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ABSTRACT
Healthcare experiences of mistreatment are long standing issues, with many not knowing how to
recognise it and respond appropriately. Active bystander intervention (ABI) training prepares indi-
viduals with tools and strategies to challenge incidences of discrimination and harassment that
they may witness. This type of training shares a philosophy that all members of the healthcare
community have a role to play in tackling discrimination and healthcare inequalities. We devel-
oped an ABI training programme for undergraduate medical students, after recognising the need
for this given the students’ adverse experiences on clinical placements. From longitudinal feedback
and robust observations of this programme, this paper intends to provide key learning lessons and
guidance on how to develop, deliver and support faculty in facilitating these types of trainings.
These tips are also accompanied by recommended resources and suggested examples.
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Introduction

‘I didn’t know what to say’ is an all-too-common response
when considering how to challenge incidences of discrim-
ination and harassment in the clinical environment, particu-
larly for medical students (Sotto-Santiago et al. 2020). Little
guidance exists as to how faculty should best equip stu-
dents to effectively challenge these situations (Fnais et al.
2014; Acholonu et al. 2020). A bystander is an individual
who observes when an incident such as discrimination, har-
assment, bullying, or microaggression occurs, but is not
involved the situation (Lansbury 2014). Conversely, an
active bystander participates in a discriminatory incident by
assessing the situation, considering what help might be
appropriate and intervenes to challenge unacceptable
behaviour (Wilkins et al. 2019). The degree of activeness a
bystander may assert will be influenced by contextual fac-
tors such hierarchy, power dynamics, notions of profession-
alism and conformity and the perceived time available
(Scully and Rowe 2009; Altabbaa et al. 2021). Following the
success of Norwich Medical Schools’ implementation of ABI
training, the Universities UK advisory group proposed the
use of ABI training to better equip students with the skills
and confidence required to make a positive impact in the
medical field and improve future attitudes (Universities UK
2020). Furthermore, the Accreditation Council for Graduate
Medical Education in the United States of America was
instructed to address experiences of mistreatment and
abuse in healthcare by developing and delivering

appropriate faculty development trainings (Schenning and
Tseng 2013).

Previous research on ABI training has focussed on pre-
venting and reducing sexual violence (Banyard 2011;
Vukotich 2013; Fenton et al. 2015; Coker et al. 2017;
Powers and Leili 2018; Mujal et al. 2021). Bystander inter-
vention campaigns, rather than explicit training, have been
suggested to reduce sexual attacks, as students who saw
the campaign reported that they would be more likely to
intervene (Sundstrom et al. 2018). Additionally, ABI training
has been proposed to reduce victimisation and passive
bystander behaviours when used to minimise aggression in
schools (Pfetsch et al. 2011) and improves student under-
standing of reporting incidents (Brokenshire 2015). ABI
training is also suggested to have positive short-term out-
comes for health care staff in the military, with participants
reporting an increased self-efficacy and intentions to be
active bystanders in the future (Relyea et al. 2020). Whilst
the benefits of ABI training are clear (Bell et al. 2019), there
are continued uncertainties as to how to develop, deliver
and support faculty in facilitating training for medical stu-
dents in all clinical settings (e.g. hospitals and general prac-
tice surgeries).

At the University of Edinburgh, we developed a bespoke
ABI training programme for undergraduate medical stu-
dents, with regular involvement and engagement with stu-
dents and faculty throughout the planning process; details
of this programme are shown in Figure 1. Student feed-
back identified two primary reasons for not being an
active bystander, these were: (1) the perceived lack of
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empowerment and responsibility in challenging unprofes-
sional behaviour and (2) the apparent absence of skills to
appropriately challenge discriminatory incidences. This pro-
gramme intended to enable medical students to recognise,
respond, and reflect upon unacceptable and discriminatory
behaviours they may observe. Additionally, this programme
continues to be developed, delivered, and adapted for use
at the University of Edinburgh and also the University of
Oxford. The twelve tips that follow aim to support and
guide educators in developing, delivering, and supporting
faculty involved in ABI trainings.

Tip 1

Critically self-reflect on what motivates and prevents
active bystander interventions

A pre-requisite for empowering and supporting faculty
involves first acknowledging and critically reflecting upon
their own experiences in being (or not being) an active
bystander; in particular what motivates and prevents them
to respond to incidents of discrimination. This aligns with
bystander literature which highlights that there are often
five key motivators, namely the interpretation of harm in the
situation, emotional reactions, social evaluating (considering
the context and the social dynamics at play), moral evaluat-
ing (reflecting on what is perceived as the ‘right thing to
do’), and intervention self-efficacy (Kristoffersson and
Hamberg 2022). Additionally, the literature illustrates reasons
for not intervening include power positioning and dynamic,
lack of knowledge or personal experiences with the issue
and battle fatigue (the stress associated with microaggres-
sions that cause various forms of emotional and physical
strain) (Smith 2004). Supporting faculty in regularly under-
taking self-reflective exercises may help in highlighting any
assumptions or unconscious biases they may have in how to
be an active bystander. Such reflection does not occur in a
vacuum and should be stimulated by discussions as part of
a faculty team as well. Figure 2 provides an example of self-
reflective questions that can be used.

Tip 2

Actively engage faculty and students from under-
represented and marginalised groups

Meaningfully involving and engaging faculty and students
from under-represented and marginalised backgrounds
provides valuable insights into personal lived experiences,
relevant and current issues, strategies, support networks,
and contributes to providing a sense of authenticity to the
discussions. Underrepresented and marginalised groups
can share issues they have personally been affected by and
this can help guide the session towards the necessary
learning intentions. We suggest a collaborative approach
that does not overburden members of these groups with
responsibility but rather aims to actively learn from their
experiences and insights. Involving students in the devel-
opment and facilitating of these trainings can be beneficial
because they are likely to offer different perspectives to
faculty. They may also have more relatable lived experien-
ces which can enhance group discussions and empower
their peers; thereby encouraging group dialogue. In the
trainings we delivered, we made an active effort to involve
students from ethnic minority and LGBTþ student societies.
Additionally, we invited minority group members to com-
ment on designed materials, observe pilot sessions and
provide feedback.

Tip 3

Foster a safe and supportive environment for each
training session

Discussing differences can be both enriching and conflict-
ing. Creating a safe and supportive learning environment is

Figure 1. Infographic outlining key details of the ABI training delivered at
the Medical Schools of the Universities of Edinburgh and Oxford.
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essential for capitalising on the diversity of students’ expe-
riences and perspectives. Learners are more willing to
engage in the sessions if they feel safe and comfortable in
the teaching environment (Relyea et al. 2020). A supportive
environment also promotes wellbeing in challenging dis-
cussions, particularly for those with lived experience of
prejudice and discrimination. Nonconformity, in this case
through becoming an active rather than a passive
bystander, is uncomfortable (Altabbaa et al. 2021); there-
fore, the acknowledgment and validation of such uncom-
fortable emotions must be explicitly discussed throughout
ABI training sessions to enhance student empowerment. In
the following discussion, we suggest several measures that
can help facilitators to foster a safe and supportive environ-
ment during ABI training sessions.

During the pre-brief, facilitators should reassure learners
that all contributions will be appreciated and received in
good judgement. Spending time before the session to clar-
ify the workshop expectations is beneficial because it ena-
bles the facilitators to establish the session tone, which is
more likely to result in constructive open discussions.
Highlighting confidentiality standards and that all views can
be expressed without fear of repercussions can be helpful in
encouraging every student to participate, thereby encourag-
ing more diverse and enriched discussions. It is also import-
ant to clarify what behaviours will not be tolerated. For
example, participants should be informed that the use of
slurs or derogatory language – even in talking about scen-
arios – is not acceptable. Furthermore, facilitators should
explicitly state that participants can leave the session at any
point and support should be offered to any students who
do so. Facilitators were also careful to point out that the
scenarios were real and may seem shocking, but they were
all based on the recent experiences of students and clini-
cians. Conducting a brief before the session is a good
opportunity for facilitators to be perceived by students as
open and non-judgmental. The relationship between learner
and facilitator can also be strengthened by facilitators shar-
ing their own experiences and outlook. Facilitators who are
approachable, non-threatening, encouraging and open-
minded are suggested to be received best by students
(Boscardin 2015). Subsequently, students are likely to be
more willing to participate and thus benefit from the session
(Boscardin 2015).

Participation may also be enhanced through organising
an informal activity before the training begins, whereby
participants and facilitators have a chance to interact with-
out pressure. The hierarchical structure of medical contexts
often prevents a two-way conversation between faculty
and students (Krackov 2011); therefore, removing this struc-
ture at the beginning of the session is important to ensure
effective discussions can occur. The activity can be a simple

introduction such as asking participants to share their
name and pronouns (if they so wish) but could also include
other neutral information such as an interesting fact about
themselves or their favourite animal or food. Discussion
starters and ice-breaker activities may be helpful in encour-
aging initial conversations on diversity; the University of
Lausanne, Switzerland provides some helpful example exer-
cises (Fenley and Daele 2011).

Tip 4

Develop scenarios based on real life examples

Actively involving a variety of stakeholders in the ABI train-
ing process can also help to provide a wide range of per-
sonal experiences that can be used as case studies in
training sessions. ABI training can be more relatable and
realistic through case studies and scenarios from real expe-
riences adapted to the learning setting. Learners may find
that adopting the perspective of the victim, perpetrator or
bystander provides greater understanding of discrimination
and discrimination denial (Todd et al. 2012). Analysis of the
events may also become more pertinent and discussion
more engaging when addressing real cases. Furthermore,
whilst students often blame passive bystanders for inaction,
this blame is suggested to be dependent on the bystand-
er’s knowledge of the offender’s intentions, the degree to
which the students identify with the bystander, and the
possible alternative behaviours that the bystander could
have decided upon (Holtzman 2021). Thus, using real life
examples can facilitate and enrich discussions, as different
students may place varying degrees of blame on the
bystander. Exploring why people perceive scenarios differ-
ently may support the effectiveness of the ABI training, as
students can reflect and develop greater understanding of
bystander behaviour. Figure 3 shows examples of some of
the real-life case studies and scenarios that were created
for use in the ABI sessions delivered at Edinburgh and
Oxford. It is interesting to note that the first time we used
these scenarios, some students, often those who were not
from marginalised groups, commented that the scenarios
seemed ‘dramatic’ even though they were based on med-
ical students’ and staff real life experiences, including the
language used in real life. In more advanced follow-up ses-
sions, we also made use of open access case studies cre-
ated by Sandoval et al. (2020).

Tip 5

Consider including scenarios and activities on various
forms of discriminations

Scenarios and case studies which are presented during ABI
training should include learning points about a variety of

• How do you understand the term ‘active bystander’? 

• What have been your experiences of being or not being an active bystander? 

• What motives you to respond or not respond to instances of discrimination, 

microaggressions and bullying? 

• To what extent do you believe your role as an educator or staff member influences 

the broader learning environment for learners?  

Figure 2. Examples of self-reflective questions.
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forms of discrimination and prejudice such as racism,
homophobia, transphobia, sexism, ableism, and body sham-
ing. The discussions and sharing of experiences that can
arise from these scenarios can help to cultivate the tools
and strategies (e.g. establishing professional boundaries,
being aware of reporting structures or platforms to raise
concerns or considering how to ask questions in a way
that supports an individual to reflect upon their own
behaviour) students require to challenge unprofessional
behaviour. It is important to understand that some forms
of unprofessional behaviour are subtle and hence might
not be as easily recognisable as others. Raising awareness
of different forms of discrimination will enable the students
to better notice and act upon incidents they experience in
their own life. Sotto-Santiago et al. (2020), Acholonu et al.
(2020), and Wilkins et al. (2019) papers (in their supplemen-
tary appendices) provide a range of case scenarios and
workshop activities that can be used to diversify the con-
tent of ABI trainings. Furthermore, the Whitgob et al.
(2016) paper exploring strategies to address discrimination

towards trainees includes a variety of case scenarios (table
1, page s65) and recommended strategies for trainees and
faculty development (chart 1, page s68).

Tip 6

Design sessions that are highly interactive

Establishing a safe and welcoming environment during the
ABI training sessions also encourages participation (Relyea
et al. 2020). Participation can empower and help students
to perceive themselves as equipped and capable of active
bystander behaviours. It is therefore important to make
sessions interactive, especially if they are conducted online,
as group discussions and personal interactions are some of
the most useful elements of ABI training (Relyea et al.
2020). Ensuring that the sessions are highly interactive thus
becomes paramount in delivering effective training, as the
quality of ABI training is directly correlated with the out-
comes (Pfetsch et al. 2011).

Figure 3. Example of real-life case scenarios.
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One way of increasing participation during ABI training
sessions is through ensuring that time for discussions and
questions is prioritised. Interactive sessions can also be pro-
moted through providing students with pre-session materi-
als on the subjects that will be discussed. Adopting a
flipped classroom approach and advocating that learners
review essential knowledge and learning intentions should
be a part of the pre-session materials (an example is shown
in Figure 4) so it is clear to learners what they should be
gaining from the session. Background knowledge enables
learners to have more confident and insightful conversa-
tions about the topics and have a better overview of what
to expect from the session.

If training is conducted online through platforms such
as Microsoft Teams, Blackboard, or Zoom, participants
should be encouraged by the facilitators to use a ‘gallery
view’ which displays all the participants in a grid pattern
on the screen. This can help to increase engagement and

allows the facilitator to gain a better understanding of the
group.

Tip 7

Facilitate small group sessions

To maximise interaction and discussion, the number of par-
ticipants should be limited, as it has been suggested that
smaller groups facilitate more meaningful discussions
(Pollock et al. 2011). Ideally, around 20 students should be
present for each session, allowing for five breakout groups
with four students in each. The smaller groups can then
nominate a spokesperson to feed-back a summary of the
discussion to the whole group.

Ensuring that groups are not too big is conducive to
creating an atmosphere where students are comfortable
enough to participate and share their thoughts, as well as

Figure 4. Example of pre-sessional materials.
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providing more opportunities for all students to be
empowered and voice their opinions. Logistically, this prac-
tice can also be beneficial for completing interactive work-
shops in the allotted time.

Tip 8

Encourage a reflective environment

Reflection is an essential part of consolidating knowledge
and new understanding (Mann et al. 2009). Providing dedi-
cated time for participants to reflect on the workshop and
the new skills and principles they have been exposed to
can be helpful in equipping students to target discrimin-
ation and bias. Tools such as reflective journaling, storytell-
ing and creative enquiry can help encourage meaningful
reflection (Sandars 2009). Participants could also be encour-
aged to link what they have learnt to their portfolios and
use it as part of their professional development. Having
documented reflection will also aid in recognising and
acknowledging the students’ personal development and
whether they now feel equipped to be an active bystander.
It is also useful to signpost local support networks that can
continue supporting the students in managing and chal-
lenging these issues. The University of San Francisco pro-
duced ‘expert resources and a guide to LGBT inclusivity in
the classroom’ (Greggory 2008) which can be a helpful
resource when considering how to be supporting conversa-
tions on this topic. Additionally, the University of Toronto,
Centre for Teaching Support and Innovation developed
several resources for educators who wish to ensure that
their courses and classrooms are inclusive to as many stu-
dents as possible. Available at: https://teaching.utoronto.ca/
communities-and-conversations-series/

Tip 9

Share lessons learned

At the end of the session, time should be allocated for
sharing lessons learned; some questions could include: (a)
What are you taking away from this session? (b) How has
this session changed your understanding of what it means
to be an active bystander? This can involve summarising
the topics discussed, the active bystander skills taught, and
inviting participants to share any questions or concerns.
Additionally, this part of the session should acknowledge
any challenging areas of discussion and affirm that there is
no one way to be an active bystander; it is a long-term
process of development and learning. It is also relevant to
have a safeguarding mechanism to ensure that the learners
have appropriate support after the session. Providing infor-
mation about reporting structures and signposting to con-
tact information for helplines or websites can help to
create this sense of support. Furthermore, one of the most
important parts of the end of the session is to allow time
for educators/faculty to talk to each other about their own
experiences and stories of prejudice and its personal
impact. These sessions can be both emotional and empow-
ering because faculty may be sharing so much more about
themselves than they would in other teaching sessions. For
some LGBTQþ educators/faculty, it felt risky (but often at
the same time empowering) to say to a room full of

medical students: ‘I am an LGBTQþperson’ or to talk about
their experiences of microaggressions in order to help the
students to feel that they too could open up about their
experiences. Ultimately, most of the educators/faculty felt it
was worth it in order to get such rich discussion going, but
there was still an emotional toll that other ‘non minority/-
marginalised group’ colleagues do not have to experience.
These discussions should be reflective and analytical, rather
than simply describing what happened in the session
(Altabbaa et al. 2021). Challenges/barriers to being active
bystanders should be discussed, as well as taking the
opportunity to think about the psychological and maybe
even ‘physical’ calculated risks (perceived and potentially
unperceived). We found that by discussing these issues as
facilitators/faculty, we were better equipped to deal with
these discussions with students in future sessions.

Tip 10

Embed continuity in the delivery of ABI training

The process of implementing a change in behaviour and
empowering medical students to become active bystanders
is complex and requires time. One-off sessions of ABI train-
ing for the prevention of sexual violence have been shown
to be ineffective at changing behaviour in the long term
(Fenton et al. 2016). Furthermore, short-term ABI training is
suggested to be no more effective than not providing any
training (Pfetsch et al. 2011). Instead, teaching students to
respond to discrimination and bias over several sessions,
ideally over their medical education, can be more effective
(The Behavioural Insights Team 2020).

Consistent exposure to the ideas and principles behind
active bystander intervention (ABI) can help cement under-
standing and skills. Regular workshops also offer students
the opportunity to share any current issues that they have
seen or experienced as part of their medical training so
that they can gain insight into relevant strategies and tools
(Meyer and Zelin 2019). Subsequent sessions should build
on previous knowledge and the scenarios discussed should
increase in complexity so that the ABI training coincides
with the students’ development (Dong et al. 2018).

Tip 11

Evaluate the sessions, listen to feedback, and make
dynamic changes

Course evaluation is a crucial part of programme develop-
ment. We found that developing a system of consistent
evaluation and adaptation was central to creating an
effective ABI training plan. We provided opportunities for
students and faculty to share their feedback and opinions,
through anonymous surveys and sharing the course lead-
er’s contact details for feedback, which helped us refine
the content of sessions, and ensure that the intended aims
of the programme were reached. Session facilitators also
took responsibility for monitoring the sessions and debrief-
ing after sessions to communicate areas for improvement.
For example, after noticing that the allotted time did not
allow for students to sufficiently discuss all the scenarios,
facilitators in our programme decided to adapt the sessions
so that each group only discussed one scenario at a time
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and then presented the key points to the whole group.
One of the key examples of changes we as authors made
in response to feedback was trying to ensure that we had
a diverse representation amongst the two lead educators/-
faculty. Students of colour felt that (and fed back to us
that) it was important to have educators/faculty members
of colour leading the discussions around race. We were
reluctant to put pressure on the people of colour in the
faculty, which is why we started to develop a student fac-
ulty (many of whom were recruited from Edinburgh’s
BAME Medics and LGBTQþMedics societies) to address this
issue.

Tip 12

Keep up to date with the current cultural, political,
and social climate

Keeping up to date with current cultural, political, and
social issues ensures ABI trainings are current and inclusive
(Dutta et al. 2021). Recent social movement such as Black
Lives Matter, the MeToo campaigns, and COVID-19 pan-
demic have drastically shaped and resurfaced critical issues
for medical schools to address. ABI training necessitates
faculty to remain up to date on current cultural, political,
and social changes that may influence discussions on when
and how to be an active bystander and the degree of
activeness one may assert. Medical students traditionally
inhabit a social space governed by hierarchies, power
dynamics and entrenched social norms and expectations
which all influence their notions of active bystander behav-
iours. Often minimal attempt has been made to acknow-
ledge the way students have been influenced by the social
context in which they are embedded. A student’s intersect-
ing identities and social contexts may also afford them dif-
fering levels of privileges in a bystander situation which
may influence reluctance to intervene. Training all students
and harnessing lived experiences in teaching materials
helps the more privileged to identify forms of discrimin-
ation, preventing an overburdening of minorities.

Conclusions

Being an active bystander is part of every healthcare pro-
fessional’s role. Developing, delivering, and supporting fac-
ulty in facilitating discussions on ABI is a major step
towards tackling discrimination and prejudice in the med-
ical and healthcare field. The twelve tips in this article are
designed to support educators and facilitators in empower-
ing their students to reduce and challenge discrimination
in the clinical settings, which will subsequently have a posi-
tive impact on all healthcare professional members and the
treatment of their patients.
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