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, Abstract—Background: Physician mental health is an
increasingly discussed topic. Despite the progress made
regarding the discussion of physician mental health, these is-
sues remain concerning. In particular, the discussion as to
why these issues are so problematic remains limited. Con-
tributors can include bullying, the ‘‘hidden curriculum’’ of
medicine, how the medical culture handles errors, and
importantly, shame. Objective: This narrative review evalu-
ates the literature on bullying and abuse in medicine, how
abuse can exacerbate shame, how the handling of medical
errors can exacerbate shame, how shame can negatively
affect mental health, and how the medical community and
leaders can mitigate these issues. Discussion: Physician
mental health remains an important issue. Job-related
stressors, bullying, medicine’s hidden curriculum, medical
error, traumatic patient encounters, and perfectionism can
contribute to physician depression and burnout. Shame
may underlie these factors. Shame is a universal emotion
that leads to poor self-esteem, depression, eating disorders,
abuse, and addiction. However, shame can be addressed
and overcome, especially via acknowledgment, vulnera-
bility, and empathy. The medical community can provide
some of these techniques by encouraging environments of
kindness and respect, giving constructive rather than
destructive feedback, providing empathy and support after
a medical error, and encouraging mutual learning environ-
ments where questions are asked with respect in order to
enhance learning. This is opposed to hierarchies and
‘‘pimping,’’ where questions are asked with intimidation
and disrespect. Conclusions: Shame is likely a contributor
to physician mental health issues. For shame resilience to
occur, it must not be kept secret and mutual support should
be provided. By addressing the possible causes behind physi-
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cian mental health concerns, including shame, more solu-
tions can be proposed. � 2019 Elsevier Inc. All rights
reserved.

, Keywords—shame; depression; bullying; resilience; cul-
ture; error
INTRODUCTION

Many enter medical school with a desire for an intellec-
tually invigorating and valuable profession, while also
caring for patients. However, studies have demonstrated
that mental health, life satisfaction, and even confidence
decline through medical school, training, and practice
(1–10). Recently, a Medscape survey of 189 medical
students found that 50% of students felt their self-
confidence or self-esteem had decreased during medical
training. In addition, of the 1123 physicians who re-
sponded, 46% noted a decrease in self-confidence or
self-esteem after medical school and residency training
(8). Of those who reported this decrease, some said that
their educational experiences had contributed to chronic
mental health issues (8). Another author found that up
to 80% of medical students reporting moderate to severe
depression in medical school had no history of depression
or treatment, and another study of medical students found
that suicidal thoughts increased during the year of evalu-
ation (11,12). Interestingly, job problems have been
found to contribute more to physician suicides
compared to the general population. In a study of
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31,636 suicide victims, of which 203 were physicians, the
physicians who committed suicide were more like to have
job problems contribute, rather than other social
problems. This contrasted with the general population,
who were more likely to commit suicide after a recent
death of a friend or family member (13).

While we want confident and happy physicians, physi-
cians have higher suicide rates than the general popula-
tion and even the military (14,15). Several articles have
found that risk factors for suicide in physicians include
mental illness, such as depression; female gender;
financial strain; personality; single marital status; job
stress; and litigation stress, among other negative life
events (12,13,16–19). Given that depression is a strong
risk factor for suicide, authors have called for solutions,
such as routine depression screenings (19–23). In
addition, initiatives to promote wellness have been
suggested, including confidentiality safeguards,
education programs and summits, work-hour changes,
and other various wellness programs to protect physician
mental health (18,23,24). Despite the numerous calls for
prevention and treatment protocols, physician suicide
remains an issue (15,19,25). Sadly, according to one
author, there is ‘‘no evidence that an improvement or
resolution (to physician suicide) is in sight’’ (25).

The Problem as an Answer to the Solution

Only recently has physician wellness become an impor-
tant issue for the Accreditation Council for Graduate
Medical Education (ACGME). In 2017, the ACGME
revised a section of common program requirements for
all accredited residency and fellowship programs to
address well being ‘‘more directly and comprehensively’’
(26). In addition, just last year, in 2018, the Council of
Emergency Medicine Residency Directors, in collabora-
tion with multiple societies, came together to annually
dedicate the third Monday in September as National
Physician Suicide Awareness Day (27).

While generally discussing and promoting physician
wellness is important, many individual risk factors for
depression and suicide are difficult to prevent, such as
gender, life stress, moments of crisis, and physical illness
(16,28–31). In terms of more specific risk factors in the
medical culture, harassment, post-traumatic patient en-
counters, shaming after medical error, and the hidden cur-
riculumof teaching by shaming can contribute to poor self-
confidence and depression (1,9,25,32–50). In addition,
shame is an emotion that has been found to be associated
with depression and poor mental health (51–56). While
there is limited evidence directly correlating shame with
suicide, depression is a significant risk factor for suicide
(20–22). Depression in physicians is also associated with
greater risk for attempting and completing suicide (13,19).
While the issues of workplace bullying, shame, and
poor mental health have been addressed in non-medical
settings, literature solely addressing bullying and shame
in medicine is limited (57,58). This narrative review
evaluates the culture of abuse in medicine, how abuse
can exacerbate shame and how shame can negatively
affect mental health, how the handling of medical error
can exacerbate shame, and how the medical community
can come together to make positive changes to the
system and help mitigate these issues.
METHODS

The authors conducted a search of Google Scholar and
PubMed for articles evaluating the following keywords
and phrases: physician depression, physician suicide,
medical error, shame, bullying and abuse in medicine,
shame in medicine, impact of shame, and shame resil-
ience. Authors included case reports and series, retro-
spective and prospective studies, systematic reviews
and meta-analyses, narrative reviews, and commentaries,
and decided which studies to include by consensus. As
this is a narrative review and not a systematic review or
meta-analysis, authors did not pool data for analysis.

A portion of the discussion is based on well-renowned
researcher Dr Brené Brown’s grounded theory research on
shame. Her research has dominated the literature and pro-
vided great insights into the impact of shame on individ-
uals and cultures and how individuals may become more
shame resilient through empathy and vulnerability.
DISCUSSION

The Importance of Shame

Shame is an emotion we all face. Shame is defined as an
‘‘intensely painful feeling or experience of believing we
are flawed and therefore unworthy of acceptance and
belonging’’ (59). Shame is different from guilt. In guilt,
we judge our behavior to be wrong, while in shame, we
feel that our whole self is no good, inadequate, or un-
worthy (59). To feel shame, one has to compare one’s
behavior against standards in which one has come to
believe as a result of socialization (60). It is important
to note that shame is person-specific, and there are no
known ‘‘classic’’ shame-inducing situations (61).

Overall, shamemakes one feel inferior to others and gen-
erates a desire to hide or disappear (58,60,62). Importantly,
research has shown a link between shame and depressive
thoughts and depression (51–55,63,64). For example, in a
study of college students, indices of depression were
positively related to tendencies to experience shame (55).
This contrasts with guilt, where depression was negligibly
related. Similarly, in another study by Orth and colleagues,
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the authors investigated event-related shame, event-related
rumination, and depression among 149 individuals undergo-
ing family breakup (52). The authors found that shame, but
not guilt, had a strong, unique effect on depression. There
are limited empiric data that directly correlate shame with
suicide. However, shame has been found to be associated
with depression, which is a known strong risk factor for sui-
cide (13,20–22).

Doctors may be particularly vulnerable to shame, as
they are self-selected for perfectionism (65). Perfectionism
can push physicians to excel and improve their care. How-
ever, perfectionism can also trigger shame in individuals
who experience failure (66). Due to their trend toward
perfectionism, doctors may be more susceptible to shame
when they feel they do not meet the ideal standard or
when others judge or criticize them (63). Often, shame in-
volves imagining a disapproving audience and the expo-
sure of self and its flaws. Feelings of shame involve a
desire to escape further condemnation (64).

Besides underlying perfectionism and feeling shame af-
ter failure, various other aspects of themedical culturemay
exacerbate shame in physicians and will remain the focus
of this review. Some of these aspects include how the med-
ical culture handles errors, bullying and abuse, the hierar-
chical culture of medicine, and the hidden curriculum of
teaching by shaming (53,63,67–73). As opposed to
bullying, blame, and shame, there are better ways that
the medical culture could handle teaching and errors,
and several strategies will be discussed in the next section.

The Bullying Problem

Bullying is defined as any interaction that consists of re-
petitive intimidation, harassment, humiliation, aggres-
sion, emotional abuse, or psychological mistreatment
(74). While bullying comprises a wide variety of exam-
ples, it includes any degrading or offensive behavior
that undermines the confidence and self-esteem of the
recipient, such as threats to professional status, isolation,
overwork, or destabilization (75,76). A few examples or
signs of bullying may include ‘‘persistent attempts to
belittle and undermine one’s work, persistent unjustified
criticism and monitoring of one’s work, humiliating one
in front of colleagues, destructive innuendo and
sarcasm, making inappropriate jokes or persistent
teasing, withholding necessary information, setting
impossible deadlines, discriminating based on race or
gender, and even physical violence’’ (77). Studies have
shown that there are certain variables that predict work-
place bullying, including excessive workload, role con-
flict and ambiguity, lack of coworker support, and a
competitive work environment, all of which can be seen
in the medical workplace (74). Some particular risk fac-
tors for being a victim of abuse in medicine are female
gender, racial minority, and being a trainee in a surgical
training program (32,39,78).

The Pervasive Nature of Bullying in Medicine

Abusive behavior in the medical culture is not new
(1,36,37,79). In 1982, Silver presented this issue when
he compared medical students’ outlooks before and
after enrolling in medical school (1). He noted that
some students went from being ‘‘enthusiastic and
excited’’ to ‘‘frightened, depressed and frustrated’’ over
the course of their training. Silver also proposed that
abuse may simply be a part of medical training and a
requirement of becoming a physician.

Unfortunately, medical students are not the only ones
who are abused. Several studies have noted abuse of resi-
dents and fellows by not only faculty physicians, but other
residents as well (25,38–41,78,80–82). Unfortunately,
abuse toward physicians has persisted and has been
mentioned in recent articles in the last few years
(32,41,83). While most articles focus on the abuse of
trainees, there has been some attention on the bullying and
harassment of more senior physicians by both patients and
other physicians (42,84,85). Additionally, no trainee or
physician is immune to the potential blame and shame
from others that can occur as a result of an unintentional
medical error (44,69,70). Medical education studies
suggest that intimidation and harassment are not isolated
events, but rather part of a pervasive cycle that is endemic
among all levels of training and practice (36,37).

In a 2006 study by Frank et al., 2300 medical students
around the United States were asked about their experi-
ences of harassment and belittlement during their medical
training (49). Among the fourth-year medical students,
42% reported harassment and 84% experienced belittle-
ment during some part of medical school. Most of the
harassment and belittlement came from residents, fol-
lowed by clinical professors and then patients (49). In
another study of third-year medical students, more than
half of students reported at least one type of abuse, but
the most common types of abuse included verbal and po-
wer mistreatment. Verbal mistreatment was defined as be-
ing ‘‘yelled or shouted at, called a derogatory name,
cursed, ridiculed,’’ while power mistreatment was defined
as being ‘‘made to feel intimidated, dehumanized, or
threatened’’ (35). Over a 9-year period, 38% reported ver-
bal mistreatment and 21% power mistreatment (35).
Other studies have shown similar types of mistreatment
in residents and fellows, with one study finding that out
of 196 emergency medicine residents, 86% reported
some type of verbal abuse and 65% experienced verbal
threats (39). Bullying is also not limited to medical cul-
ture in the United States, as studies from other countries
have demonstrated similar findings (33,77,83).



Table 1. Shame Resilience Techniques for Individuals and
Leaders

Shame Resilience for
Individuals

How Leaders Can Help Develop
Shame Resilience in Their

Workers

Recognize and discuss
shame openly.

Share your story with those
who deserve to hear it.
Share your story with those
who care for you not despite
your vulnerabilities, but
because of them. Consider
joining a small group.
Practice self-compassion;
talk to yourself in a way you
would talk to someone who
you love and respect.
Recognize your self-worth
is not tied to your
accomplishments.

Lead not by shaming but by
vulnerability and connection.

Teach that failure is learning.
Hold thosewho fail accountable,
but forgive and understand that
failure is human.
Lead by teaching others that
their self-worth is not tied to their
accomplishments.
Lead by showing your own
human side.
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While the most common form of abuse seems to be
verbal, other forms of abuse in medicine are important
and deserve mention (32,35,39,41). These include
physical assault and sexual harassment (43,78,81,85–
87). Physical abuse does commonly come from patients
or their family members, and it is more commonly seen
in psychiatric settings and emergency departments
(43,81,85–87). However, a few studies have mentioned
physical assault in physicians by other physicians. In a
survey of 186 residents in 7 residency programs, 5.4%
of female residents reported assault by male supervising
physicians (78). In another survey of 196 family practice
physicians, 6% were physically assaulted by other health
care personnel, and 2% were physically assaulted by the
person to whom they report (86).

Sexual harassment is also a problem in medicine.
While males in medicine do experience sexual harass-
ment, it has been shown that female physicians and med-
ical students are the predominant victims (32,78,81,88–
90). In a survey of 82 internal medicine residents, 24
(73%) women and 11 (22%) men reported sexual
harassment at least once in their training (90). In a larger
study of 1277 second-year residents, 63% of the females
and 15.3% of males reported at least one episode of sex-
ual harassment or discrimination during training (81).
More recent studies reveal that this is a persistent issue
for male and female medical students, residents, and
attending physicians alike (39,88,89).

Bullying after Medical Error

Bullying in the form of blame, shame, and abandonment
after perceived failure or an unintentional medical error
can also be difficult for physicians and contribute to
emotional distress (44,69,70). The medical culture
places emphasis on perfection and, unfortunately, after
an error occurs, the medical profession has traditionally
utilized a method of blame and shame. By doing so,
many physicians often feel unworthy and incompetent
(69–71). This can be seen through malignant peer
review processes, morbidity and mortality conferences,
or even via ‘‘pimping,’’ where questions are asked in a
disrespectful manner in order to intimidate learners.
This differs from teaching and asking learners questions
with respect in order to enhance education.

In a culture that does not tolerate failure, perfectionistic
physicians may have the tendency to fear failure and expe-
rience shame (72). Authors have demonstrated that indi-
viduals who fear or experience failure tend to be more
shame prone and suffer from mental illness (72,91). In a
study of completed suicides, one author estimated that
about one-third of suicide victims had experienced shame
from failure (62). If shame is not coupled with shame-
resilience methods, it may be a contributing factor toward
mental health issues, such as depression (54,55,59,64).

Abuse as a Shame Trigger

Any form of abuse, including verbal abuse, sexual harass-
ment, and physical assault, can contribute to shame and
poor mental health (58,62,67,92–96). According to Dr
Brené Brown’s research, blaming, name-calling, and
harassment are a few of many behavioral cues that shame
has permeated a culture (97). Unfortunately, using this
definition, given the many articles that document the
past and continued bullying in medicine, the medical cul-
ture possesses a culture of shame.

Because verbal harassment is the most common form of
abuse in the medical workplace, it is an important contrib-
utor to shame in learners and physicians (32,35,39,41). In a
qualitative study of 15 university academic faculty
members who were verbally bullied at work, several
mention feelings of shame, including ‘‘wanting to hide,’’
‘‘feeling inferior,’’ ‘‘losing control,’’ and being ‘‘left
scarred’’ (58). Similarly, in a study of 20 bully victims, par-
ticipants described significant shame, depression, anxiety,
and fear due to the verbal abuse at work (98). In another
study of 48 workers, authors found a significant associa-
tion between bullying and anxiety and depression. Of
note, 90% of the participants had no clinical history of a
psychiatric disorder (99). Other studies have noted similar
associations between workplace bullying and psychiatric
comorbidities (100,101).

Bullying in Medical Education

While the bully may be motivated by a desire to improve
one’s performance, especially in medicine, their intentions
are irrelevant, and the definition of bullying remains the
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same (40). Bullying and shaming are ways that some find to
be useful teaching tools, despite studies demonstrating these
are dysfunctional and harmful (80,102). Medicine has
traditionally relied upon power hierarchies, pimping, and
occasionally asking questions in a manner that leads to
humiliation (32,103,104). This can lead to a shame
response in learners, which can impede growth by
discouraging engagement with the learning process
(97,105,106). Leisy and Ahmad describe that in medicine,
it is a cultural problem where mistreatment exists due the
‘‘cyclical nature and the existing culture of medical
training’’ (41). Physicians of higher status feel they can bully
ones of lower status simply because of their roles in the hi-
erarchy (41). This in part comprises the ‘‘hidden curricu-
lum,’’ which is the conscious or unconscious values
passed on to students by faculty and older trainees (73).
This hidden curriculum can be positive, such as teaching
respect, honesty, integrity, and compassion (107). However,
negative aspects, such as dehumanization, abuse of power,
and inappropriate comments, can also be passed to trainees
(103,107–109). A physician who is constantly having to
navigate and avoid shame may be more likely to pass it
down to others (97). According to Brainard and Brislen,
the biggest barrier to medical professionalism education is
‘‘unprofessional conduct by educators, which is protected
by the established hierarchy of academic authority’’ (110).

Illuminating the Problem of Shame

Dr Brené Brown is a prominent researcher in shame,
vulnerability, and shame resilience. From years of her
grounded theory research, she has discovered that part
of shame resilience occurs by first addressing that shame
exists for all (59). Unfortunately, shame tends to seek se-
crecy, and most do not want to discuss shame (97,111).
However, the less we discuss shame, the more control it
has (97). Keeping shame in the dark leads to feelings of
helplessness, reduced well being, and decreased shame
resilience (59,97,112). Continuing to seek secrecy is,
thus, not the suggested solution for coping with shame.
Rather, recognizing shame and discussing the problem
and providing empathy are vital solutions (59,97).

Solutions: Empathy

The process of eliminating bullying in any individual
medical environment is beyond the scope of this article.
However, initial steps toward improvement may occur
by acknowledging that shame and bullying exist in the
medical environment. Besides acknowledging that shame
exists, empathy can be a powerful way to combat shame
(59). In many ways, shame is the result of feeling alone,
powerless, and isolated (59). One may feel like he or she
is the ‘‘only one’’ who makes an error, alone and power-
less when abuse occurs, or alone in a system where one is
constantly fighting to compete and survive. Empathy is
being able to see a situation from another person’s
perspective and truly feel and relate to what the other is
experiencing (59). While the most powerful empathy
comes from another person(s), empathy can also include
self-empathy (59). Empathy has four defining attributes
including: 1) being able to see the world as others see
it, 2) being non-judgmental, 3) understanding another
person’s feelings, and 4) communicating understanding
of that person’s feelings (113).

Empathy also comprises support. Encouraging a culture
of kindness and respect, not only in the learning environ-
ment but also among physicians in the work environment,
is a potential solution (59,84). Medical leaders and peers
should not only learn to recognize bullying and abuse,
but also find ways to respond and provide empathy and
support to the bullied individual(s), which will improve
shame resilience (59,112).

Shame can be intense in learners, specifically as a
result of making a mistake, undergoing mistreatment, or
experiencing humiliation (104,105). Educators are in an
important position to provide empathy by reframing
failure as learning (114). Failure is part of the learning
process, and teachers can lessen the shame response by
acknowledging we are all human, that failure is a part
of learning, and providing constructive feedback
(105,114). The substance and focus of feedback are
important in determining the learner’s response and
feedback effectiveness. Studies have shown that
constructive feedback is more effective than destructive
feedback (115–117). According to one author,
constructive feedback is specific, considerate, and does
not attribute poor performance to internal causes, such
as personality (117). Destructive feedback focuses on
the self rather than actions, which can lead to decreased
self-efficacy, lowered goals, increased avoidance, and
higher rates of quitting a task (116,117). In some ways,
these actions are part of the shame response. Shame is a
response to self as bad, rather than a bad action (guilt)
(59). Thus, it would make sense that feedback that is
focused on the self has the potential to induce shame,
whereas feedback focused on actions is more likely to
induce reflection and corrective action (105,118).

Instead of the hierarchical structure of medicine, it
may be more useful to see each other as people first
(114). The environment of medicine is one of constant
learning on all levels and in all specialties. Thus, we
can learn every day from one another, develop mutual un-
derstanding, and provide empathy when a failure occurs
(114). Long term, if medical educators can learn to under-
stand the shame response, provide empathy, and give
constructive rather than destructive feedback, learners
may experience less shame and improved learning.
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Empathy after Medical Error

Empathy can also be applied to how the medical culture
handles errors. Physicians may respond to failure in clin-
ical practice with shame. Instead of responding with guilt
(‘‘I practiced badly’’), some doctors respond with shame
(‘‘I am a bad doctor’’) (119). As mentioned previously,
shame seeks secrecy and leads to more avoidance, instead
of facing the issue and obtaining a solution. Unfortu-
nately, the medical culture tends to promote this secrecy,
rather than providing empathy and support (46). Without
proper support after failure or perceived failure, physi-
cians may suffer from shame, loss of confidence, anxiety,
depression, and reduced job satisfaction (120).

Just as Dr Brené Brown mentions that shame resil-
ience is improved by empathy and connection, physicians
have also noted that communication and interaction with
colleagues and supervisors are perceived to be the most
helpful resources after a medical error (120). Thus,
empathy and connection are imperative toward shame re-
silience after a medical error. Failure is a learning oppor-
tunity, rather than an opportunity for shaming (97,114).

Dr Brown provides several useful steps when one feels
shame after failure or error (97):

1. Practice courage and reach out. Share your experi-
encewith someonewho has earned the right to hear it.

2. Talk to yourself the way you would talk to somebody
you care about. For example, ‘‘You are human—we all
make mistakes.’’ During a shame attack, many times
we talk to ourselves in ways we would never talk to
people we love. Learn to be self-compassionate.

3. Own your story. Do not bury it, do not let it fester or
define you.
Leading with Vulnerability and Combating Shame

Physicians are educators and leaders; however, shame re-
duces innovation and creativity. If individuals fear shame
because of being wrong or speaking up, then they stop
taking risks that may help move an organization forward
(97). If leaders manage others by shame or fear, or expect
perfection in their workers, then innovation and creativity
in an organization will be limited (97,121). Individuals
will because less engaged, as they will fear speaking up.

To improve and drive creativity and learning, leaders
should ‘‘re-humanize’’ education and work. This involves
two major concepts: 1) recognizing and combating shame
and 2) engaging with vulnerability. By definition, vulnera-
bility is ‘‘the quality or state of being exposed to the possi-
bility of being attacked or harmed, either physically or
emotionally.’’ Contrary to what many believe, vulnerability
does not mean weakness. It does not mean one will be
harmed, but rather, it means that one is open and honest
and is putting him- or herself ‘‘on the line.’’ According to
Dr Brown, vulnerability is ‘‘uncertainty, risk and emotional
exposure’’ (97). Thus, vulnerability reflects being authentic
and having the courage to be yourself (97,121–123).

In the medical culture of hierarchies, perfectionism,
fear of being wrong andmedical error, and shame, vulner-
ability is rare (41,70,109,122). The problem with
perfectionism is that it can counter growth, risk,
learning, and innovation (97,121). Perfectionism leads
to fear, a ‘‘cover-your-rear-end culture,’’ finger pointing,
and failure to execute (121). Fear is a short-term moti-
vator and can create a punishing environment (97,121).
In terms of hierarchies, when leaders confuse roles with
true selves, titles dominate. Leaders are often taught to
keep a distance and project an authoritative image.
However, when one tries to appear perfect or strong to
be respected by others, the opposite of the intended
effects can occur (123). Perfectionism and fear tends to
de-humanizework (97). However, leaders who are human
first, are vulnerable and authentic, lead without shame
and fear, and promote collective learning tend to have
less fearful andmore engaged workers (97,114,121–123).

Examples of vulnerability may include calling an
employee or colleague whose child is sick, asking someone
for help, and taking responsibility for an error that may have
occurred at work (123). Another important example of
vulnerability is forgiveness (123,124). Research has
demonstrated that a culture of forgiveness in organizations
leads to increased worker productivity and less voluntary
turnover (124). If leaders are authentic and vulnerable, they
are viewed as more trustworthy. Workers feel valued and
may share ideas for improvement (123). In an organization
where respect and dignity of human beings are seen as the
highest values, shame and blame do not work as manage-
ment styles. Dr Brown mentions that the four best strategies
for leaders to help build shame-resilient cultures include (97):

1. Leaders who are supportive and willing to facilitate
honest conversations about shame and cultivate
shame-resilient cultures.

2. Facilitate efforts to seewhere shamemight be func-
tioning in organizations and how it might creep into
the ways we engage with others.

3. Leaders who normalize common struggles and
share their own experiences.

4. Leaders who train employees on the differences be-
tween shame and guilt and teach them how to give
and receive feedback in ways that foster growth and
engagement.
Putting it All Together

Shame is associated with mental health disorders,
including depression (52,54,55). In addition, shame is a
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leading cause of disengagement. According to Dr Brown,
shame can only rise so far in a system before people
disengage to protect themselves (97). By understanding
this, physicians and leaders can start to understand,
recognize, and discuss shame (Table 1). Standing against
bullying and abuse, avoiding shaming after medical error
or other failures, leading with vulnerability/showing our
human side, providing constructive rather than destruc-
tive feedback to learners, and importantly, providing
empathy toward one another, are important solutions.
These steps can reduce bullying and shame and many
even decrease levels of physician depression. Given that
depression is a primary risk factor for suicide, perhaps
empathy and vulnerability would be protective
against suicide as well (20,22,59).
CONCLUSIONS

The discussion of physician mental health and suicide is
becoming more prevalent in the academic literature and
lay press. Shame is not a subject the medical field dis-
cusses often and yet it is a universal human emotion. It
has been associated with mental health issues, including
depression and suicide. Shame can be exacerbated by
abuse and bullying, disconnection, and lack of support,
but most importantly, it is exacerbated by silence. Discus-
sion of bullying and potential solutions among health care
professionals is vital. The medical community must unite
to modify and improve the way we teach, mentor, and
interact with our colleagues.
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ARTICLE SUMMARY

1. Why is this topic important?
Despite recent occupational and educational wellness

improvements in medicine, physician depression and sui-
cide remain a problem. Underlying causes, such as
bullying and the handling of medical errors can contribute
to shame, which is a very important underlying contrib-
utor to depression and suicide.
2. What does this review attempt to show?

This review attempts to describe past and current prob-
lems in medicine that may contribute to shame, depres-
sion and suicide, including bullying, the hidden
curriculum, and the handling of medical errors. It also de-
scribes some potential ways that the medical community
can handle these issues, including the use of empathy.
3. What are the key findings?

The key findings include that bullying, the hidden cur-
riculum and how errors are handled abuse remain a prob-
lem in medicine. They may contribute to shame and lead
to poor student and physician mental health. However,
there may be ways to improve these issues including
constructive feedback, encouraging learning from failure,
and the use of connection and empathy.
4. How is patient care impacted?

Patient care may be impacted in that physician mental
health could be improved. By addressing potential under-
lying causes of depression in physicians including
bullying and shame, patient care could indirectly improve
due to happier and healthier physicians.
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