
Are women residency supervisors obligated to nurture?
Laura D Hirshbein

Scholars in medical education have been increasingly
aware over the last few decades of issues of women in
medicine, particularly the ways in which women move
through medical school and residency, and eventu-
ally become faculty. Much of the literature has
focused on ways in which women are at a disadvan-
tage in a male-dominated medical culture. But how
can they overcome this disadvantage? Should women
act like the men around them, emulating their
practice patterns, research endeavours and teaching
styles? Or do women need to behave differently from
men in order to succeed? Isn’t this an outrageously
stereotyped way to think about the dilemma? Unfor-
tunately, there may still be embedded gender ste-
reotypes in academic medical centres, particularly in
teaching relationships. How can we understand these
stereotypes and overcome them?

MY EXPERIENCE

I was fortunate enough to join the psychiatry faculty
of a reasonably prestigious university the very day
after finishing residency. I was told that my job would
include seeing patients, doing some research and
educating residents. I was given a small course in my
area of research interest, which I taught to second
year residents, and I also provided clinical supervi-
sion for residents rotating on our adult inpatient and
emergency room services. I was not given any
particular instruction about teaching residents, but I
didn’t notice the lack of information. I assumed that,
as I had just finished residency, I had a good handle
on what residents wanted. My plan was to imitate
what I thought was good about my supervisors
(information, direction) and improve on what I had
experienced that was less helpful (faculty who would

not help with the work that needed to be accom-
plished).

When I started out, I thought things were going fairly
well. My inpatient team was running smoothly and I
had a good feel for what was going on with the
patients. When the residents asked me for advice, I
told them what I thought. I made no secret of the fact
that I had 2 small children, and so I worked to make
the whole team efficient so that everyone could get
their work done and go home. I made my expecta-
tions for the residents clear and told them how they
were doing. I also made sure that I covered for
residents while they attended lectures and educa-
tional activities.

I was not given any feedback about my teaching
during my first 2 years on the faculty. When I finally
received a series of teaching evaluations, they were
brutal. The residents complained that I was dictator-
ial, claimed that I had threatened them, that I was
more focused on getting the work done than on
teaching, and accused me of caring more for my own
children than I did about the patients. What was
striking was that the evaluations for my didactic
lectures in my research area were very good and the
residents rated my teaching very highly in that
setting. So whereas my direct interactions with the
residents were evaluated extremely poorly, my lecture
style got high marks.

What went wrong? Why was there such a disconnec-
tion between what I thought I was doing and what the
residents experienced? Why did they like my lecture
style and hate my supervision? These were not just
academic questions for me – I was supposed to go up
for promotion the year that these evaluations came
out, but our department’s promotions committee
pulled my packet from consideration after seeing the
overwhelmingly negative comments. I still do not
have a complete answer about what happened with
the residents, but as I talked with senior faculty about
my experiences, I discovered a number of things I
had been unaware of previously. First, the supervision
style I had been emulating – that which I had
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experienced during medical school and residency
with my own (male) supervisors – evidently did not fit
with what the residents expected of me. Second, I
discovered that we still do not have much good
information about how to supervise and teach resi-
dents appropriately and how to adapt supervision and
learning styles for particular groups of supervisors
and trainees. Third, I discovered that residents have
different expectations of faculty, some of which seem
to be determined by gender assumptions. One of my
senior (women) colleagues explained to me that the
residents expected me to act like their mother – that
the residents’ complaint that I cared more about my
children than my patients was their way of saying that
I cared more about my children than about them.
This observation led me to a fundamental question
about women in academic medicine: do women
faculty who teach residents have an obligation to
nurture their trainees?

WHY MIGHT A WOMAN SUPERVISOR BE
EXPECTED TO NURTURE?

As historian Regina Morantz-Sanchez describes, wo-
men began to enter medicine in the middle of the
19th century and had reached significant numbers
within the medical profession by the beginning of the
20th century.1 Women doctors argued that women’s
nature, including their propensity to nurture, was
essential for the practice of medicine.1,2 In the first
half of the 20th century, as historian Ellen More
points out, women struggled to reconcile women’s
unique contributions to medicine with an increasing
trend toward assimilation into mainstream (male)
medical practice.3 But although women continued to
enter medicine throughout the 20th century, the
numbers of women applying to and being accepted
by medical schools dropped to very low levels in the
first half of the century and did not increase until
after the first wave of the feminist movement in the
1970s. During the beginning of the feminist move-
ment in the 1970s, activists argued that women in
medicine deserved equal rights with men.4 By the
1980s, however, some had returned to the idea that
women’s contribution lay in helping to improve and
humanise medicine as it became increasingly tech-
nical and inhumane. Women thus found themselves
expected to be both pioneers in achieving equality
with men and champions of female values in medi-
cine, a dual role that was uncomfortable for many.5

The presence of increasing numbers of women
doctors has clearly changed the dynamics of many

medical specialties, especially those in which women
have a significant numerical presence, such as pae-
diatrics and obstetrics and gynaecology.6 But the
tension between equal rights and the celebration of
female values continues to be very awkward for many
women doctors, particularly in academic settings
where they are expected to serve as teachers and role
models for the next generation. Do we emphasise
that we are just as capable as our male colleagues? Do
we show that we are more sensitive to the role of
women in lower status occupations and take on more
responsibility for things such as our own typing and
our own procedure clean-up? Are we doctors or are
we women doctors? Is there a difference? Should
there be?

Women doctors continue to both benefit from and
be hampered by assumptions that women in medi-
cine are going to change the quality of interpersonal
relationships in the medical system. Certainly, there
is evidence that women in general have different
communication styles than men – as has been
abundantly described (and caricatured) in the
popular media.7,8 But how much of the difference in
communication styles is due to social and cultural
assumptions and specific dynamic roles? One of the
issues that complicates inquiry about gender and
academic medicine is that many researchers conflate
2 very different concepts: sex and gender. Sex refers
to the biological group to which an individual
belongs (male or female), whereas gender refers to
the complex set of social and cultural assumptions
that govern individuals in a system. As historian Joan
Scott points out, the concept of gender is intimately
connected with power: for much of history, the
dichotomy between male and female has been used
to denote relationships between the powerful and the
powerless, the active and the passive, the dominant
and the submissive.9 How does this complex system of
power relationships affect teaching, particularly the
dynamic process of resident supervision? What does it
mean to have a woman supervise a man? Or a
woman? What are the gender expectations for both
supervisor and supervisee?

THE END OF MY STORY

My own story of resident supervision appears to have
a happy ending. After a lot of soul searching and
discussion with senior women faculty, I completely
changed my approach to resident supervision. I
stopped trying to help the residents get their work
done and focused on trying to be supportive. I tried
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to open up dialogue with the residents about their
educational needs: although none of them ever told
me what he or she wanted out of supervision, I did
emphasise that I was trying to adapt my supervisory
style to what it appeared that they wanted (i.e. more
or less direction) and that they needed to tell me if
the style did not match their expectations. I made a
point of trying to get to know the residents – their
educational backgrounds, their social and personal
contexts, whether or not they had pets – and tried to
balance being interested without being too intrusive.
I also brought in food (especially baked goods) on a
regular basis during the times I was attending on the
inpatient unit (this on the advice of a senior woman
colleague). I’m not sure what made the difference,
but my supervision evaluations since my transforma-
tion have been good to excellent, and I finally got
promoted.

As I made the decision to change my supervision
style, I did not try to turn myself into someone I am
not. I did make a conscious decision, however, to
show parts of my personality I had previously kept
only for my personal life – particularly with a more
nurturing approach in supervision (in a way that is
distantly similar to how I treat my children). But this
has been a big adjustment and represents a complete
departure from the way I was trained. At a particular
point during my own residency, I was on an inpatient
unit rotation when I was 8–9 months pregnant. My
supervisor (an older man) appeared not to notice
that I was pregnant and made no efforts to change his
rounding style, which had all of us standing for
several hours at a time. At the time, I didn’t think this
was unusual or inappropriate (although it was
certainly uncomfortable), and I remember the
supervision in this setting as being very high quality.
Last year, when I supervised a resident who was on
the unit during her last month of pregnancy, I made
a special effort to make sure she could sit down
whenever possible and changed the structure of
rounds to make sure she wasn’t standing for long
periods of time. My male colleagues did not make
similar accommodations for this pregnant resident,
but I don’t know if she would have expected them to
– and I don’t know what their teaching evaluations
look like.

Medical education as a whole appears to be moving
away from the traditional, top-down model of
instruction and authority in all areas, from classroom

teaching to supervision. Yet how do these new
teaching styles and methods of interaction work
within our existing (and sometimes competing)
patterns of interaction based on medical tradition
and gender? Are women expected to embody the
more collaborative approaches just because they are
women? Do men (and women) trained in more
traditional methods of teaching face a disadvantage
in terms of their evaluations as teaching systems
change around them? Are there other complexities
besides nurturing that are incorporated into
assumptions about women and their teaching styles?
How can we tease apart issues of gender role
expectations and good teaching? And, on a more
personal and practical level, will the quality of my
teaching evaluations decline if I stop bringing in
baked goods?
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