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Abstract

Background: There is substantial theoretical and empirical evidence indicating the presence
of gender discrimination in the field of medicine. By entering the medical profession, women
have transcended traditional gender roles and actively engaged in professional activism, yet they
continue to face structural barriers. This study aims to identify the structural aspects of gender
discrimination experienced by female students in medical education, focusing on the causal,
contextual, and mediating factors and their consequences.

Methods: This qualitative study, conducted within a critical paradigm, employed grounded
theory to describe and analyze the findings. The primary motivation for choosing it is to access
knowledge grounded in real and up-to-date data. By fostering a deeper understanding, it serves
as a reliable guide for action. The research was conducted at a University within Iran’s medical
sciences. Data were collected through semi-structured interviews with fifteen, sixth- and seventh-
year general medicine students.

Results: The central category “Struggle between agency and discrimination” was identified.
Key causal conditions include “gender stereotypes” and “structural discriminations”. The
consequences are: Suppression of capabilities & self-efficacy, psychological & mental stress,
low professional advancement, sexual and psychological harm, academic exhaustion, tendency
to migrate.

Conclusion: This research offers a deeper understanding of the structural aspects of gender
discrimination in medical education. By addressing specific issues within the field, it provides
practical suggestions for improving conditions and reforming the medical education system to
eliminate gender discrimination, drawing on sociological knowledge and a critical approach.
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Introduction such as social structures, laws and regulations, differential

Historically, universities and medicine were male-
dominated until about a century ago. Predominantly
led by men, these institutions have perpetuated and
reinforced norms associated with masculinity, consistently
viewing men as the standard.! While the participation
and role of women in medicine today are undeniable,
gender-discriminatory norms and structures persist,
leading to significant inequalities in women’s medical
careers.” Gender discrimination in education, counseling,
employment, career advancement, and compensation
remains prevalent. The increase in the number of women
in medical education, contrasted with a decline in their
presence in higher education, underscores structural
reasons and inconsistencies that align with gender
patterns.’

To comprehend the structural dimension of gender
discrimination, it is essential to consider external factors

rewards for men and women, and the distribution of power
and positions between genders.* The structural dimension
of gender discrimination involves systemic barriers that
hinder women’s professional advancement, including
the scarcity of same-sex mentors and the persistence
of gender-based structures in the medical field.> This
phenomenon in medical schools can result in unequal
distribution of opportunities and resources between men
and women. Gender inequalities in the distribution of
power across occupational and institutional contexts
underpin the gender division of labor and the persistence
of patriarchy.® Various types of gender discrimination
are frequently experienced by medical students,”!!
eading to adverse psychological effects such as increased
depression, anxiety, and academic burnout. Overt bias
also significantly influences the career trajectories of
students who face gender inequality, discrimination, and
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harassment.'>"

Gender discrimination in educational and professional
environments  significantly  contributes to sexual
misconduct against women, with sexual harassment being
a prominent example. Women physicians frequently face
various forms of implicit discrimination and harassment,
which not only differentiate their career paths from
their male counterparts but also impose physical and
psychological stress, potentially affecting their sense
of self-efficacy."* In recent years, concerns about sexual
assault and harassment have gained considerable attention
in research, policymaking, and public discourse.”” Report
numerous cases of sexual harassment and assault among
female academics.'®"”

Over the past three decades, Iran has experienced
a significant increase in women entering the field of
medicine, mirroring trends observed in other societies.
Since the mid-1990s, the number of female entrants has
surged dramatically. Over a decade, the number of women
admitted to the medical field increased four and a half
times compared to a decade ago, while the number of
men increased one and a half times. During this period,
approximately 70% of medical entrants were women and
30% were men. However, studies indicate that despite the
high number of women entering medicine in the past two
decades, their presence in specialized levels in universities
remains low.'8%

Qualitative and in-depth studies are necessary to
understand the factors contributing to gender disparity in
the medical field. Insights from activists in this domain
will be instrumental in filling the part of the knowledge
gap and utilizing these findings for policymaking and
planning to achieve gender equality. This recognition,
combined with accumulated knowledge, can pave the way
for improving the current situation. Practical solutions for
structural reform are essential to make institutions fairer
and ensure individual agency beyond gender constraints.
Therefore, this article aims to understand the structural
aspects of gender discrimination from the perspective
of medical students at the Iranian University of Medical
Sciences. By relying on local knowledge, the goal is to
identify ways to reduce ongoing inequalities and inform
effective policy interventions.

Methods

This research adopts a critical paradigm, combining
interpretative-constructive approaches. Also has used
grounded theory. The primary motivation for choosing
it is to access knowledge grounded in based on current
reality. This method by fostering a deeper understanding,
serves as a reliable guide for the thematic analysis
method. Thematic analysis, a method within grounded
theory, was used to classify and pattern data, leading to
the development of theoretical insights. Researchers
use coding and data analysis to interpret the data, and
derive concepts and themes. This research was conducted

from October 2023 to September 2024. sampling was
used to select interviewees based on specific research
criteria, such as being female, agreeing to participate, and
having completed five years of medical education at the
medical university. Given the research objective to gain
a concrete understanding of the experiences of female
medical students regarding gender discrimination, the
study did not include interviews with male students and
international students. The research was conducted under
the Declaration of Helsinki, as revised in 2008.

Data collection techniques

The data collection method used was semi-structured
individual interviews. The sample size comprised 15
participants which was determined based on the principle
of data saturation, where no new themes emerged after
the 13th interview. Two additional interviews were
conducted to confirm saturation. The participants were
female students in their sixth and seventh years of general
medicine. The interviews varied in duration from 35
to 80 minutes and were conducted at locations chosen
based on the participants’ preferences. At the beginning
of each interview, the researcher introduced the research
and the objectives of the study, provided an informed
consent form, and obtained permission to record the
interview while maintaining confidentiality and privacy.
Participants were informed of the researcher’s contact
details and assured they could withdraw from the study
at any time. After the interview, the audio recordings were
transcribed into written text. The transcripts were given
to the participants for review and additional comments,
which they could provide either in writing or orally. Any
necessary supplementary information was then added to
the data.

Data analysis

Data coding was performed by the principal investigator,
with two other authors reviewing the process separately.
The themes derived from the study were extracted directly
from the context and inductively from data review and
research literature. Initial codes were generated through
open coding, followed by axial coding to identify
relationships between categories. Final themes were
derived through selective coding, ensuring a robust
theoretical framework. The interview guide, included
in the appendix, covers the study’s objectives, subject
matter, demographic information of the interviewees, and
interview questions.

Qualitative data analysis involves searching for
and describing patterns within the data.?' This study
employed thematic analyses, a method based on analytical
induction. Through this approach, the researcher develops
an analytical typology by classifying data and identifying
patterns both within and outside the data. The researcher
coded and analyzed the data by repeatedly reading the text
to comprehend its content.
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Study accuracy

Based on Guba and Lincoln’s? criteria, this study assessed

the reliability of the research findings using the following

steps:

Credibility: In a credible study, data must be consistent and
correlated, rather than scattered and contradictory.
The researcher was involved in the subject matter
for approximately two years. The angle method was
employed, controlling the information and findings
at the data level through four data sources: interview
texts, notes, observations, and research literature.

Reliability: The researcher discussed the findings with

several study participants, supervisors, consultants, and

other researchers in the field, ensuring an evaluation and
control of the results.

Confirmability: This criterion was established using

direct quotes from participants, whose characteristics are

presented in Table 1 and three-stage coding extracted from

interview texts by the researcher, as detailed in Table 2.

Transferability: Transferability refers to the applicability of

the research findings. To ensure this, detailed descriptions

were used to present all aspects of the research process.

Comprehensive descriptions, covering every detail of the

study process, were applied throughout all stages of the

research findings. Quotes from various participants were
included.

The codes assigned to the participants ensure their
anonymity. This study adheres to all four criteria of
trustworthiness and reliability. During the data collection
stage, the criteria of “angle”—ensuring consistency in
sources and findings—and the “negotiation approach,”
which involves active interaction between the researcher
and participants, were applied. In the analysis and
interpretation stage, the “inferential coherence method”
was used to ensure that the inferences and interpretations
were consistent with the data analysis and that the
inferences from different parts of the study were aligned.

Results

After analyzing the data from the interviews, two
categories: “Gender stereotypes” and “structural
discriminations” were identified as the main categories
that perpetuate gender discrimination in women’s medical
education, each of which includes its subcategories, which
are mentioned below. These categories possess three main
characteristics: they are external to individuals, they
determine the allocation of position and relative power
based on gender, and they present obstacles to women’s
advancement in the medical profession. These criteria
are essential in identifying the structural nature of these
categories. The identified categories include: Gender
Stereotypes: Participants reported a pervasive societal
preference for male doctors, with female doctors facing
lower trust and acceptance.

Structural discriminations:
The gender quota law that restricts women’s access to the

Table 1. Participants Information

Qualitative variable Number (%)

Men 0(0)
Gender

Women 15 (100)

Native 8 (53)
Address

Non-native 7 (47)
Age rate 24-28 years

medical profession

Gender discrimination in dormitory management

Seducing female Students “One Favor in return for
another”

Verbal and non-verbal sexual harassment

Physical sexual harassment as a manifestation of male
dominance

The absence of a specialized committee to handle sexual
harassment complaints at the university

These categories and their subthemes are detailed in

Table 2.

Gender stereotypes

1. The high trust and acceptance of male doctors in public
belief

respondents under this category mentioned their
experiences of lacking acceptance, trust, and professional
recognition in the clinic. During their basic science courses
at university, they did not feel significantly different from
men at their level and were on par with them in teaching,
learning, and earning grades. However, upon entering
the clinical stage, they encountered different behaviors
from professors and mainly from patients, indicating
low acceptance, low trust, and low professional regard
for female interns. One participant remarked, “I think
professors accept boys more; boys have high self-confidence,
even if they are inexperienced. For example, if a boy does
not do something correctly, he is not blamed much and is
treated fairly, and they say he has not learned yet, but girls
are not treated that way” The stereotypical image of the
“male doctor” in the public’s mind prevents the rational
acceptance of young women as doctors. A participant
noted, “Society provides more opportunities for men and
considers them more worthy of being doctors. From a
conventional perspective, opportunities for women are
very limited, as society has a high gender bias. Regarding
professional acceptance of female doctors in fields such as
surgery, a respondent stated, “People accept more men for
surgical fields, and there is little belief that women can also
be successful and skilled surgeons”

2. 'The low trust and acceptance of female doctors in public
belief

Within this main category, several subcategories emerge.
The instillation of fear and a sense of vulnerability in
girls within the family and educational environments
hinders their ability to rely on themselves. It prevents
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Table 2. Categories and sub-categories

Main them Sub-theme Concepts
1) The high trust and Trust in men, cultural acceptance of male doctors, patriarchal norms and values, men's freedom of action
acceptance of male doctors in  in choosing their field of expertise, men's extensive communication with each other, stereotypical image of
Gender public belief, male doctors, and normative acceptance of men as doctors.
stereotypes 2) The low trust and Instilling fear and vulnerability in girls in the family and the educational environment, low trust in women's
acceptance of female doctors  professional performance, imposition of housework and responsibilities for home and children, women's
in public belief. little time and energy for professional goals, cultural resistance to accepting and trusting female doctors.
1) Gender quota law
suppresses women's free Passing a gender quota law and creating structural restrictions on women becoming doctors
access to medicine
Restrictions on the hours of entry and exit from the dormitory, inclusion in the file in case of delay,
o informing the family, introduction to the disciplinary committee, accusatory and interventionist behavior,
2) Gender discrimination in . . : ) : : . )
. disturbing mental peace and imposing anxiety and stress, reducing social respect and not respecting
dormitory management S .- . L ) S
individuals' privacy, not accepting women's independence, unfair prejudices, verbal harassment, and
insults and humiliation.
) The powerful position of men, points in the hands of men, the inferiority of female students, the sexual
3) Seducing female students . . ) )
Y . attraction of students, the low self-awareness of girls, the low self-confidence of girls, the lack of sexual and
Structural One Favor in Return for

iscriminati Another” . . L
discriminations their superior position.

4) Verbal and non-verbal
sexual
Harassment

psychological protection training for female students, the lack of systematic monitoring of men's abuse of

Gender stereotypes, inappropriate addresses for the position of being a doctor, insults, humiliation,
mockery of girls' size and body, sexual jokes, staring and harassing looks, failure to respect individuals'
privacy with remarks about how to dress and cover-up, reminders to correct their clothing in the presence

of others, and failure to respect individuals' social respect.

5) Physical sexual harassment
as male dominance

6) Lack of a specialized
Committee to handle sexual
harassment complaints

Unwanted physical contact, physical contact from professors or senior residents, imposing a feeling of
insecurity in the work environment, and stress and psychological pressure

Blaming the victim, lack of emotional and psychological support for the abused, invitations to ignore and
remain silent, and trivializing sexual harassment

them from making independent decisions based on their
own will and interests and diminishes their courage and
willingness to take risks. As one participant stated, “From
childhood, the family gives you a sense of lack. When you
leave the family, you are trapped in the limitations of the
university and the work environment. Ah, I want to reach a
place where everything will be fine, but it seems that there
is no such place”

In general beliefs, there is less trust in women doctors’
professional capabilities. A respondent noted, “People
think that a man must be their doctor, and when they
encounter a woman, they do not want to accept it. Girls
are just nurses in people’s minds”

The stereotype that married women doctors should
primarily handle household chores and childcare leads
to substantial role strain and psychological stress. This
prevents them from seriously pursuing their professional
goals and dedicating the necessary time and energy to
professional growth. A participant stated: “Women have
a lot of responsibilities, especially if they get married. Our
culture is very wrong, with a lot of housework and, if they
have children, the child is placed on the shoulders of the
woman. The woman has to maintain her status as a doctor
alongside them. It is a really difficult situation”.

Structural discrimination

1. Gender Quota law suppressing women’s access to medical
education

Under this concept, respondents expressed their
objections to limited access to the medical field due

to their gender. They noted that if they were men, they
would have been accepted into the medical field with a
lower score. The gender quota law has unfairly deprived
many girls of being accepted into the medical field over
the past thirteen years. One respondent remarked: “I think
the most important discrimination between girls and boys
is the existence of a gender quota in the entrance exam. We
asked both girls and boys in our class, and we saw that girls
were accepted up to a rank of 500, while boys were accepted
with a rank of 800. We were very upset. This is unfair. Why
are girls being oppressed to such an extent?”

2. Gender discrimination in dormitory management

Under this subcategory, various concepts indicating
blatant discrimination in the management of girls’ and
boys’ dormitories were discovered. The most significant
concept was the imposition of severe restrictions on the
hours of entry and exit for women in the dormitory. If
female students are late entering the dormitory, they face
insulting behavior, unfair prejudice, and verbal harassment
from university security or dormitory management.
Additionally, latecomers are subjected to punitive
measures, including being recorded in disciplinary files,
having their families informed, or being referred to the
disciplinary committee, which treats them as though
they have committed a serious offense. This behavior
by officials and the management of the girls’ dormitory
has consequences such as a lack of respect for privacy,
increased anxiety and stress, reduced social respect, and
diminished mental and psychological well-being for

Res Dev Med Educ. 2025;14:33301
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female students. One respondent stated: “Entry-exit time
restrictions for girls is much more severe. Even after nine
pm, we are not allowed to go out, even with the permission
of our guardians and families. There is a lot of insulting
behavior towards girls, and the psychological pressure on us
is very high.”

3. Seducing female students “one favor in return for another”
In expressing their experiences in this subcategory,
respondents mentioned that they did not receive such
offers from boys of the same level, but from professors
or residents of the upper level. On one side of such a
relationship were men with superior power and status,
and on the other side, were female students who were
sexually attractive. By abusing their positions, some
senior professors and residents sought to establish
unfair relationships and sexual abuse of female students
through the granting of privileges such as easy grading,
unwarranted passing, excessive leave, reduced work shifts,
and fewer responsibilities and tasks in the department,
Hence, they offered them open communication and invited
them to their homes. One participant said: “Sometimes
residents do not give professors a chance, especially in some
fields, they have too much contact with girls, they give high
grades, they want to attract girls to themselves. I think
girls should be trained on how to protect themselves in the
university environment.” Another participant added: “I did
not experience it, but I saw many things. For example, a
professor whose wife is not in Iran often flirts with interns
and is very famous for this. He even invites the intern to his
house.”

4. Verbal and non-verbal sexual harassment

There are several concepts under this central category.
One of the most frequent categories mentioned in all
interviews was titles and addresses that were inappropriate
for a medical situation. Titles such as Ms. Baji, Mr. Doctor,
Ms. Engineer, Pharmacist, Ms. Nurse, etc., are some of
them. Insulting behaviors toward female students, such as
making fun of their accent or body shape, sexual jokes,
staring and harassing looks, not respecting individuals’
privacy, and pointing out their dress code in front of others,
were examples of sexual harassment of female students
mentioned in the interviews. One respondent said:
“There was a lot of harassment here. I mostly experienced
verbal harassment from patients; they made fun of my
accent, and commented on my body and gait” Another
participant shared her observations about harassment
from professors: “Some professors who are traditional and
religious are extremely sensitive about the clothing of female
interns and cause them to be harassed and humiliated.
During visits, instead of focusing on teaching and visiting
patients, they talk about a student’s clothing. This behavior
is very patriarchal and misogynistic and greatly damages
the privacy of individuals”

5. Physical sexual harassment of female students

Many respondents reported that they did not personally
experience physical harassment, instead often recounting
the incidents faced by their friends. They described
unwanted physical contact, typically initiated by men in
positions of power, such as professors or senior residents.
These incidents exerted significant psychological pressure
on individuals, transforming the educational environment
into a tense and traumatic space. One respondent shared:
“I have experienced physical sexual harassment. It usually
does not come from male peers but is mostly seen from
residents or fellows. For instance, in one department, a
senior resident would make contact whenever he passed by
me. I wondered if this only happened to me or if this person
had a problem. After discussing it with my friends, I realized
he behaved this way with others as well.”

6. Lack of a specialized committee at the university to handle
sexual harassment complaints

The most important issue for female students after
facing sexual harassment on campus is the existence
of an independent and specialized committee that can
help reduce the harm caused by sexual harassment,
compensate them, and take appropriate measures for
primary and secondary prevention. The absence of such a
committee at the University of Medical Sciences indicates
structural indifference to this harmful issue. According to
respondents, complaints of sexual harassment are currently
handled mainly by the group manager and, in more
severe cases, by university security. These handling paths,
characterized by a lack of emotional and psychological
support, invitations to ignore and remain silent, belittling
of sexual harassment, criminalizing the harassed person,
and blaming the victim, not only fail to reduce harm
but also cause further damage. One participant said:
“Complaints of sexual harassment are reported to the group
manager, but most of the time they are not taken seriously.
Even if someone complains to security, unfortunately, they
are mostly blamed. Most of the time they say, Look what
you did to deserve this treatment. That’s why people keep
quiet because instead of supporting people, they insult and
blame them, and this makes people afraid and more silent.”

The grounded theory

A central phenomenon is a category that provides
meaning and function to other categories concerning it. In
this study, the category of “Struggle between agency and
discrimination” was identified as the central phenomenon.
The rejection of this category is evident in all the data. This
central phenomenon suggests that some female interns,
despite facing various forms of discrimination and gender
stereotypes at both structural and interpersonal levels,
also consider their agency, influenced by their personality
traits and gender socialization. Some of them rely on their
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conditional autonomy to combat certain discriminations.

Although they may hold weaker academic positions, some

have realized that through increased hard work, effort,

and personal and professional growth, they can contribute
to improving the situation in some instances.

The causal conditions creating this central phenomenon
include:

Gender stereotypes: The high trust and acceptance of male
doctors in public belief, The low trust and acceptance
of female doctors in public belief.

Structural discrimination in-laws and management: The
gender quota law that limits women’s free access to
medicine, gender discrimination in the management
of dormitories, seducing female students by offering
favors in return, verbal, non-verbal, and physical
sexual harassment, lack of specialized committee
in the university to handle sexual harassment
complaints.

The intervening factors in the formation of this central
phenomenon include:

Field of action: Hospital, medical university

Reproducibility of discrimination experiences

Ethnic background

The underlying factors creating this central phenomenon
are:

Individual capability

Agency and praxis

The interactions and strategies that activists exhibit as a
result of this situation include: “A spectrum from passivity
to agency”.

Ultimately, the central phenomenon and the strategies
that students employ lead to the following consequences:
Suppression of capabilities & self-efficacy
Psychological & mental stress
Low professional advancement
Sexual and psychological harms

Academic exhaustion
Tendency to migrate
The findings are presented in Figure 1.

Analysis of context with process
The pathways and activities through which learners acquire
knowledge are gendered. This gendered context is evident
in norms, values, structural aspects of laws and regulations,
and the allocation of opportunities and facilities.”® The
central phenomenon identified in this research is the
“struggle between agency and discrimination” Various
conditions and their consequences are outlined below.
Women often choose the medical field due to basic
education, encouragement from families and teachers,
and their interest in achieving distinguished academic and
professional positions. They view medicine as a platform
for realizing their existential capabilities, aiming for high
scientific and status positions, earning an income, and
gaining independence to create a new societal identity.

However, in this field of action, women encounter
numerous structural and cultural obstacles implying
discrimination against their male peers. Firstly, women
face gender quotas for medical admission, imposing
unequal access because the number of women taking
the medical entrance exam is higher than that of men,
creating significant barriers. Additionally, students
living in dormitories face restrictive, oppressive, and
discriminatory management methods between girls’ and
boys’ dormitories. Women experience severe restrictions
on entering and leaving the dormitory, questioning their
freedom and independence. Non-compliance results in
disciplinary actions, including being summoned to the
disciplinary committee.

The presence of powerful and authoritative men
(professors and residents) with numerous privileges,
alongside women with high sexual attractiveness and

Struggle between Agency and Discrimination in Medicine
A Grounded Theory Overview
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Figure 1. A Grounded Theory Overview
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low status as students, creates an environment conducive
to student exploitation, offering favors in exchange for
benefits. Consequently, students face numerous instances
of sexual abuse for various privileges, including verbal,
non-verbal, and physical sexual harassment. The absence
of a specialized committee to handle sexual harassment
complaints further highlights the gendered nature of
university structures. Gender stereotypes, including high
trust and acceptance of male physicians and low trust
and acceptance of female physicians’ capabilities, also
contribute to the central phenomenon of this research.

Contextual conditions, converging at specific times
and places, include the field of practice (hospital and
university), the diversity and repetition of discriminatory
experiences among individuals, and ethnic background
(intensifying gender discrimination). Mediating factors
mitigate or change these causal conditions. Individual
capabilities such as self-confidence, risk-taking, boldness,
fearlessness, and studiousness play crucial roles. Agency
and praxis, emphasizing bounded autonomy and
conditional self-determination, are essential. Human
action is based on subjective choices, reasons, free will,
agency, and rationality within structural or cultural limits.
Praxis, the core of human beings, involves the conscious
ability to transform society and the environment, leading
to self-understanding and the elimination of alienation.

Consequently, individuals choose strategies on a
“spectrum from passivity to agency” based on intermediary
conditions and discriminatory experiences. Ultimately,
these conditions and strategies result in various outcomes.
Female students, facing various types of discrimination in
their educational environment, experience suppressed self-
efficacy and academic and professional capabilities, severe
psychological stress, disrupted professional development,
and potential psychological and sexual harm. They
may face academic burnout and its consequences, and
consider emigrating to seek more equitable educational or
employment structures.

Discussion

This study identified key structures perpetuating gender
discrimination in medical education. Through interviews
with female students in their final year of general
medicine, two main categories and eight sub-categories
were identified. Some of these categories, such as the
societal acceptance of male physician superiority and
the existence of gender stereotypes that hinder women’s
professional growth, are emphasized in Tavakol et al*
study. They demonstrated that the acceptance of societal
gender stereotypes negatively impacts girls” professional
growth, their continuation of education, and their
attainment of senior management positions, aligning with
some findings of this study. Similarly, Vedadhir et al®
highlights the existence of gender stereotypes as obstacles
to women’s academic and professional growth. Gender
stereotypes have been shown to cause gender-based

social exclusion and deny women equal opportunities for
advancement in the medical education system. Kazemi'®
further asserts that women have historically struggled
to enter medical schools and, despite their success in
doing so, continue to face gender discrimination and
inequalities. This includes the gender-based wage gap and
lack of advancement opportunities for women in Iran.
These findings, consistent with this study, conclude that
opportunities and facilities in medicine are not equally
distributed between men and women, with men having
more opportunities and facilities.

In addition to the similarities with previous Iranian
studies, this study added new insights. These include the
existence of discriminatory laws affecting access to the
medical field between genders, the application of gender
quotas to the detriment of women, gender discrimination
in the management of dormitories and university security,
and unequal gender management approaches within
universities. Furthermore, the lack of an official authority
to handle sexual harassment complaints, the presence of
sexual harassment in medical education environments,
and the phenomenon of quid pro quo, as reported by
participants, are prevalent in professional and academic
settings.

European studies in this field are more diverse,
advanced, and innovative. For example, the Gender in
Higher Education Project in French universities (2014)
showed that, despite structural measures, gender-based
inequalities persist. Rogers and Molinier* points to
institutional resistances that produce anthropocentric
biases and gender norms, which are sources of
discrimination. This study emphasizes the “glass ceiling”
preventing women from advancing in their careers and
education at universities. Furthermore, they note the need
to explore the complex interactions between gender and
male-dominated norms and to address norms to avoid
gender-based prejudices and consider their effects in
designing equality action plans.

From a broader perspective, comparing European
studies on gender discrimination with domestic research
reveals that both groups acknowledge the existence and
significance of gender discrimination in universities and
the medical field. They highlight it as a fundamental
problem requiring effective solutions at various levels.
However, a key distinction is that studies have achieved
a higher level of depth, knowledge accumulation, and
progress. Extensive projects within these studies address
the underlying structural issues, causes, factors, and
characteristics of gender discrimination in academic
settings.

For instance, the “Gender Time’* funded and
implemented by the European Commission from 2013
to 2016, aimed to identify the best systemic approaches
for action plans promoting equality and increasing the
representation and professional advancement of women
professors and researchers. Also, emphasize the need to
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explore the complex interactions between gender and
superiority norms and to address gender-based prejudices.
In another major study conducted in German universities,
researchers observed changes at both organizational and
individual levels following the implementation of gender
equality laws. Although professional opportunities for
women in academia have improved and gender equality
laws have been enacted, women remain a minority, and
career-related barriers persist, perpetuating inequalities.24

Research on gender inequality in Europe indicates
that institutional changes are ongoing, and effective
measures have been prepared from an institutional and
legal perspective to create equal opportunities for women
in academia, teaching, and research. Various projects are
being conducted to monitor and evaluate the effectiveness
of these laws and identify strengths and weaknesses to
promote equality measures at the institutional level.
Developed countries recognize the importance of human
equality for societal development and individual well-
being. Thus, they focus on institutional solutions and
complementary studies to address obstacles. Based on the
findings of this research: Three key features are identified
in research conducted in developed societies, particularly
in Europe: (1) acceptance of gender discrimination as an
issue, (2) implementation oflegal and regulatory measures,
and (3) monitoring and identifying gaps and flaws in these
laws to create institutional changes for gender equality.
These steps reflect an institutional will to achieve equality
regardless of gender.

In Iran, however, the prerequisite for institutional
changes is the acceptance of structural discrimination,
which remains a contentious issue. Conflicting views
in parliament and government regarding the existence
of discrimination hinder progress and alignment on
institutional changes at the legislative and policy-making
levels. Research in Iran is not conducted under broad,
institutionally supported projects but rather sporadically
based on researchers’ interests. Consequently, Iranian
research is still focused on proving the existence of gender
discrimination and highlighting the need for institutional
action.

For example, Falahati*® in her study on gender justice,
points out the existence of structural obstacles to women’s
professional growth in universities. These structural
inequalities suppress women despite their new identities.
The lack of infrastructure and socio-economic capacities
to support educated women and the neglect of their
identity needs for professional development result in
dissatisfaction and feelings of weakness among half
of society, posing a significant obstacle to sustainable
development in Iran

Conclution
This research offers a deeper understanding of the
structural aspects of gender discrimination in medical

education. By addressing specific issues within the field,
it provides practical suggestions for improving conditions
and reforming the medical education system to eliminate
gender discrimination, drawing on sociological knowledge
and a critical approach. The findings of this study may be
transferable to other medical education settings in similar
cultural contexts, particularly in regions where gender
discrimination is prevalent. However, further research is
needed to explore the applicability of these findings in
different cultural and institutional settings.

Suggestions

Given that gender discrimination has developed over

an extended period and is influenced by various factors,

particularly cultural backgrounds, its elimination or
reduction requires time and multifaceted measures. Inlight
of existing studies and actions taken by various societies to
mitigate discrimination, the following recommendations
are proposed for advancing gender equality in academic
and organizational settings. For instance, in Germany,
gender equality legislation was first enacted by legislative
bodies. This was followed by implementation across various
organizations, including universities, where changes were
monitored at both organizational and individual levels by
researchers. They scrutinized the allocation of professional
opportunities between women and men. Similarly, in
France, the extensive project titled “The Gender Time”
aimed to develop systematic solutions for implementing
action plans to foster equality. The goal was to increase
the representation of women professors and researchers
and to promote their careers. These projects highlighted
the necessity of examining the intricate interplay between
gender, norms, and organizational practices while legal
equality measures were enacted. In these contexts, gender
issues and their interactions with other social concepts
are key concerns for policymakers and researchers.
Significant resources and budgets support institutional
reforms aimed at addressing these challenges. Drawing on
the strategies employed in these societies, alongside the
findings from current research and other studies in this
field, the following suggestions are made to enhance the
situation in Iranian society. These recommendations take
into account the existing contexts and capacities within

Iran. However, the following procedures may facilitate

and accelerate this process to some extent:

Re-examining the gender quota law and abolishing the
gender quota.

Establishing a specialized committee to address complaints
regarding discrimination based on gender, ethnicity,
language, and culture.

Establishing a specialized research and development
(R&D) committee to implement structural reforms
with the necessary scientific support to create equal
opportunities and facilities for women and men. This
may include positive discrimination in some cases to
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allocate resources and opportunities more fairly for
women.

Changing the management procedures of dormitories and
eliminating the time restrictions for women’s entry
and exit from student dormitories.

Implementing a gender quota for appointing management
positions or recruiting faculty members at the
university.

To implement the suggested policy changes, universities
could establish task forces to monitor gender equality
initiatives, provide training for faculty and staff on
gender sensitivity, and create support systems for
students who experience discrimination.

Future research should explore the long-term impact
of gender discrimination on women’s career
trajectories in medicine, as well as the effectiveness of
interventions aimed at reducing gender disparities in
medical education.

Limitations

This study has several limitations. First, the sample was
limited to female students at one university, which may limit
the generalizability of the findings. Second, the reliance
on self-reported data may introduce bias, as participants
may underreport experiences of discrimination due to
fear of repercussions. Future research should include a
more diverse sample and explore the perspectives of male
students and faculty members.
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