%)  

6  
(2.5%)  .07 

Institutional Processes  
10 
(11.1%)  

31 
(12.9%)  .66 

Interactional 

Listening  20 
(22.2%)  

58 
(24.2%)  

.71 

Communication  5  
(5.6%)  

15  
(6.3%)  

.81 

Disrespect for Rights   
9 
(10.0%)  

30 
(12.5%)  .53 

Disrespectful Behaviour 
50 
(55.6%)  

168 
(70.0%)  .01 

Bias and Discrimination 
10 
(11.1%)  

63 
(26.3%)  

<.001 

Harassment and Abuse  
21 
(23.3%) 

70 
(29.2%) 

.29 
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Figure 1. Comparison of problem categories reported for each 
reporting mechanism. 

Since reports could be coded as multiple types of 
problems, we calculated the rate of co-occurrence 
for the different problem categories for each report-
ing mechanism. Disrespectful behaviour commonly 
co-occurred with several other categories, particu-
larly in SUB reports. Of note, 68.4% (26/38) of EoRE 
reports and 81.8% (72/88) of SUB reports that were 
coded as a problem with the quality of teaching and 
learning were also coded as a problem with disre-
spectful behaviour (see Appendix A for full results). 
For example, an instructor making rude remarks 
about a student’s question was coded as problems 
with the quality of teaching and learning and disre-
spectful behaviour. Additionally, 87.9% (51/58) of 
SUB reports that were coded as a problem with lis-
tening and 74.6% (50/67) of SUB reports that were 
coded as a problem with safety in teaching & learn-
ing were also coded as a problem with disrespectful 
behaviour. 

To better understand the scope of the mistreatment 
reported through the two mechanisms, including 
evidence of incident-based or environment-based 
mistreatment, we coded whether the narrative re-
ports described the incident as public or private and 
whether the report described a specific incident 
and/or whether there was reference to multiple or 
repeated incidents. SUB reports were significantly 
more likely to describe a specific incident (195/240, 
81.3%) than EoRE reports (51/90, 56.7%, p = <.001). 
In contrast, EoRE reports were significantly more 
likely to refer to multiple and/or repeated incidents 
(46/90, 51.1%) than SUB reports (87/240, 36.3%, 
p = .014). We also found a significant difference be-
tween the two mechanisms in whether they indi-
cated if the incident was public or private 
(p = <.001). For EoRE reports, 13.3% (12/90) 

incidents were private, 57.8% (52/90) were public, 
and 28.9% (26/90) were unclear. For SUB reports, 
20.4% (49/240) incidents were private, 67.1% 
(161/240) were public, and 12.5% (30/240) were un-
clear. 

Finally, we coded reports for the kinds of infor-
mation provided in the narrative descriptions. The 
SUB reports included significantly more infor-
mation about the incident, the incident setting, rel-
evant demographic details about the source and/or 
recipient of mistreatment, the impact of the inci-
dent, and explanation or justification for making the 
report compared to EoRE reports (Table 5).  

Table 5. Information provided using each reporting mecha-
nism. 

Information 
EoRE  
(n = 90) 

SUB  
(n = 240) 

p-
value 

Incident description 74 (82.2%) 
235 
(97.9%) 

<.001 

Incident setting 46 (51.1%) 
202 
(84.2%) 

<.001 

Relevant demo-
graphic info 

13 (16.5%) 66 (83.5%) <.001 

Impact 48 (53.3%) 168 
(70.0%) 

.005 

Explanation or Justi-
fication 

36 (40.0%) 183 
(76.3%) 

<.001 

Discussion 

We found many similarities between the two re-
porting mechanisms in terms of the types of mis-
treatment that are reported to administration. A 
large majority of mistreatment that is reported us-
ing both mechanisms is interactional in nature and 
primarily related to disrespectful behaviours and 
language. Concerns with the quality of teaching and 
learning, such as modeling poor patient care, are 
also frequently reported and such reports often in-
clude evidence of disrespectful behaviour as well. 
The frequency and co-occurrence of these kinds of 
issues, along with the high number of incidents that 
occurred in public or occur repeatedly suggest that 
there are problems in the learning environment that 
are having an impact on teaching and learning be-
yond the reported incidents of mistreatment.9 These 
findings demonstrate that using a robust framework 
for categorizing the nature and scope of reported in-
cidents can help identify patterns across 

23.3%

11.1%

55.6%

10.0%

5.6%

22.2%

11.1%

6.7%

23.2%

42.2%

29.2%

26.3%

70.0%

12.5%

6.3%

24.2%

12.9%

2.5%

27.9%

36.7%

0% 10% 20% 30% 40% 50% 60% 70% 80%

Harassment and Abuse
Bias and Discrimination
Disrespectful Behaviour

Disrespect for Rights
Communication

Listening
Institutional Processes

Resources and Facilities
Safety

Quality

SUB EoRE



 10 

individually-reported incidents that signal the pres-
ence of environment-based learner mistreatment.9 

There were also some important differences be-
tween the outcomes of the two mechanisms that 
highlight how the affordances of a mechanism in-
fluence the types of mistreatment incidents that get 
reported and the information that is provided, 
which affects an institutions’ knowledge of and 
ability to address learner mistreatment. The EoRE 
mechanism prompts clinical learners to report mis-
treatment when completing their rotation evalua-
tions and does not provide an option for anonymity 
of such reports. These affordances often elicited less 
egregious yet repeated incidents that may have oth-
erwise gone unreported but still have a negative im-
pact on learners. Since these reports were prompted 
by clinical rotations, EoRE reports were typically fo-
cused on incidents of learner mistreatment and ex-
clusively took place in clinical settings. Given this 
focus, and perhaps the lack of anonymity, EoRE re-
ports tended to include fewer details in the narrative 
incident descriptions. In contrast, reporters must ac-
tively seek out the SUB to submit an incident report 
and reporters have the option to submit an anony-
mous report. Additionally, there are no restrictions 
on who can submit a report to the SUB. These af-
fordances elicited a wider variety of incidents that 
occurred outside of the traditional teaching and 
learning settings but still had an impact on these 
settings. SUB reports also tended to include more 
details in the narrative incident descriptions, includ-
ing justifications for submitting the reports. Similar 
to findings from other studies,10,11 by providing 
multiple reporting methods with different af-
fordances, we have been able to identify a greater 
range of mistreatment and increased the accessibil-
ity of reporting for more members of the MRCoM 
community. Of note, Vanstone et al.7 found that 
learners frequently struggle to determine whether 
negative personal interactions constitute mistreat-
ment, which can make learners hesitant to report 
mistreatment. The high rates of reports of disre-
spectful behaviour in our data, along with the large 
number of reports of issues other than mistreat-
ment, demonstrate that the SUB in particular pro-
vides an avenue for learners to report negative 
experiences, even when they are unsure if they con-
stitute mistreatment. 

Through our analysis, we also identified several 
limitations and challenges with the two reporting 
mechanisms. First, relatively few SUB reports were 
made anonymously, and these did not differ signif-
icantly from reports that were not anonymous. Such 
a finding differs from previous research that sug-
gests people are more likely to report mistreatment 
when there is greater anonymity.9,10 This finding 
may be an indication of institutional trust,2,5 but the 
relatively small number of reports compared to the 
total number of learners suggests that people may 
choose not to report rather than report anony-
mously. Second, demographic information beyond 
roles (e.g., resident, faculty member, nurse) about 
the reporter and people involved in an incident is 
only provided voluntarily in the narrative descrip-
tions. Less than a quarter of reporters voluntarily 
provided demographic information that fell into a 
wide range of demographic categories, which limits 
insight into patterns of who is and is not utilizing 
the reporting mechanisms and who the recipients 
and sources of mistreatment are. Third, while the 
SUB allows for a greater range of types of mistreat-
ment incidents to be reported, it appears to have 
also become a more general complaints option, 
which can use up valuable attention and resources. 
While definitions of mistreatment and how to re-
port it are widely shared with learners and faculty 
at orientations and through other regular commu-
nications, a potential solution is to implement addi-
tional interventions aimed at developing shared 
understandings of mistreatment between learners, 
faculty, and administration. However, while such 
interventions may increase learners’ confidence and 
ability to recognize mistreatment, they do not nec-
essarily result in a decrease in mistreatment.8 Fi-
nally, using two mechanisms that elicit different 
information due to differing affordances has helped 
us to identify environment-based mistreatment, but 
the institutional processes for addressing reports of 
mistreatment are aimed at incident-based mistreat-
ment and provide limited ability to address mis-
treatment stemming from groups outside of the 
university (e.g., allied health, patients) beyond shar-
ing information with the relevant groups. 

Our overarching research question considered how 
different affordances of learner mistreatment re-
porting mechanisms produce different outcomes. In 
sum, the affordances of each mechanism, 
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particularly elicited versus voluntary reporting, 
provide unique insights into learner mistreatment 
occurring at MRCoM and the combination of the 
two provides a more fulsome picture than either can 
provide on its own. This information allows 
MRCoM to not only address specific incidents that 
have occurred but also to focus on preventative 
measures through faculty development and other 
educational activities targeted at more common 
forms of environment-based mistreatment. 

Our study has several limitations that offer oppor-
tunities for future research. Our study was focused 
on two reporting mechanisms at one institution 
with different timeframes for data collection. Our 
data set also provided limited opportunity to com-
pare different groups of learners such as those from 
UGME, PGME, and IMG programs. A larger data set 
with similar timeframes may provide additional in-
sights into the outcomes produced by the two mech-
anisms and will allow for more nuanced 
interpretations between UGME and PGME that con-
siders duty hours and other factors. Our analysis of 
outcomes was limited to information that was re-
ported. Future research should include learner and 
faculty perspectives and experiences with the two 
reporting mechanisms, particularly as they relate to 
how the affordances of reporting mechanisms influ-
ence how and if these groups report learner mis-
treatment. Finally, results from additional 
institutions and other types of reporting mecha-
nisms could provide further insights into how the 
affordances of reporting mechanisms create differ-
ent reporting outcomes. 

Conclusion 

Utilizing two mechanisms with different af-
fordances for reporting learner mistreatment can 
help to identify a more nuanced understanding of 
mistreatment, including incident-based and envi-
ronment-based mistreatment, and increase report-
ers’ choices for how and when to report 
mistreatment. While further work needs to be done 
to develop a shared understanding at our institution 
of what constitutes mistreatment and approaches to 
addressing environment-based mistreatment, we 
anticipate that providing multiple methods for re-
porting learner mistreatment will increase institu-
tions’ abilities to identify incident-based and 

environment-based mistreatment and contribute to 
more effective interventions in the university and in 
the healthcare system. 
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Appendix A. Full Results 

Location of incidents reported using each mechanisma  

Location EoRE (n = 90) SUB (n =240) 
Tertiary Hospital 80 (88.9%) 113 (47.1%) 
Community Hospital/Site 7 (7.8%) 17 (7.1%) 
Medical School - on site 0 52 (21.7%) 
Rural Hospital/Site 2 (2.2%) 1 (0.4%) 
Zoom Lecture/Meeting 0 14 (5.8%) 
Social Media 0 24 (10.0%) 
Telephone or Email 0 6 (2.5%) 
Off-campus 0 7 (2.9%) 
Not indicated 1 (1.1%) 6 (2.5%) 

ap = <.0001 for type of report compared to location of incident 
The tables below detail how many incident reports that were coded as the categories listed in the rows were also coded with the corresponding category listed in the columns. The n listed beside the problem categories 
indicates the number of incident reports coded as that category. 

 

Co-occurrence of problem categories in EoRE 

 
Safety  
(n = 21) 

Resources/  
Facilities (n = 6) 

Institutional Processes  
(n = 10) 

Listening  
(n = 20) 

Communication  
(n = 5) 

Disrespect 
for Rights 
(n = 9) 

Disrespectful 
Behavior  
(n = 50) 

Bias/  
Discrimination 
(n = 10) 

Harassment/ 
Abuse  
(n = 21) 

Quality (n = 38) 9 - 4 10 4 3 26 2 7 
Safety (n =21)  1 4 3 1 4 9 4 7 
Resources/ Facilities (n = 6)   3 2 - 2 3 - 1 
Institutional Processes (n = 10)    3 - 4 5 - 4 
Listening (n = 20)     - 2 11 1 5 
Communication (n = 5)      - 1 - - 
Disrespect for Rights (n = 9)       3 1 2 
Disrespectful Behavior (n = 50)        1 6 
Bias/ Discrimination  (n = 10)         1 
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Co-occurrence of problem categories in SUB 

 Safety  
(n = 67) 

Resources/ 
Facilities  
(n = 6) 

Institutional 
Processes  
(n = 31) 

Listening  
(n = 58) 

Communication  
(n = 15) 

Disrespect 
for Rights 
(n = 30) 

Disrespectful 
Behavior  
(n = 168) 

Bias/  
Discrimination  
(n = 63) 

Harassment/ 
Abuse 
(n = 70) 

Quality (n = 88) 38 - 12 37 10 8 72 19 28 
Safety (n = 67)  2 14 33 7 10 50 10 31 
Resources/ Facilities (n = 6)   5 2 - 1 2 - - 
Institutional Processes (n = 31)    12 5 6 14 1 14 
Listening (n = 58)     6 4 51 2 25 
Communication (n = 15)      2 9 - 4 
Disrespect for Rights (n = 30)       21 4 15 
Disrespectful Behavior (n = 168)        35 45 
Bias/ Discrimination (n = 63)         4 

 

 

 


