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candidates, but it appears that many 
family physicians are unlikely to 
recommend an IUD. This could be 
attributable to a number of factors, 
including reliance on outdated, 
restrictive eligibility criteria; mis-
understanding of current informa-
tion; and physician attitudes or 
misconceptions.2-4

Responses about ectopic preg-
nancy may ref lect a misunder-
standing of current information. 
A pregnancy that occurs with an 
IUD in place is more likely to be 
an ectopic than a pregnancy in the 
general population. However, since 
the IUD is so effective at preventing 
all pregnancies, overall a woman 
using an IUD has a significantly 
decreased risk of experiencing an 
ectopic pregnancy. 

Reliance on outdated criteria 
may explain why few family physi-
cians would recommend an IUD for 
a woman with a remote history of 
either sexually transmitted infec-
tion (STI) or pelvic inflammatory 
disease (PID). While there was 
an increased risk of infection due 
to the faulty Dalkon Shield in the 
1970s and 1980s, with the IUDs 
currently available in the United 
States there is an increased risk of 
PID only during the first 20 days 
after insertion (thought to be due 
to STI present at time of insertion). 
Women who have experienced an 
STI or PID within the previous 3 
months should not be offered an 
IUD; women with a more remote 
history of STI or PID can safely 
use an IUD. 

The low response rate is the main 
limitation of our study, yet it does 
fall within the range of published 
physician survey studies. While 
response bias is a concern with 
suboptimal response rate, due to the 
relative homogeneity of physician 
groups, non-response bias may be 
less of an issue in this study than 
in layperson studies. Additionally, 
we did not ask the actual frequency 
with which respondents recommend 
IUDs. Therefore, the responses we 
gathered are theoretical and may 

not reflect the reality of these family 
physicians’ actual practice. 

To decrease unintended preg-
nancy, clinicians who care for 
women of reproductive age should 
present their patients with all of 
the medically appropriate contra-
ceptive options. Yet the majority 
of family medicine residents have 
little experience with IUDs during 
their training.5 Clinician educa-
tion, both during training and with 
CME, should include updates on 
contraceptive methods, including 
IUDs. Additionally, we must look 
for alternative ways to change 
family physicians’ attitudes and 
misconceptions about IUDs. 
Susan E. Rubin, MD, MPH
Jason Fletcher, PhD
Tara Stein, MD, MPH
Marji Gold, MD

Albert Einstein College of Medicine
Department of Family and 
Social Medicine
Bronx, NY

Penina Segall-Gutierrez, MD, MSc
University of Southern California in
Los Angeles
Department of Obstetrics and 
Gynecology

Acknowledgments: This study was funded by 
a private foundation that wishes to remain 
anonymous.

Corresponding Author: Address correspondence 
to Dr Rubin, Albert Einstein College of Medi-
cine, Department of Family and Social Medicine, 
1300 Morris Park Avenue, Mazer 410, Bronx, 
NY 10461. 718- 430-2900. Fax: 718-430-8816.
surubin@montefiore.org.

References

1. Hatcher R, Trussell J, Nelson A, Cates W, 
Stewart F. Contraceptive technology, 19th 
edition. New York: Ardent Media, 2008.

2. Stubbs E, Schamp A. The evidence is in. 
Why are IUDs still out? Family physicians’ 
perceptions of risk and indications. Can Fam 
Physician 2008;54(4):560-6.

3. Stanwood NL, Garrett JM, Konrad TR. 
Obstetrician-gynecologists and the intrauter-
ine device: a survey of attitudes and practice. 
Obstet Gynecol 2002;99:275-80.

4. Harper CC, Blum M, de Bocanegra HT, et al. 
Challenges in translating evidence to prac-
tice: the provision of intrauterine contracep-
tion. Obstet Gynecol 2008;111:1359-69.

5. Steinauer JE, DePineres T, Robert AM, West-
fall J, Darney P. Training family practice 
residents in abortion and other reproductive 
health care: a nationwide survey. [see com-
ment]. Fam Plann Perspect 1997;29:222-7.

Professional Badmouthing: 
Who Does It and How 
Common Is It? 

To the Editor:
Professional badmouthing is 

defined as “unwarranted, negative, 
and denigratory comments made 
by doctors about other doctors in 
different branches of medicine.”1  
Professional badmouthing is a para-
doxical reality of modern medical 
training. Research suggests that 
primary care disciplines are dis-
proportionately exposed to criti-
cism from professional colleagues.2 
Professionalism is an established 
competency for undergraduate,3 
graduate,4 and continuing medical 
education. Much of what students 
learn about professionalism occurs 
outside the classroom where stu-
dents are often exposed to disparag-
ing comments regarding differing 
medical specialties. While most 
students believe specialty bashing 
is unprofessional,5 well over half 
of all students are exposed to some 
element of non-constructive profes-
sional criticism during their medi-
cal school experience.6,7 Profes-
sional badmouthing, in any context, 
is contrary to this. We investigated 
relative exposure to badmouthing 
during medical school for a cohort 
of students with federal service 
obligations.

 
Methods

Following institutional approval, 
we used a cross-sectional survey 
developed by an interdisciplinary 
team of internal medicine and fam-
ily medicine physicians to query a 
group of medical students about 
their experience with professional 
badmouthing. Participants were 
medical students in the Class of 
2009 enrolled at the Uniformed 
Services University (USU), the na-
tion’s only federal medical school. 
We also surveyed a convenience 
sample of students attending private 
and public civilian osteopathic and 
allopathic medical schools. Students 
at these schools all had military ser-



389Vol. 42, No. 6Letters to the Editor

vice obligations through the Health 
Professions Scholarship Program 
(HPSP). The primary outcome 
of interest was the overall preva-
lence of professional badmouthing 
experienced by medical students 
in each of these environments. 
We also compared the primary 
source of badmouthing (specialty, 
level of training—resident/faculty, 
type of school—public/private; 
osteopathic/allopathic; military/
civilian). Basic descriptive statistics 
were used along with crosstabs, 

Kruskall-Wallis rank and non-
parametric Mann-Whitney group 
comparisons. 

Results
The overall response rate was 

52% (n=418). Individually, 64 
of 156 (41%) of USU students 
responded. A total of 354 of 649 
(55%) HPSP students responded; 
115 from public allopathic schools, 
100 from private allopathic schools, 
13 from public osteopathic schools, 
and 124 from public osteopathic 

schools. Overall, most medical 
students, whether USU or HPSP, 
were exposed to some element of 
professional badmouthing during 
their medical school experience. 
Figure 1 provides a comparison 
of exposure to badmouthing by 
source and location. The prevalence 
of professional badmouthing of 
primary care specialties was 87% 
by non-primary care residents and 
75% by primary care residents. 
Slightly fewer attending physicians 
engaged in badmouthing of prima-

Figure 1

Medical Student Exposure to Professional Badmouthing of Primary Care
 by School Type, Level of Training, and Experience
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ry care (78% by non-primary care 
and 62% by primary care). Nearly 
20% of medical students reported 
that exposure to non-professional 
criticism impacted their choice of 
specialty. Primary care, general 
surgery, and obstetrics-gynecology 
were the most common victims of 
professional badmouthing.

Discussion
Students are influenced by the 

culture of the institutions in which 
they train.8 Our findings confirm 
that students are commonly ex-
posed to professional badmouthing 
across the spectrum of US medical 
school types. We found that stu-
dents at a federal medical school are 
frequently exposed to badmouthing 
as are students at civilian medical 
schools. While the relatively low 
response rate limits the strength of 
comparisons between school set-
tings, this finding was still surpris-
ing to us given the uniquely military 
environment of USU. Even though 
primary care, general surgery, and 
obstetrics-gynecology were the 
most commonly badmouthed spe-
cialties, we found that no medical 
discipline is completely immune 
from this unprofessional practice. 

Badmouthing is inconsistent with 
professional behavior at any level. 
Medical schools should discourage 
badmouthing by increasing aware-
ness of how commonly it occurs, 
emphasizing that badmouthing 
detracts from interdisciplinary 
collegialism and by longitudinally 
exposing students to faculty who 
are trained to inculcate the ideals 
of professionalism in young learn-
ers.5,9 As medicine incorporates the 
patient-centered medical home, it 
should leave badmouthing behind.
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