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ABSTRACT
Objective  Explore the perceptions of senior medical 
students on the relationship between gender and pain 
and examine how formal and hidden curricula in medical 
education shape their experiences.
Design  We conducted a cross-sectional qualitative 
interview study, using individual semistructured interviews 
and adhering to interpretative description methodology. We 
used Braun and Clarke’s reflexive approach to thematic 
analysis to analyse our data.
Setting  Six medical schools across the UK. Data collection 
occurred between the autumn of 2022 and the spring of 
2023.
Participants  14 senior (penultimate or final year) medical 
students.
Results  We created three themes, which describe key 
educational forces shaping students’ experiences of the 
relationship between gender and pain. These are (1) the 
sociocultural influencer, (2) the pedagogical influencer and 
(3) the professorial influencer. Our findings highlight the 
influence of both wider societal norms and students’ own 
identities on their experiences. Further, we explore the 
nature and detrimental role of formal curricular gaps, and 
negative role modelling as a key mechanism by which a 
hidden curriculum relating to gender and pain exerts its 
influence.
Conclusions  These findings have several educational 
implications, including the need for a more holistic, 
person-centred approach to pain management within 
medical school curricula. Additionally, we recommend the 
creation of reflective spaces to engage students in critical 
thinking around bias and advocacy from the early stages 
of their training. We present actionable insights for medical 
educators to address issues of gender bias and pain 
management.

INTRODUCTION
Gender bias in healthcare kills. This bias, 
which can be defined as ‘prejudiced actions or 
thoughts based on the gender-based percep-
tion that women are not equal to men’,1 leads 
to increased mortality for girls and women.2 
For example, in countries with high levels of 
gender inequality, girls under the age of 5 

are more likely to die than boys.3 In the UK, 
women often receive poor medical treatment 
for gynaecological conditions,4 and poorer 
care in relation to men for dementia5 and 
cardiovascular disease.6

Pain—its diagnosis and its management—is 
an area of healthcare practice where gendered 
stereotyping leads to poor outcomes for 
patients. Research indicates that the pain of 
Black women, for example, is not taken seri-
ously by healthcare professionals, leading to 
increased morbidity and mortality.7 Health-
care staff routinely underestimate women’s 
pain, leading to undertreatment and the 
suggestion of psychological rather than anal-
gesic treatment.8 Where women are scored 
with low rates of perceived ‘trustworthiness’, 
healthcare professionals are more likely to 

STRENGTHS AND LIMITATIONS OF THIS STUDY
	⇒ By examining the hidden curricula of gender and 
pain within medical education, our research builds 
on previous studies noting insufficient formal edu-
cation by highlighting the nuanced ways in which 
such gaps may be perpetuated or mitigated through 
everyday clinical interactions and informal learning 
experiences.

	⇒ The in-depth, qualitative approach of this study 
has generated rich data and allowed for the con-
sideration of important social and cultural nuances, 
captured particularly by our first theme: the socio-
cultural influencer.

	⇒ The interview questions were codeveloped with a 
patient community group to shape and clarify our 
interview focus and language.

	⇒ Though students were prompted to reflect on their 
experiences throughout medical school, this is a 
cross-sectional study, so students’ perceptions may 
have changed on recall.

	⇒ Convenience sampling may mean that bias aware-
ness appears more prevalent among medical stu-
dents than it is within the wider medical student 
population.
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believe that they are exaggerating their pain.9 Not only 
gender, but ethnicity, age, perceived attractiveness, like-
ability, manner and the presence or absence of medical 
diagnoses influence healthcare professionals’ percep-
tions of pain.9

Though we know that gender bias exists in how health-
care professionals respond to and manage, pain (eg, 
women are perceived as more emotional than men), what 
is less clear are the reasons underlying such biases.10 One 
potential explanation for how doctors develop biases is 
that they do so through the hidden curriculum. Doctors 
acquire many of their perspectives and professional values 
during medical school11 where students are exposed to 
and experience such gender biases in the clinical work-
place and the curriculum. This often happens via the 
mechanism of the hidden curriculum—‘…the attitudes 
and values conveyed, most often in an implicit and tacit 
fashion, sometimes unintentionally, via the educational 
structures, practices and culture of an educational insti-
tution’.12 Influences operating within the hidden curric-
ulum of medicine include clinical experiences, contact 
with role models, the attitudes of staff and patients, as 
well as external influences such as family/friends, the 
media and personal experiences.11 Experiences within 
the hidden curriculum shape medical students’ views and 
carry into their future practice as a practising clinician.

While there is a growing clinical body of literature on 
gender and pain, relatively little attention has been paid 
to how medical education shapes students’ perceptions of 
gender and pain, and how these perceptions may affect 
their clinical practice as they become doctors. There 
is some literature on the presence or absence of pain 
assessment and management teaching within medical 
school curricula—one study,13 for example, reports that 
pain education in US medical schools is fragmentary, 
limited and fails to cover key pain topics identified by the 
International Association for the Study of Pain.13 While 
important, this study did not explore teaching on both 
gender bias and pain.

Another recent international study14 has focused on 
gender and chronic pain within the curricula of the 10-top 
global ranked medical schools (as per the QS World 
University Rankings 2022). This study’s search revealed 
that the curricula of most medical schools lack compre-
hensive coverage of gender bias and chronic pain.14 Our 
study aims to build on these findings by examining how 
medical education influences students’ attitudes and 
beliefs about gender and pain. While we know medical 
education on gender and chronic pain is insufficient, 
we do not have a detailed picture of UK medical educa-
tion (only one UK institution was included in the study’s 
sample), we do not have intelligence on pain educa-
tion beyond chronic pain, and we do not know whether 
and how that education influences students’ beliefs 
and attitudes towards gender and pain. Developing this 
understanding could help us reveal the implications of 
these educational practices. If medical students are not 
adequately trained to consider gender differences in pain 

perception and management, they may carry these biases 
into their professional practice, potentially leading to 
disparities in patient care and outcomes.

Henceforth, in this study, we explore the perceptions of 
senior medical students (penultimate or final year) in the 
UK on gender and pain, using a qualitative approach to 
examine how these perceptions relate to their experiences 
of formal and hidden curricula in medical education. 
To date, and to our best knowledge, no research exists 
regarding how the hidden curriculum of medical educa-
tion relates to perceptions of gender and pain. Exploring 
this has cast light on the subtle, often unspoken, lessons 
regarding gender and pain that medical students expe-
rience alongside their formal education. By examining 
these hidden curricula, our research builds on previous 
studies noting insufficient formal education on gender 
bias and pain by highlighting the nuanced ways in which 
such gaps may be perpetuated or mitigated through 
everyday clinical interactions and informal learning expe-
riences. This approach allows us to contribute to existing 
literature by capturing the full spectrum of medical 
student experiences relating to gender and pain.

METHODS
Research questions
1.	 How do senior medical students perceive the relation-

ship between gender and pain?
2.	 How do medical students experience the formal and 

hidden curricula of medical education in relation to 
gender and pain?

3.	 What elements of formal and hidden curricula within 
students’ longitudinal experience of medical educa-
tion have influenced the development of their views 
on gender and pain?

Research approach
This is a constructivist,15 cross-sectional qualitative 
study. We view reality as subjective, and knowledge as 
constructed uniquely by each individual in response to 
their interactions in social settings.16 17 This is appropriate 
for our study, as we are interested in exploring, through 
qualitative interviews, students’ individual perceptions of 
pain and gender bias, and the ways in which they make 
sense and build their understanding of social experiences 
during medical school.

Methodology
The study methodology is interpretative description. The 
focus of this methodology is a rich description of partici-
pant experiences through the lens of the study research 
questions. It is aligned with a constructivist approach to 
qualitative research.18 To support conclusions regarding 
the quality of this study, we consider how we designed 
Lincoln and Guba’s qualitative research evaluative criteria 
throughout, namely: credibility, dependability, transfer-
ability and confirmability.19 20
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Patient and public involvement
We piloted our interview questions in collaboration with 
the charity BME (Black and Minority Ethnic) Health 
Forum. Through the forum, we met with a focus group 
of four women to shape our interview focus and clarify 
our interview language. Members of the forum were 
compensated for their time in line with National Institute 
of Health and Care Research (NIHR) guidance.21 This 
collaboration helped to ensure that our questions were 
culturally sensitive and accurately captured the experi-
ences of diverse participants, enhancing the credibility of 
our data collection.

Data collection
We invited senior medical students (students in their 
penultimate or final year of study) based at any UK 
medical school to participate in an individual, in-depth 
semistructured, virtual interview over Microsoft Teams. 
We employed convenience sampling based on partici-
pant interest in the study and availability, given that the 
medical student population can be difficult to access due 
to study demands. Pragmatically, we sampled until we 
reached 14 participants. We selected this figure based on 
available funding, capacity and our experience as qualita-
tive researchers.

We recruited using social media and local email 
recruitment at two UK institutions. CC, SBP and MELB 
completed all interviews with consented volunteers, 
using the interview questions developed with BME 
Health Forum as prompts to structure the discussion. 
The interview schedule is available (online supplemental 
material). We conducted 1-hour interviews with 14 partic-
ipants online from 6 UK medical schools. Each partici-
pant was offered a £20 food voucher as thanks for their 
time. The interview audio was transcribed verbatim by 
a professional transcription company, then anonymised 
for analysis.

Data analysis
We used Braun and Clarke’s reflexive approach to 
thematic analysis to analyse our data.22 The six steps 
of the method were used as a framework for coding, 
sorting, classifying and describing our data. We worked 
with the coding software Dedoose (V.9.0) to organise our 
data. We maintained an audit trail of our data collection 
and analytical processes, including decisions made and 
changes implemented, to enhance the confirmability of 
our findings. The steps of analysis, and what we did within 
each, are detailed in table  1. By following a structured 
and well-documented approach to thematic analysis, we 
ensured that our analytic procedures were systematic 
and transparent, which supports the dependability of our 
findings. Further, in providing rich, detailed descriptions 
of our themes and using participants' own words where 
possible, we aimed to offer insights that others might be 
able to apply to similar contexts, supporting the transfer-
ability of our findings.

Reflexivity
The authors met regularly to discuss their own posi-
tions and perspectives as researchers involved in the 
analysis of this study’s data. This is a critical component 
of Braun and Clarke’s method,22 which recognises the 
active role researchers play in interpretation, how this 
can add depth to study findings, and the importance of 
reflecting transparently on these perspectives. Reflex-
ivity statements for each member of the research team 
are provided in table 2. These statements formalise some 
of the reflections we shared throughout this project and 
attuned us to our strengths as a diverse team, and areas 
where we may have less insight and so need to challenge 
ourselves to think more deeply. It is important to note 
that none of the research team had pre-existing educa-
tional or personal relationships with any of the study 
participants.

Table 1  The process of reflexive thematic analysis followed 
in this study

Step 1: 
familiarisation

Initially, we immersed ourselves in the data, 
observing and noting our initial impressions 
following each interview in field notes and on 
re-review of each transcript.

Step 2: data 
coding

We then moved on to generating codes 
based on the language and patterns we 
observed, focusing on the unique aspects 
of the participants’ experiences. Where 
possible, we used participants’ own 
language to generate descriptive codes. CC, 
SBP and MELB were all involved in coding. 
Six transcripts were coded by at least two 
researchers to deepen analysis and promote 
discussion of data among the team. This 
process of having multiple researchers 
involved in coding enhances the credibility of 
the results.

Step 3: 
generating 
initial themes

Through discussion and review, CC, SBP 
and MELB created a set of initial themes to 
capture the main insights of the data. A map 
of all codes and initial themes was created to 
help visualise connections within the data.

Step 4: 
reviewing and 
developing 
themes

Initially, themes were quite descriptive 
but, on review, we identified higher level 
connections in the data and used these to 
develop our themes. We re-reviewed our 
codes and participant data to ensure the 
developing themes were representative of 
the participants’ experiences.

Step 5: 
refining, 
defining 
and naming 
themes

All authors met to discuss and agree on the 
proposed themes. We created a short written 
summary for each theme and agreed on the 
name of each.

Step 6: writing 
the report

Finally, MELB synthesised the main findings 
into a written report for discussion and 
comment from the wider author team.
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RESULTS
We interviewed 14 senior medical students and gave each 
participant the opportunity to select a pseudonym. Where 

a participant did not wish to select a pseudonym, we 
selected one for them from a pregenerated list of gender-
neutral and non-identifiable names. The list was created 

Table 2  Team reflexivity statements

Researcher 
initials Reflexivity statement

MELB As I am a disabled researcher who lives with chronic pain, I am acutely aware of the complexities and challenges 
of living with pain. My lived experience has informed my approach to this study and given me a unique perspective 
on how pain is perceived and understood within the medical community. I felt readily able to identify gendered 
assumptions in this data as someone who was assigned female at birth (AFAB) who has experienced some of these 
assumptions myself, as feminine presenting, when seeking support and treatment for pain. Regarding intersectional 
considerations, I am disabled and Autistic which I feel has attuned me to comments in the data regarding the dismissal 
of psychological pain, and ableist assumptions. I am white, and English is my first language, and both of these 
elements of my identity may act as a limitation in that I might be less likely to identify intersectional considerations 
relating to ethnicity and language. I have been actively aware of this throughout the process of research, and we have 
been intentional regarding working with a diverse patient group to co-develop our study focus and recommendations 
and discussed regularly how culture and ethnicity intersect with our data on gender.

CC I am a disabled junior doctor in training that suffers with chronic pain and a mental health disability. This experience has 
been extremely helpful in creating an empathy bond with the patient group and some of the interviewees, as well as see 
beyond the spoken words. I am also caedsexual/asexual, which has brought an additional layer of uniqueness when 
it comes to the effects that physical or mental pain can have on someone. Coming from a working-class background, 
growing up in the post-communist Romania, living the life of an immigrant and with English as my second language 
after having moved to the UK 7 years ago has offered me the lens of difficulty that these characteristics can bring when 
it comes to having your pain understood, biases and struggles that I’ve found easy to unpick between the spoken 
words of our interviews. I am, however, white, a cisgender woman, heteroromantic, slim built, neurotypical, which have 
limited the insight that I have, but have hopefully brought me in the position of being able to work on this project and 
help improve the healthcare that we provide and that our patients deserve

SBP I am a researcher who does not have the experience of living with chronic pain. The participants’ stories around the 
diagnosis and management of chronic pain have provoked empathy, but not an emotional response. Within this team I 
have been able to question how researchers who experience pain are bringing their experiences into the interpretation 
of the data, and this has promoted discussion that ensures the patient stories are foregrounded. I am a White, able-
bodied, Middle-classed, English-speaking person who works at a Medical School. I am aware that these identities 
provide me with privilege that allows me to advocate for myself within a healthcare setting. Throughout the research 
process I have been mindful to consider whether participants’ stories of patient’s pain being minimised or disbelieved, 
may be related to lack of privilege/power.

RP I have been a doctor for 11 years and have worked within medical education and academia for the past 9 years. I 
often work with patients in supporting them through their management of chronic pain and see how challenging these 
experiences can be. I have experienced how limited the options are within our current healthcare system to support 
patients with chronic pain. I suffer with a chronic health condition myself which can cause chronic pain but have been 
able to manage this with appropriate treatment. This personal experience of pain makes me aware and empathise 
with the difficulty of living with unmanaged pain. I am a British born, Asian, heterosexual male from a middle-class 
background. I have witnessed discrimination within healthcare first hand and feel strongly that I have a role to advocate 
within my clinical and academic roles, for the need to address health inequality. I acknowledge however my background 
may limit my understanding of discrimination faced due to sexuality, class and gender, but have been able to explore 
these areas and the wider importance of taking an intersectional approach in my academic work.

SK I am a doctor who has worked in clinical medicine and academia for 20 years. I have helped support many patients 
manage their pain in acute and community settings and have seen first-hand the negative impact of gendered and 
racial stereotypes of pain on patient care. I am British born, female and from an ethnically minoritized background 
and have experienced myself and through family how patients from diverse backgrounds are managed and treated 
differently by health care professionals. These personal and professional experiences have given me a purpose 
and drive to better understand and explore where we can influence change in the training of our future health care 
workforce.

WL I am a GP working in clinical medicine for over 25 years, a medical educator and researcher, particularly in the field 
of empathy. More recently, I have joined the global medical sciences team at Reckitt, a self-care hygiene and health 
company that is currently working on a stream of educational material and research to tackle bias in pain, beginning 
with gender bias. I have had an interest in migraine for over 20 years. The impact of this pain condition is widely under-
estimated, and I believe it is no coincidence that it effects 3 times more women than men. I am in my older middle age. 
I am a white, Caucasian, heterosexual, native English speaking, cisgender man, which puts me in a place of relative 
privilege in terms of having my own pain taken seriously. I am passionately fascinated by pain as a construct, it being 
a personal, private experience, devoid of objective signals, and therefore particularly prone to under-appreciation 
and bias. Since being a medical student, I have consciously observed pain in women being under appreciated and 
presumed to be a product of the emotions, my main preconception for expected findings in this research.
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to be culturally diverse—where participants disclosed 
their cultural background, we selected a name culturally 
associated with their background, given the importance 
of culture in discussions of pain.

The pseudonyms in use for all participants are listed 
in table 3. Quotes from participants are indicated in the 
below discussion of themes using italic text.

We created three themes which capture medical 
students’ perceptions of gender and pain, and expe-
riences of the hidden curriculum. We name three key 
educational influences students experience, and engage 
with, in relation to gender and pain: ‘the sociocultural 
influencer’; ‘the pedagogical influence’ and ‘the profes-
sorial influencer’. The sociocultural influencer is an 
educational force relating to societal and cultural norms; 
the pedagogical influencer is formed of formal educa-
tional experiences; and, finally, the professorial influ-
encer relates to the influence of academic and clinical 
teachers.
Our broad themes have several analytical subthemes, 
which constitute subheadings within the results narrative. 
Our themes and subthemes are:
1.	 The sociocultural influencer: conceptualisations of the 

relationship between gender and pain are shaped by 
sociocultural norms.
a.	 Understandings of pain and gender are shaped by 

the replication of gendered stereotypes.
b.	Understandings of pain and gender are shaped by 

students’ personal identities.
2.	 The pedagogical influencer: formal pain curricula are 

experienced as deficient.
a.	 Students experience tension between the clinical 

diagnosis and management of pain, and holistic un-
derstandings of pain.

b.	Students are motivated to engage in learning about 
the relationship between gender and pain, and 
their role in addressing key challenges.

3.	 The professorial influencer: senior role models, par-
ticularly within clinical environments, help create a 
hidden curriculum of gender bias in relation to pain.
a.	 Understandings of pain and gender are shaped by 

the hidden curriculum’s communication of gen-
dered stereotypes.

b.	Senior clinicians often role model biased under-
standings of pain.

The sociocultural influencer: conceptualisations of the 
relationship between gender and pain are shaped by 
sociocultural norms
We asked students to define pain and elaborate on their 
understanding of its nature, and the relationship between 
gender and pain. This theme describes senior medical 
students’ responses to these prompts, or their thoughts 
and opinions regarding the relationship between gender 
and pain. Interestingly, students explored the sociocul-
tural dimensions of their understanding—namely their 
knowledge and the impact of societal norms (such as 
gendered stereotypes) and the influence of their own 
backgrounds.

These constitute two subthemes within this theme. 
Taken together, they help to cast light on how sociocul-
tural gender biases are both perpetuated and challenged 
by medical students when conceptualising the rela-
tionship between gender and pain. In sum, this theme 
provides insight into part of a complex web of sociocul-
tural factors that seem to be influencing learners’ percep-
tions of pain and gender.

We present this theme first to provide a foundation for 
our exploration of formal and hidden medical school 
curricula. The thoughts and understandings voiced by 
students in this theme relate to their experiences of the 
sociocultural contexts and norms they navigate. This 
theme sets the stage for a deeper analysis of how formal 
and hidden curricula interact with broader sociocultural 
influences regarding pain and gender.

Understandings of pain and gender are shaped by the replication 
of gendered stereotypes broadly and in clinical practice
This subtheme illuminates the influence of stereotypes, 
assumptions and biases in this context. During data 
collection and analysis, it became evident that students’ 
perceptions were multifaceted and shaped by various 
factors, including societal and clinical norms, medical 
school teaching and personal experiences. We explore 
these influences in greater depth in later themes.

Personal identities shape students’ understanding of the 
relationship between gender and pain
In this subtheme, we explore how students’ personal expe-
riences, backgrounds and identities play an important 
role in shaping their understanding of the relationship 
between gender and pain.

Students noted that where they shared experiences 
with patients in pain (either experiences of pain person-
ally, or via family and friends’ experiences) they could 

Table 3  Participant pseudonyms

Participant number Pseudonym

1 Jiva

2 Andrea

3 Shubhi

4 Kaivalya

5 M

6 Peter

7 Rory

8 Vanya

9 Alex

10 Aarya

11 Lucy

12 Michelle

13 Akira

14 Krishna
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better empathise with patients. M, for example, describes 
women in their family being dismissed when in pain–
seeing the distress this causes on a personal level, has 
meant M aspires to take patients’ pain seriously: ‘I’m 
always like, ‘oh my God no aunty, I swear I’ll take you seri-
ously’…if [a patient] has said, ‘so and so’ and they’re visibly 
distressed because of it, yes, I think I take that a bit more seri-
ously because I don’t want to be another dismissive doctor’ (M). 
Students highlighted that their personal experiences of 
pain management influenced the recommendations they 
made to patients: ‘That’s affected my suggestions for manage-
ment… I’m often much more inclined to suggest physio, having 
been through that experience where… [I was] offered painkillers 
and nothing else’ (Krishna).

Some women noted that being a woman in pain made 
it easier to sincerely empathise with other women expe-
riencing pain. Andrea, for example, comments on their 
personal experiences of gynaecological services and pain 
as a source of empathy for patients with similar pain, 
interacting with similar services: ‘Every single month I’m so 
much pain that I pass out and being like, oh my god. I’m so 
sorry to hear that, I’m not reading off a script and just writing, 
here is your mefenamic acid or whatever they give to them. So, 
I feel like that impacted myself in a professional way but also 
in a personal way, because it’s like, wow, gynaecological services 
across the board are bad. Whether you’re a medical student or 
you’re a patient yourself’ (Andrea).

Similarly, where students shared a particular charac-
teristic with patients, for example, ethnicity, they were 
more attuned to the intersectional nature of bias in 
relation to pain and the needs of patients who were like 
them for example, patients’ cultural norms and how this 
might influence pain presentation and management. M 
describes advocating for patients where language barriers 
are an issue, based on their own experience of this barrier 
within their family:

I think for anyone who cannot speak English to some 
degree, probably because I sometimes have to advo-
cate for my own parents and stuff like that, that I feel 
like I always take what they’re saying seriously… ev-
eryone has a bit of unconscious bias when they think, 
“oh she’s being dramatic or he’s being dramatic”, 
well that’s not right. And it’s very easy to get into that 
mindset, but as soon as they can’t speak English I feel 
like I’m a bit more serious about it, because I feel like 
I have to be, because I don’t think anyone else is go-
ing to give them that benefit of the doubt (M).

The pedagogical influencer: formal pain curricula are 
experienced as deficient
Students spoke at length about gaps in their formal 
medical school curricula in relation to gender, pain and 
the relationship between them. In this theme, we discuss 
how gaps in medical school curricula in relation to pain 
and gender are experienced by medical students.

There were many gaps and curricula needs identified. 
Common to the suggestions made were the desire for 

enhanced learning about the relationship between pain 
and bias across all years of medical school (‘it makes up 
so much of clinical practice, but so little of our teaching time’ 
(Jiva)), but with a particular focus on discussing bias early 
at medical school (‘Bias needs to be introduced really early. We 
need to learn to accept it. We need to normalise talking about it. 
And we need to appreciate just because you had a biased action, 
that doesn’t make you evil. It makes you human. And you just 
need to try and do better next time’ (Peter)).

Students experience tension between the clinical diagnosis and 
management of pain, and holistic understandings of pain
Students saw existing curricula as focusing only on the 
pharmacological management of pain: ‘at all stages it’s 
generally been focused on the [World Health Organisation] pain 
ladder’ (Krishna).

This sends a hidden message to students and clini-
cians—that the focus of clinical practice should be the 
medical management of pain. This, coupled with a rela-
tive lack of holistic teaching on pain management and 
bias (‘Medicine, at least the way medicine is taught at my 
university is very much like, if it’s not objective, it’s too difficult 
to try to make you conceptualise, so we’ll try to avoid that topic’ 
(Jiva)) leads to an uneasy tension where medical students 
understand pain both to be objective and physiological, 
but also to be subjectively experienced by each patient. 
This causes conflict in clinical practice (‘we have ways of 
assessing patients’ pain by looking at them, by the way they move, 
how they act. And we quite often hear people say, ‘oh, they can’t 
be in that much pain because they’re doing this’… I generally 
try to look at pain as whatever the patient tells you it is’ (Rory)) 
and is implicated in previously described views regarding 
catching patients out who aren’t ‘actually’ in pain (‘I’ve 
certainly spoken to patients and gone… They’ve said their pain 
is a nine out of ten. And I’ve gone, I don’t believe you. Obviously, 
not to the patient. But I’ve walked out the room and gone, I don’t 
believe you’ (Rory)).

Further, this hidden message contributes to the focus 
of clinicians (identified by the students) on treating the 
underlying cause of pain, rather than managing pain itself 
(‘Doctors prioritise the particular condition or treatment over 
exploring the pain’ (Aarya)). This can also be connected to 
the unease students perceived clinicians as feeling when 
dealing with chronic pain (where an underlying cause 
may be illusive) (‘It seems people come in for a recurrent pain 
and they’re just giving you medication and don’t really discuss 
the impact or the hows and the whys or the self-help’ (Michelle)), 
pain of psychological origin (‘I think that if someone is in 
pain and physicians perceive that there isn’t a visible or diag-
nosable related physical experience that would cause them that 
level of pain, I don’t think that there is much sympathy for 
patients’ (Alex)), and subsequent poor management of 
such patients.

Relatedly, students recognised the need for an 
enhanced focus on the lived experiences of people who 
are/have experienced pain. They saw opportunities for 
an increased focus on patient perspectives (in relation to 
pain and gender) in case studies, as both a developing 
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strand within spiral curricula models, and through 
engagement with the arts and humanities: ‘I think it’s best 
to hear it from and have talked with patients themselves to name 
their experience. But I think the next best thing would be reading 
patient accounts, reading poems, reading narratives about what 
it’s actually like to experience these different kinds of pain’ (Alex).

Students are motivated to engage in learning about the 
relationship between gender and pain, and their role in addressing 
key challenges
Many students who were well-informed about gender 
bias and pain had engaged in significant self-directed 
learning in their own time, without opportunity to discuss 
their learning formally with their peers or tutors: ‘All those 
things I’ve just picked up from external sources, whether it’s on 
Twitter, or I read a paper on it, it’s never been formally taught 
to me’ (M).

Students are motivated to learn about pain and gender 
in a more holistic way and expressed a desire to be part 
of a conversation regarding the manifestations of gender 
bias in relation to pain (‘The most important thing is getting 
people aware of it… making young medics willing to talk about 
it. Because we’re all educated people. We’re all bright. We’re all, 
hopefully, kind and compassionate. And if we just would talk 
about it, we could probably get a decent way to fixing it without 
massive intervention’ (Peter)); and part of action to chal-
lenge identified inequalities (‘The other thing that really is 
important to me, personally, is what we can do about it…. it 
gets quite repetitive and quite infuriating… I get the whole point 
of raising awareness and that it’s important that we know. But 
what is the point of me…going into clinical practice, knowing 
that women are generally discriminated against… if I can’t do 
anything about it?’ (Rory)).

The professorial influencer: senior role models, particularly 
within clinical environments, help create a hidden curriculum 
of gender bias in relation to pain
Students learnt about pain not only from their formal 
medical school teaching (which, as above, they see as 
limited) but also from the hidden curriculum. The 
hidden curriculum in relation to pain and gender bias 
manifests in several ways. Prominent in our data is the way 
in which the hidden curriculum of clinical environments 
communicates gendered stereotypes, and the significant 
influence of senior clinicians’ role modelling.

Understandings of pain and gender are shaped by the hidden 
curriculum’s communication of gendered stereotypes
Gendered stereotypes were present in students’ under-
standing of pain and were described by students as 
communicated through the hidden curriculum. Overall, 
women were perceived as ‘more anxious’ (Lucy) than men, 
and more likely to ‘moan’ about pain—‘Even the way I’ve 
just said it, moaning about pain, because that’s what’s ingrained 
to us’ (Jiva).

Students perceived that women’s pain was more likely to 
be dismissed clinically: ‘Patients are dismissed based off their 
pains’ (Aarya); attributed erroneously to gynaecological 

causes: ‘The amount of times I’ve had to go, ‘are you sure it’s 
not your period pain?’ I’m pretty sure the 30-year-old who’s been 
having 18 years, 12 periods a month, 18 years, she’s had over 
200 of these things now. I’m pretty sure she knows it isn’t that. 
Why are we asking?’ (Peter); and psychological origin: ‘… it 
really saddens me that so many more women are likely to be misdi-
agnosed with anxiety (Krishna). Where pain was discussed 
as psychological, it was sometimes associated with women 
‘over exaggerating’ (Jiva) pain—as Akira puts it ‘in the ward 
you learn how to distract the patients away from their pain… 
how you could divert their attention. It reveals them as well… a 
patient came in… they were in agony… distract them and then 
you can tell it’s not too bad’.

The intersectionality of other characteristics, such as 
race, socioeconomic status, weight and disability status, 
also played a role in the students' perceptions of pain. 
Most students appreciated that bias was intersectional, 
and that individuals affected by many different types of 
bias would be most negatively affected in relation to diag-
nosis, treatment and management of pain: ‘I think working 
class women of colour are probably the most affected when it 
comes to pain [management]’ (Jiva); ‘People of lower socioeco-
nomic class, [there’s] a higher assumption they’re drug seeking’ 
(Peter). Students were often aware of harmful bias relating 
to race, ethnicity and socioeconomic status and saw this 
manifest in their teaching and clinical experiences: ‘We’re 
taught outdated science, like, oh, Black people have a higher toler-
ance for pain. That’s just frankly a lie that came from no science 
ever. But it’s still propagated and people still believe’ (Peter).

It is important to note that not all students believed 
they had encountered gendered stereotypes in relation 
to pain in clinical practice, or in their university educa-
tion: ‘I haven’t picked up on patients being treated differently 
because of gender… the patient’s experiencing pain… you need 
to give them something to relieve that… their gender or any other 
specific characteristic isn’t important in that’ (Vanya). Others 
recognised their lack of familiarity with gender bias may 
be due to their own limited awareness: ‘Nothing I’ve seen 
myself… but often you read about things or hear about things 
other people have seen’ (Kaivalya).

Senior clinicians often role model biased understandings of pain
Senior clinicians’ opinions and actions were greatly influ-
ential and are an aspect of the hidden curriculum that 
impacts student perceptions of gender and pain. Through 
these opinions and behaviours, students are exposed 
to negative stereotypes and biases regarding pain and 
its management in the clinical environment. Students 
reported witnessing a lack of empathy from clinicians 
that they suspected was a result of taught (‘Medical school 
teaches you to dissociate, pain-wise’ (Jiva)) and necessary 
(‘It’s either detach or let it affect you too much’ (Jiva)) detach-
ment, dismissive attitudes regarding patient pain (‘It has 
to be very, very severe before anyone takes it seriously’ (Shubhi)). 
There were many reports of instances where patient pain 
was inadequately managed, which students suspected to 
be as a result of bias—Michelle, for example, describes 
the following:
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A young Black woman with sickle cell anaemia came 
in with the crises… she had a PCA [Patient Controlled 
Analgesia] set up… and was asking nurses again and 
again throughout the night and saying that she was 
pushing the button, she wasn’t getting pain relief… 
the nurses had been very dismissive and they came in 
the next morning and they found that the PCA wasn’t 
connected to the driver, so she’d been pushing this 
button again and again and obviously it hadn’t done 
anything at all…that really just shocked me, actually, 
that a ward that’s so pro… when given a young Black 
woman with a known terrible disease that needs ade-
quate pain relief, they seemed to be just disbelieving 
her (Michelle).

Some students discussed bias in pain relating to disa-
bility status and weight and noted negative assumptions 
among senior clinicians, for example, if someone can 
mobilise, they are not in pain; if someone is fat, they could 
be doing more to improve their lifestyle and manage 
their pain. Akira comments on the management of pain 
in primary care: ‘… they’re like, I can walk with a walking 
stick, and so maybe they [the General Practitioner] perceive their 
chronic pain less of a major thing’; whilst Alex notes bias 
regarding patients’ weight and doctors’ perceptions of 
lifestyle changes ‘…. that culture of, well, if you hadn’t let 
yourself get like this then you wouldn’t be in pain’.

For some students, witnessing the negative role model-
ling from their seniors motivated them to behave differ-
ently: ‘My whole experience on that placement made me feel like I 
would never do that to my patients. I would never, even if I’m so 
busy and I’m running an hour late in my clinic, I’m never going 
to rush through a speculum exam. Because it can be traumatic’ 
(Andrea). However, this was not echoed in all student 
accounts.

DISCUSSION
In this study, we set out to explore senior medical 
students’ perceptions of gender and pain using a qual-
itative approach, particularly in reference to how these 
perceptions relate to participants’ experiences of formal 
and hidden curricula within medical education. Our 
research identifies three key educational forces, which 
students experience of the relationship between gender 
and pain as they progress through medical education: the 
sociocultural influencer, the pedagogical influencer and 
the professorial influencer.

Our data reinforce existing literature to demonstrate 
the impact of social norms and diverse identities on 
perceptions of gender and pain; and significant gaps in 
formal curricula. Our data build on existing literature 
by revealing a nuanced hidden curriculum that sends 
biased messages to students regarding gender and pain. 
Students perceived the origin of many of these messages 
to be clinical environments, and the senior clinicians 
involved in their instruction. The output of these influ-
encers is gendered stereotyping and a lack of focus on the 

holistic management of women’s pain. In this discussion, 
we explore in greater depth how our findings relate to 
wider literature and make recommendations for educa-
tors which we hope will positively influence educational 
strategies.

The sociocultural influencer
Our findings show that many medical students are aware 
of, and actively perceive, gender bias in relation to the 
diagnosis and management of pain. Assumptions relating 
to gender were influenced by social norms and learners’ 
own backgrounds. Interestingly, the likelihood that a 
student would report witnessing gender bias in patient 
care appeared to increase when students’ personal iden-
tities corresponded with those of the patients they were 
treating. This awareness is consistent with the literature 
on increased empathy where students and patients share 
experiences,23 and literature on bias within healthcare 
practice more broadly24 and adds further weight to the 
need for a diverse clinical workforce.25 The creation of 
reflective spaces in which all students can explore their 
clinical experiences for instances of bias, and develop 
cultural competence, would be beneficial. This need 
aligns with a critical consciousness approach to medical 
education, where students are engaged in open dialogue 
to encourage critical thinking about personal and societal 
beliefs.26

The pedagogical influencer
Our participants reported several gaps in their formal 
medical school curricula in relation to gender bias and 
pain. These gaps represent more than missing content, as 
curricula gaps inadvertently convey messages to students 
about the relative unimportance of the content that is 
missing—27 for example, the importance of holistic pain 
management, chronic pain, the significance of patient 
perspectives regarding pain and the role of bias. This is an 
important way in which the hidden curriculum manifests 
in relation to gender bias and pain education. This sugges-
tion has been reported previously in relation to chronic 
pain,28 but not beyond this. Interestingly, many students 
noted a tension these various gaps established—between 
viewing pain as something which was objective (which they 
felt the formal curriculum emphasised through its focus 
on pharmacology, the assigning of numbers to rate the 
severity of pain and regarding treating underlying causes 
of pain) and viewing pain as subjectively experienced 
by each patient (which they had witnessed as important 
through personal and clinical experiences, given the 
patient perspective gap in their formal curricula). This 
tension led to confusion and conflict. To address this, we 
suggest formal curricula and assessments which empha-
sise holistic approaches to pain management and explore 
patients’ experiences of pain (eg, through the arts and 
humanities,29 and the inclusion of patients (eg, those with 
chronic pain) in curricula design)30 would be beneficial. 
Our data suggest that exploring bias and advocacy in 
relation to pain is also important and would be valued by 

 on S
eptem

ber 19, 2024 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2023-080420 on 30 A
ugust 2024. D

ow
nloaded from

 

http://bmjopen.bmj.com/


9Brown MEL, et al. BMJ Open 2024;14:e080420. doi:10.1136/bmjopen-2023-080420

Open access

Ta
b

le
 4

 
S

ug
ge

st
io

ns
 fo

r 
ed

uc
at

or
s 

an
d

 o
rg

an
is

at
io

ns
 b

as
ed

 o
n 

th
es

e 
fin

d
in

gs

K
ey

 fi
nd

in
g

S
ug

g
es

ti
o

ns
 f

o
r 

ed
uc

at
o

rs
S

ug
g

es
ti

o
ns

 f
o

r 
o

rg
an

is
at

io
ns

Th
e 

so
ci

oc
ul

tu
ra

l i
nfl

ue
nc

er

 �
S

oc
io

cu
ltu

ra
l 

no
rm

s 
in

flu
en

ce
 

m
ed

ic
al

 
st

ud
en

ts
’ 

d
ev

el
op

in
g 

vi
ew

s 
on

 t
he

 
re

la
tio

ns
hi

p
 

b
et

w
ee

n 
ge

nd
er

 a
nd

 
p

ai
n,

 in
cl

ud
in

g 
ge

nd
er

 b
ia

s.

	
►

C
re

at
e 

an
d

 s
up

p
or

t 
an

 e
nv

iro
nm

en
t 

w
he

re
 s

tu
d

en
ts

 c
an

 r
efl

ec
t 

on
 h

ow
 

so
ci

oc
ul

tu
ra

l n
or

m
s 

in
flu

en
ce

 t
he

ir 
p

er
ce

p
tio

ns
 o

f g
en

d
er

 a
nd

 p
ai

n.
	

►
E

ns
ur

e 
te

ac
hi

ng
 m

at
er

ia
ls

/m
et

ho
d

s 
ar

e 
in

cl
us

iv
e 

an
d

 r
ep

re
se

nt
at

iv
e 

of
 

d
iv

er
se

 p
op

ul
at

io
ns

.
	

►
W

or
k 

w
ith

 lo
ca

l a
nd

 d
iv

er
se

 c
om

m
un

iti
es

 t
o 

co
d

ev
el

op
 e

d
uc

at
io

n 
re

ga
rd

in
g 

ge
nd

er
 a

nd
 p

ai
n 

th
at

 is
 p

at
ie

nt
 c

en
tr

ed
. R

en
um

er
at

e 
p

at
ie

nt
s 

an
d

 c
om

m
un

iti
es

 a
p

p
ro

p
ria

te
ly

 fo
r 

th
ei

r 
ex

p
er

tis
e.

	
►

H
ig

hl
ig

ht
 e

xa
m

p
le

s 
of

 g
en

d
er

 b
ia

s 
in

 c
lin

ic
al

 p
ra

ct
ic

e,
 in

cl
ud

in
g 

in
 

as
se

ss
m

en
t/

m
an

ag
em

en
t 

of
 p

ai
n.

	
►

C
ol

la
b

or
at

e 
w

ith
 c

ol
le

ag
ue

s 
fr

om
 d

iff
er

en
t 

d
is

ci
p

lin
es

 t
o 

su
p

p
or

t 
st

ud
en

ts
 t

o 
d

ev
el

op
 a

 c
om

p
re

he
ns

iv
e,

 in
te

rd
is

ci
p

lin
ar

y 
un

d
er

st
an

d
in

g 
of

 h
ow

 s
oc

io
cu

ltu
ra

l n
or

m
s 

in
flu

en
ce

 g
en

d
er

 a
nd

 p
ai

n,
 fo

r 
ex

am
p

le
, 

co
lle

ag
ue

s 
fr

om
 S

oc
io

lo
gy

.

	
►

E
ns

ur
e 

th
e 

cu
rr

ic
ul

um
 in

cl
ud

es
 c

om
p

re
he

ns
iv

e 
ed

uc
at

io
n 

on
 s

oc
io

cu
ltu

ra
l 

no
rm

s,
 g

en
d

er
 b

ia
s,

 a
nd

 t
he

ir 
im

p
ac

t 
on

 h
ea

lth
ca

re
, i

nc
lu

d
in

g 
on

 t
he

 
as

se
ss

m
en

t 
an

d
 m

an
ag

em
en

t 
of

 p
ai

n.
 R

eg
ul

ar
ly

 r
ev

ie
w

 t
he

 c
ur

ric
ul

um
 a

s 
so

ci
oc

ul
tu

ra
l u

nd
er

st
an

d
in

gs
 s

hi
ft

 t
hr

ou
gh

 t
im

e.
	

►
R

en
um

er
at

e 
p

at
ie

nt
s 

an
d

 c
om

m
un

iti
es

 a
p

p
ro

p
ria

te
ly

 fo
r 

th
ei

r 
ex

p
er

tis
e 

w
he

re
 t

he
y 

ar
e 

en
ga

ge
d

 in
 t

he
 c

od
es

ig
n 

an
d

 d
ev

el
op

m
en

t 
of

 t
ea

ch
in

g 
m

at
er

ia
ls

 o
r 

se
ss

io
ns

.
	

►
A

llo
ca

te
 a

p
p

ro
p

ria
te

 r
es

ou
rc

es
 fo

r 
in

no
va

tio
ns

 a
nd

 in
iti

at
iv

es
 t

ha
t 

fo
cu

s 
on

 g
en

d
er

 b
ia

s 
an

d
 s

oc
io

cu
ltu

ra
l i

nfl
ue

nc
es

 in
 m

ed
ic

al
 e

d
uc

at
io

n.
 T

hi
s 

m
ay

 in
cl

ud
e 

fu
nd

in
g 

fo
r 

w
or

ks
ho

p
s,

 s
em

in
ar

s 
or

 c
on

tin
ui

ng
 p

ro
fe

ss
io

na
l 

d
ev

el
op

m
en

t.
	

►
M

or
e 

b
ro

ad
ly

, t
ak

e 
st

ep
s 

to
 c

re
at

e 
an

 o
rg

an
is

at
io

na
l c

ul
tu

re
 t

ha
t 

va
lu

es
 

m
ea

ni
ng

fu
l d

iv
er

si
ty

 a
nd

 in
cl

us
iv

ity
. F

or
 e

xa
m

p
le

, s
up

p
or

t 
in

iti
at

iv
es

 t
ha

t 
ai

m
 t

o 
re

d
uc

e 
ge

nd
er

 b
ia

s 
su

ch
 a

s 
th

e 
A

th
en

a 
S

w
an

 C
ha

rt
er

.

 �
M

ed
ic

al
 

st
ud

en
ts

’ 
p

er
so

na
l 

id
en

tit
ie

s 
in

flu
en

ce
 t

he
ir 

d
ev

el
op

in
g 

vi
ew

s 
on

 t
he

 
re

la
tio

ns
hi

p
 

b
et

w
ee

n 
ge

nd
er

 a
nd

 
p

ai
n,

 in
cl

ud
in

g 
ge

nd
er

 b
ia

s.

	
►

E
nc

ou
ra

ge
 m

ed
ic

al
 s

tu
d

en
ts

 t
o 

re
fle

ct
 o

n 
p

er
so

na
l i

d
en

tit
ie

s 
in

cl
ud

in
g 

ho
w

 t
he

se
 m

ay
 in

flu
en

ce
 b

ia
se

s 
re

ga
rd

in
g 

ge
nd

er
 a

nd
 p

ai
n.

 S
up

p
or

t 
p

sy
ch

ol
og

ic
al

 s
af

et
y 

p
rio

r 
to

 o
p

en
in

g 
su

ch
 d

is
cu

ss
io

n 
an

d
 c

on
si

d
er

 
us

e 
of

 a
rt

s 
an

d
 h

um
an

iti
es

 t
o 

en
co

ur
ag

e 
m

ea
ni

ng
fu

l r
efl

ec
tio

n.
	

►
In

te
gr

at
e 

to
p

ic
s 

re
la

te
d

 t
o 

ge
nd

er
 b

ia
s,

 c
ul

tu
ra

l c
om

p
et

en
ce

, a
nd

 t
he

 
in

flu
en

ce
 o

f p
er

so
na

l i
d

en
tit

ie
s 

in
to

 fo
rm

al
 c

ur
ric

ul
um

.
	

►
U

se
 d

iv
er

se
 c

as
e 

st
ud

ie
s 

an
d

 p
at

ie
nt

 a
cc

ou
nt

s 
th

at
 r

efl
ec

t 
a 

va
rie

ty
 o

f 
ge

nd
er

 id
en

tit
ie

s,
 c

ul
tu

ra
l b

ac
kg

ro
un

d
s 

an
d

 e
xp

er
ie

nc
es

 w
ith

 p
ai

n.
	

►
E

ns
ur

e 
th

at
 s

tu
d

en
ts

 a
re

 e
xp

os
ed

 t
o 

a 
d

iv
er

se
 r

an
ge

 o
f r

ol
e 

m
od

el
s 

an
d

 m
en

to
rs

 w
ho

 c
an

 p
ro

vi
d

e 
va

rie
d

 p
er

sp
ec

tiv
es

 o
n 

ge
nd

er
 a

nd
 p

ai
n 

m
an

ag
em

en
t.

	
►

D
ev

el
op

 p
ol

ic
ie

s 
an

d
 p

ra
ct

ic
es

 t
ha

t 
su

p
p

or
t 

d
iv

er
si

ty
 o

f r
ec

ru
itm

en
t 

(e
g,

 W
id

en
in

g 
P

ar
tic

ip
at

io
n 

p
ol

ic
ie

s;
 a

cc
es

si
b

le
 r

ea
so

na
b

le
 a

d
ju

st
m

en
t 

p
ol

ic
ie

s)
.

	
►

S
up

p
or

t 
re

te
nt

io
n 

of
 d

iv
er

se
 s

ta
ff 

(e
g,

 d
ev

el
op

 a
nd

 s
us

ta
in

 in
cl

us
iv

e 
or

ga
ni

sa
tio

na
l c

ul
tu

re
; s

up
p

or
t 

cl
ea

r 
an

d
 e

q
ui

ta
b

le
 c

ar
ee

r 
op

p
or

tu
ni

tie
s/

ad
va

nc
em

en
t;

 p
ro

vi
d

e 
op

p
or

tu
ni

tie
s 

fo
r 

fle
xi

b
le

 w
or

ki
ng

).
	

►
E

nc
ou

ra
ge

 a
ca

d
em

ic
 e

d
uc

at
or

s 
an

d
 c

lin
ic

al
 e

d
uc

at
or

s 
to

 m
od

el
 in

cl
us

iv
e 

b
eh

av
io

ur
 a

nd
 p

ro
vi

d
e 

b
ot

h 
fo

rm
al

 a
nd

 in
fo

rm
al

 s
up

p
or

t 
fo

r 
st

ud
en

ts
 a

s 
th

ey
 n

av
ig

at
e 

th
ei

r 
ow

n 
b

ia
se

s 
an

d
 e

xp
er

ie
nc

es
. R

ec
og

ni
se

 p
ot

en
tia

l 
tr

ai
ni

ng
 n

ee
d

s 
an

d
 t

im
e 

ne
ed

s 
to

 a
ch

ie
ve

 t
hi

s 
ai

m
.

	
►

P
ro

m
ot

e 
re

se
ar

ch
 w

hi
ch

 c
on

si
d

er
s 

th
e 

in
te

rs
ec

tin
g 

in
flu

en
ce

 o
f v

ar
io

us
 

p
er

so
na

l i
d

en
tit

ie
s 

on
 p

ai
n 

ed
uc

at
io

n.

Th
e 

p
ed

ag
og

ic
al

 in
flu

en
ce

r

 �
Th

er
e 

ar
e 

m
an

y 
ga

p
s 

in
 

fo
rm

al
 c

ur
ric

ul
a 

re
la

tin
g 

to
 

ge
nd

er
 b

ia
s 

an
d

 
p

ai
n.

	
►

R
ev

ie
w

 e
xi

st
in

g 
ed

uc
at

io
na

l m
at

er
ia

l, 
at

 in
d

iv
id

ua
l a

nd
 p

ro
gr

am
m

e 
le

ve
ls

, f
or

 g
ap

s 
in

 r
el

at
io

n 
to

 g
en

d
er

 b
ia

s 
an

d
 p

ai
n.

 W
or

k 
w

ith
 s

tu
d

en
ts

 
an

d
 p

at
ie

nt
s 

w
ith

 d
iv

er
se

 li
ve

d
 e

xp
er

ie
nc

es
 t

o 
id

en
tif

y 
sh

or
tc

om
in

gs
.

	
►

In
te

gr
at

e 
te

ac
hi

ng
 o

n 
ge

nd
er

 b
ia

s 
an

d
 h

ol
is

tic
 a

p
p

ro
ac

he
s 

to
 p

ai
n 

m
an

ag
em

en
t 

in
to

 c
ur

ric
ul

a 
fr

om
 t

he
 b

eg
in

ni
ng

 o
f m

ed
ic

al
 s

ch
oo

l.
	

►
C

on
si

d
er

 b
ot

h 
d

ed
ic

at
ed

 t
ea

ch
in

g 
on

 g
en

d
er

 a
nd

 p
ai

n 
an

d
 in

te
gr

at
io

n 
in

to
 e

xi
st

in
g 

co
nt

en
t,

 fo
r 

ex
am

p
le

, d
is

cu
ss

in
g 

ge
nd

er
 b

ia
s 

in
 

as
se

ss
m

en
t 

an
d

 m
an

ag
em

en
t 

of
 c

ar
d

ia
c 

p
ai

n.

	
►

W
he

re
 w

ith
in

 s
co

p
e,

 c
on

si
d

er
 t

he
 in

cl
us

io
n 

of
 t

op
ic

s 
an

d
 c

om
p

et
en

ci
es

 
re

la
tin

g 
to

 g
en

d
er

 b
ia

s 
an

d
 p

ai
n 

in
 a

cc
re

d
ita

tio
n 

st
an

d
ar

d
s.

	
►

P
ro

vi
d

e 
fu

nd
in

g 
an

d
 r

es
ou

rc
es

 fo
r 

d
ev

el
op

in
g 

co
m

p
re

he
ns

iv
e 

cu
rr

ic
ul

a,
 

su
ch

 a
s 

th
e 

st
ep

s 
in

cl
ud

ed
 in

 t
he

 e
d

uc
at

or
 c

ol
um

n.
	

►
E

st
ab

lis
h 

an
d

 m
ai

nt
ai

n 
p

ar
tn

er
sh

ip
s 

w
ith

 o
rg

an
is

at
io

ns
 w

ith
 e

xp
er

tis
e 

in
 g

en
d

er
 b

ia
s 

an
d

 p
ai

n 
(e

g,
 a

d
vo

ca
cy

 o
rg

an
is

at
io

ns
). 

W
or

k 
w

ith
 

or
ga

ni
sa

tio
ns

 t
o 

im
p

ro
ve

 e
d

uc
at

io
na

l o
ffe

rs
.

C
on

tin
ue

d

 on S
eptem

ber 19, 2024 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2023-080420 on 30 A
ugust 2024. D

ow
nloaded from

 

http://bmjopen.bmj.com/


10 Brown MEL, et al. BMJ Open 2024;14:e080420. doi:10.1136/bmjopen-2023-080420

Open access�

K
ey

 fi
nd

in
g

S
ug

g
es

ti
o

ns
 f

o
r 

ed
uc

at
o

rs
S

ug
g

es
ti

o
ns

 f
o

r 
o

rg
an

is
at

io
ns

 �
S

tu
d

en
ts

 
ex

p
er

ie
nc

e 
te

ns
io

n 
b

et
w

ee
n 

cl
in

ic
al

 
as

se
ss

m
en

t 
an

d
 

m
an

ag
em

en
t 

of
 p

ai
n 

an
d

 
ho

lis
tic

 
un

d
er

st
an

d
in

gs
 

of
 p

ai
n.

	
►

E
xp

lo
re

 t
hi

s 
te

ns
io

n 
w

ith
 s

tu
d

en
ts

 d
ire

ct
ly

, e
ith

er
 t

hr
ou

gh
 a

 r
el

ev
an

t 
ex

am
p

le
 o

r 
p

at
ie

nt
 c

as
e,

 o
r 

th
ro

ug
h 

re
fle

ct
io

n.
 C

on
si

d
er

, w
ith

 s
tu

d
en

ts
, 

w
ay

s 
to

 e
xp

lo
re

 t
hi

s 
te

ns
io

n 
fu

rt
he

r, 
or

 w
ay

s 
in

 w
hi

ch
 s

te
p

s 
co

ul
d

 b
e 

ta
ke

n 
b

y 
ei

th
er

 in
d

iv
id

ua
ls

 o
r 

or
ga

ni
sa

tio
ns

 t
o 

re
m

ed
y 

th
is

.
	

►
G

iv
en

 a
 s

tr
on

g 
fo

cu
s 

on
 t

he
 p

ha
rm

ac
ol

og
ic

al
 m

an
ag

em
en

t 
of

 
p

ai
n,

 e
ns

ur
e 

ad
eq

ua
te

 c
on

te
nt

 o
n 

op
tio

ns
 r

el
at

in
g 

to
, a

nd
 p

ot
en

tia
l 

b
en

efi
ts

 o
f, 

ho
lis

tic
 a

nd
 p

er
so

n-
ce

nt
re

d
 a

p
p

ro
ac

he
s 

to
 a

ss
es

si
ng

 a
nd

 
m

an
ag

in
g 

p
ai

n.

	
►

P
ro

vi
d

e 
op

p
or

tu
ni

tie
s 

fo
r 

st
ud

en
ts

 t
o 

le
ar

n 
fr

om
 e

xp
er

ts
 in

 u
nd

er
st

an
d

in
g,

 
as

se
ss

in
g 

an
d

 m
an

ag
in

g 
p

ai
n.

 T
hi

s 
m

ay
 in

cl
ud

e 
p

at
ie

nt
s,

 g
en

er
al

 
p

ra
ct

iti
on

er
s,

 p
hy

si
ot

he
ra

p
is

ts
, a

na
es

th
et

is
ts

, e
tc

.
	

►
R

eg
ar

d
in

g 
op

p
or

tu
ni

tie
s 

fo
r 

le
ar

ni
ng

, c
on

si
d

er
 in

te
rs

p
er

si
ng

 t
he

se
 

th
ro

ug
ho

ut
 m

ed
ic

al
 s

ch
oo

l c
ur

ric
ul

a 
an

d
 in

cl
ud

in
g 

b
ot

h 
ac

ad
em

ic
 a

nd
 

cl
in

ic
al

 e
xp

er
ie

nc
es

.
	

►
P

ro
vi

d
e 

co
nt

in
uo

us
 p

ro
fe

ss
io

na
l d

ev
el

op
m

en
t 

op
p

or
tu

ni
tie

s 
fo

cu
se

d
 

on
 h

ol
is

tic
 a

p
p

ro
ac

he
s 

to
 p

ai
n 

as
se

ss
m

en
t 

an
d

 m
an

ag
em

en
t,

 t
o 

up
sk

ill
 

ed
uc

at
or

s 
in

 d
el

iv
er

in
g 

su
ch

 c
on

te
nt

.

 �
S

tu
d

en
ts

 a
re

 
m

ot
iv

at
ed

 
to

 e
ng

ag
e 

in
 

se
lf-

d
ire

ct
ed

 
le

ar
ni

ng
 a

b
ou

t 
ge

nd
er

 b
ia

s 
an

d
 p

ai
n 

m
an

ag
em

en
t.

	
►

W
hi

le
 t

hi
s 

sh
ou

ld
 b

e 
co

up
le

d
 w

ith
 fo

rm
al

 c
ur

ric
ul

a,
 c

on
tin

ue
 t

o 
su

p
p

or
t 

th
is

 e
nt

hu
si

as
m

 a
nd

 in
te

re
st

 b
y 

p
ro

vi
d

in
g 

ac
ce

ss
 t

o,
 a

nd
 s

ig
np

os
tin

g 
to

, a
 w

id
e 

va
rie

ty
 o

f l
ea

rn
in

g 
re

so
ur

ce
s 

fo
r 

ex
am

p
le

, f
re

e 
on

lin
e 

co
ur

se
s,

 w
eb

in
ar

s,
 p

od
ca

st
s,

 li
te

ra
tu

re
.

	
►

C
re

at
e 

a 
p

la
tf

or
m

 fo
r 

st
ud

en
ts

 t
o 

sh
ar

e 
th

ei
r 

se
lf-

d
ire

ct
ed

 le
ar

ni
ng

 
ex

p
er

ie
nc

es
 a

nd
 fi

nd
in

gs
 w

ith
 p

ee
rs

.
	

►
E

nc
ou

ra
ge

 a
nd

 s
up

p
or

t 
st

ud
en

t 
re

se
ar

ch
 p

ro
je

ct
s 

on
 g

en
d

er
 b

ia
s 

an
d

 
p

ai
n.

	
►

D
ev

el
op

 a
 c

en
tr

al
is

ed
 r

ep
os

ito
ry

 o
f e

d
uc

at
io

na
l r

es
ou

rc
es

 o
n 

ge
nd

er
 b

ia
s 

an
d

 p
ai

n.
	

►
R

ec
og

ni
se

 a
nd

 r
ew

ar
d

 s
tu

d
en

t 
in

iti
at

iv
es

 a
nd

 r
es

ea
rc

h 
in

 t
hi

s 
ar

ea
.

	
►

S
up

p
or

t 
th

e 
cr

ea
tio

n 
of

 s
tu

d
en

t-
le

d
 o

rg
an

is
at

io
ns

 a
nd

 fo
ru

m
s 

fo
cu

se
d

 
on

 e
q

ui
ty

, d
iv

er
si

ty
 a

nd
 in

cl
us

io
n.

 D
is

cu
ss

 t
he

 p
os

si
b

ili
ty

 o
f w

or
ki

ng
 w

ith
 

th
es

e 
or

ga
ni

sa
tio

ns
 t

o 
d

ev
el

op
 r

es
ou

rc
es

 o
r 

co
nt

en
t 

re
la

tin
g 

to
 g

en
d

er
 

an
d

 p
ai

n.

Th
e 

p
ro

fe
ss

or
ia

l i
nfl

ue
nc

er

 �
N

eg
at

iv
e 

ro
le

 
m

od
el

lin
g 

b
y 

se
ni

or
 c

lin
ic

ia
ns

 
p

er
p

et
ua

te
s 

ge
nd

er
 b

ia
s 

in
 

cl
in

ic
al

 p
ra

ct
ic

e.

	
►

D
ev

el
op

/d
el

iv
er

/s
up

p
or

t 
fa

cu
lty

 d
ev

el
op

m
en

t 
fo

r 
se

ni
or

 c
lin

ic
ia

ns
 

on
 t

he
 im

p
ac

t 
of

 t
ea

ch
in

g 
an

d
 r

ol
e 

m
od

el
lin

g 
on

 s
tu

d
en

ts
’ v

ie
w

s 
on

 
ge

nd
er

 a
nd

 p
ai

n.
	

►
D

ev
el

op
m

en
t 

m
ay

 in
cl

ud
e 

p
ro

m
ot

in
g 

re
fle

ct
iv

e 
p

ra
ct

ic
e 

am
on

g 
se

ni
or

 
cl

in
ic

ia
ns

 o
r 

op
p

or
tu

ni
tie

s 
to

 le
ar

n 
fr

om
 p

ee
rs

.
	

►
H

ig
hl

ig
ht

 a
nd

 r
ew

ar
d

 p
os

iti
ve

 r
ol

e 
m

od
el

s 
w

ho
 d

em
on

st
ra

te
 in

cl
us

iv
e 

at
tit

ud
es

 a
nd

 b
eh

av
io

ur
s.

	
►

If 
yo

u 
ar

e 
an

 e
d

uc
at

or
, a

nd
 a

 s
en

io
r 

cl
in

ic
ia

n,
 c

on
si

d
er

 w
ay

s 
in

 w
hi

ch
 

yo
u 

m
ig

ht
 d

is
cu

ss
 g

en
d

er
 b

ia
s 

an
d

 p
ai

n 
w

ith
 c

ol
le

ag
ue

s 
in

 b
ot

h 
fo

rm
al

 
an

d
 in

fo
rm

al
 s

et
tin

gs
.

	
►

E
st

ab
lis

h 
cl

ea
r 

gu
id

el
in

es
 a

nd
 e

xp
ec

ta
tio

ns
 fo

r 
p

ro
fe

ss
io

na
l b

eh
av

io
ur

 in
 

th
e 

co
nt

ex
t 

of
 r

ol
e 

m
od

el
lin

g.
	

►
C

on
si

d
er

 w
ay

s 
st

ud
en

ts
 m

ig
ht

 r
ep

or
t,

 in
cl

ud
in

g 
an

on
ym

ou
sl

y,
 w

he
n 

th
ey

 
ha

ve
 w

itn
es

se
d

 g
en

d
er

 b
ia

s 
in

 c
lin

ic
al

 p
ra

ct
ic

e,
 in

cl
ud

in
g 

in
 s

itu
at

io
ns

 
in

vo
lv

in
g 

p
ai

n.
 P

ro
m

ot
e 

a 
cu

ltu
re

 o
f c

om
fo

rt
 r

el
at

in
g 

to
 r

ep
or

tin
g.

 
H

av
e 

st
ru

ct
ur

ed
 p

ro
ce

ss
es

 fo
r 

m
an

ag
in

g 
an

d
 d

ea
lin

g 
w

ith
 r

ep
or

ts
 

m
ad

e.
 A

p
p

ro
ac

h 
re

p
or

ts
 d

ev
el

op
m

en
ta

lly
 b

y 
d

ef
au

lt,
 n

ot
 p

un
iti

ve
ly

, i
n 

re
co

gn
iti

on
 o

f s
ig

ni
fic

an
t 

st
ra

in
 o

n 
cl

in
ic

al
 s

ta
ff.

	
►

M
on

ito
r 

an
d

 e
va

lu
at

e 
th

e 
im

p
ac

t 
of

 r
ol

e 
m

od
el

lin
g 

on
 s

tu
d

en
t 

ex
p

er
ie

nc
es

 
an

d
 le

ar
ni

ng
 fo

r 
ex

am
p

le
, i

nt
eg

ra
te

 q
ue

st
io

ns
 r

el
at

in
g 

to
 t

he
 h

id
d

en
 

cu
rr

ic
ul

um
 in

to
 fo

rm
al

 e
va

lu
at

io
n 

an
d

 fe
ed

b
ac

k 
p

ro
ce

ss
es

.

 �
N

eg
at

iv
e 

ro
le

 
m

od
el

lin
g 

in
 

re
la

tio
n 

to
 p

ai
n 

is
 in

te
rs

ec
tio

na
l 

fo
r 

ex
am

p
le

, 
m

ay
 a

ls
o 

in
cl

ud
e 

b
ia

s 
re

la
tin

g 
to

 
d

is
ab

ili
ty

 o
r 

w
ei

gh
t

	
►

W
he

re
 fa

cu
lty

 d
ev

el
op

m
en

t 
is

 c
re

at
ed

, e
ns

ur
e 

th
is

 c
ov

er
s 

b
ia

s 
w

hi
ch

 
is

 in
te

rs
ec

tio
na

l i
n 

na
tu

re
—

un
d

er
st

an
d

in
g 

th
is

 b
ia

s 
an

d
 it

s 
ne

ga
tiv

e 
im

p
ac

t,
 r

efl
ec

tin
g 

on
 r

el
at

io
ns

hi
p

 t
o 

b
ia

s 
ac

ro
ss

 in
te

rs
ec

tio
na

l i
d

en
tit

ie
s 

in
 r

el
at

io
n 

to
 p

ai
n.

	
►

C
on

si
d

er
 in

vi
tin

g 
gu

es
t 

sp
ea

ke
rs

 w
ho

 c
an

 s
ha

re
 t

he
ir 

ex
p

er
ie

nc
es

 a
nd

 
ex

p
er

tis
e 

in
 p

ro
vi

d
in

g 
in

cl
us

iv
e 

ca
re

, b
ot

h 
b

ro
ad

ly
, a

nd
 in

 r
el

at
io

n 
to

 
p

ai
n.

 T
hi

s 
m

ay
 in

vo
lv

e 
p

at
ie

nt
s,

 a
d

vo
ca

te
s,

 a
ca

d
em

ic
s,

 c
lin

ic
ia

ns
.

	
►

R
eg

ul
ar

ly
 u

p
d

at
e 

tr
ai

ni
ng

 c
on

te
nt

 t
o 

re
fle

ct
 c

ur
re

nt
 r

es
ea

rc
h 

an
d

 b
es

t 
p

ra
ct

ic
es

 in
 m

an
ag

in
g 

in
te

rs
ec

tio
na

l b
ia

se
s.

	
►

A
llo

ca
te

 r
es

ou
rc

es
 t

o 
su

p
p

or
t 

on
go

in
g 

ed
uc

at
io

n 
an

d
 p

ro
fe

ss
io

na
l 

d
ev

el
op

m
en

t 
fo

cu
se

d
 o

n 
in

te
rs

ec
tio

na
lit

y.
	

►
A

ss
es

s 
im

p
le

m
en

ta
tio

n 
an

d
 im

p
ac

t 
of

 g
ui

d
el

in
es

 t
ha

t 
p

ro
hi

b
it 

d
is

cr
im

in
at

io
n 

b
as

ed
 o

n 
ge

nd
er

, d
is

ab
ili

ty
, w

ei
gh

t 
an

d
 o

th
er

 fa
ct

or
s.

 
E

va
lu

at
e 

ho
w

 t
he

se
 c

ou
ld

 b
e 

im
p

ro
ve

d
.

	
►

R
es

ou
rc

e 
an

d
 s

up
p

or
t 

ev
al

ua
tio

n/
re

se
ar

ch
 t

o 
ex

p
lo

re
 w

ha
t 

ca
n 

b
e 

d
on

e 
to

 s
up

p
or

t 
se

ni
or

 c
lin

ic
ia

ns
 in

 b
ec

om
in

g 
m

or
e 

p
os

iti
ve

 r
ol

e 
m

od
el

s 
w

ith
in

 
th

e 
or

ga
ni

sa
tio

n.
 A

d
d

re
ss

 a
ny

 id
en

tifi
ed

 r
oo

t 
ca

us
es

/b
ar

rie
rs

 t
o 

p
os

iti
ve

 
ro

le
 m

od
el

lin
g.

Ta
b

le
 4

 
C

on
tin

ue
d

 on S
eptem

ber 19, 2024 by guest. P
rotected by copyright.

http://bm
jopen.bm

j.com
/

B
M

J O
pen: first published as 10.1136/bm

jopen-2023-080420 on 30 A
ugust 2024. D

ow
nloaded from

 

http://bmjopen.bmj.com/


11Brown MEL, et al. BMJ Open 2024;14:e080420. doi:10.1136/bmjopen-2023-080420

Open access

students at an early stage of their training. Critically, the 
students in our study were motivated to learn about bias 
in relation to pain, many conducting their own self-study. 
It may also be useful to involve students in the cocreation 
of formal curricula to ensure educational material meets 
their learning needs.

The professorial influencer
Another impactful way in which the hidden curriculum 
manifested in our data was in relation to role modelling. 
Medical education literature documents the harmful 
impact of negative role modelling,31 which our data 
supports in relation to perceptions of, and behaviours 
relating to, pain within clinical practice. Negative role 
modelling can be a result of poor awareness of bias, but 
also of system-level constraints such as a lack of time or 
resources.12 Our data highlight a lack of opportunities for 
students to reflect on their experiences, consider their 
own biases and consider both possible reasons for, and 
how they might act when they witness poor experiences 
of pain management in practice. Reflection plays a crit-
ical role in student sensemaking and subsequent aware-
ness of how to advocate for patients.32 There is a pressing 
need to either create these reflective spaces (again, here, 
a critical consciousness approach would be beneficial), or 
integrate discussion regarding students’ experiences of 
role modelling and their own perceptions in relation to 
pain within existing reflective spaces. Critically, educators 
and practising clinicians represent a key target audience 
for faculty development relating to gender bias and pain, 
to increase awareness of the perception of their actions 
and develop strategies for discussing pain and bias with 
students, including discussing the impact of resource 
shortages. Perceptions and practice relating to gender 
bias and pain across the continuum of medical education 
careers is an important direction for future research.

Across our findings, we have summarised our recom-
mendations for educational practice (table 4).

Limitations
Though we recruited widely, our convenience sampling 
approach means that we are likely to have attracted 
students interested in the topics of gender bias and 
pain and so there is a risk that our findings overempha-
sise student awareness of bias. The comments regarding 
desired developments for formal medical school curricula 
are based on student perceptions of what is covered by 
their medical school curricula presently, rather than our 
own analysis of medical school curricula coverage and, 
as such, there may be disparities between these reports 
and actual coverage. Despite this, we believe students’ 
perceptions of their curricula here are important as such 
perceptions influence engagement and can be inferred 
to represent students’ take-home understandings of 
teaching. Some students declined to select a pseudonym, 
meaning that in some instances, selected pseudonyms are 
researcher generated. This risks some loss of participant 

voice in our findings, though it does not negate the value 
of the experiences reported.

Additionally, this cross-sectional research offers a partic-
ular, time-bound perspective on students’ experiences. 
Given the participants’ descriptions of how early experi-
ences are important, and education on gender and pain is 
particularly lacking at early stages, future research could 
longitudinally explore medical students’ experiences and 
perceptions from an early stage of their education.

CONCLUSION
We have explored the ways in which senior medical 
students perceive the relationship between gender and 
pain, exploring their experiences of their formal medical 
school curricula, and the hidden curricula they are 
exposed to by way of their presence within university and 
clinical environments. As the first study, to our knowledge, 
to explore how the hidden curriculum of medical educa-
tion shapes students’ experiences of care in relation to 
gender and pain, this paper offers important insight for 
educators and researchers regarding the varied ability of 
students to identify gender bias in action, the powerful 
messaging of curricula gaps and impact of negative role 
modelling. We suggest further integration of curricular 
content focused on bias and advocacy, patient perspec-
tives, holistic pain management and reflective spaces 
which encourage critical consciousness development at 
early stages of medical school curricula might go some 
way to addressing the gender bias present in many health-
care systems globally.
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