
When Fairness Feels Unfair:  

Rethinking ‘Reverse Discrimination’ in Surgery 
 

Hussain Arshad, Bond University 

 

 

Introduction 

 

“All animals are equal, but some animals are more equal than others.” 

– George Orwell, Animal Farm (1945) 

 

A junior doctor once told me, “I realised I didn’t belong the moment someone felt the 

need to tell me I did”. In that moment, Orwell’s paradox felt alive in the surgical ward: 

equality spoken aloud can sometimes expose the inequalities that culture quietly 

preserves.  

 

Diversity, equity, and inclusion (DE&I) aim to ensure opportunity is based on 

excellence rather than advantage. Yet to some, these reforms are misperceived as a 

wolf in sheep’s clothing: a virtuous idea perceived as tokenistic or unfair. The belief 

that supporting underrepresented groups disadvantages others fuels perceptions of 

‘reverse discrimination’ (1). This tension does not arise from falling standards but 

from fears of cultural disruption, reduced opportunity, or perceived loss of status 

(2,3). Such anxieties turn DE&I into a zero-sum story, recasting inclusion as 

exclusion and obscuring its purpose. Recognising this is essential if surgery is to 

redefine who belongs and foster a culture where inclusion strengthens excellence. 

 

Yesterday: Legacy of Exclusion 

 

Concerns about ‘reverse discrimination’ do not arise in a vacuum. For decades, 

surgical culture has been centred on a narrow archetype. The 1998 Brennan Report 

described a profession that valorised stoicism and a “macho” ethos, implicitly 

excluding many capable candidates (4). 

 

Despite almost half of female medical graduates expressing interest in surgery, only 

15–16% of surgeons in Australia are women (5). In urology, women represented just 

14% of members of the Urological Society of Australia and New Zealand (USANZ) 

and 28% of trainees in 2021 (6). These disparities persist in cultures where 

harassment and marginalisation have long been embedded. Women account for 

56% of bullying victims in medical settings, and reports found that most Aboriginal 

and Torres Strait Islander medical students and doctors experienced negative 

reactions from non-Indigenous colleagues (7,8). Such environments not only 

disadvantage underrepresented groups but also deter entry and drive many out. 

Indigenous representation remains low, with Aboriginal and Torres Strait Islander 



specialists comprising under 0.3% of the workforce and Māori doctors only 5.1% in 

Aotearoa (9,10). 

 

These inequities persisted through opaque selection, rigid pathways, and mentorship 

shaped around those who fit the traditional archetype (11). Against this backdrop, 

policies that remove invisible advantages can feel, to those who historically benefited 

from them, like a new form of unfairness. 

 

Today: The Hidden Curriculum 

 

Many structural barriers have been acknowledged, yet a subtler obstacle persists: 

the ‘hidden curriculum’ of unspoken norms and expectations (12). These cues shape 

who is seen as ‘naturally suited’ to surgery long before formal assessment. Large-

scale implicit association testing of clinicians showed a persistent link between men 

and surgical roles, and women and non-surgical roles (13).  

 

When DE&I challenges these inherited expectations, the shift can feel destabilising 

for those who benefited from them (14). Opposition often adopts a zero-sum framing: 

that if opportunities widen for women or Indigenous trainees, others are unfairly 

excluded. This assumes opportunity is finite and casts inclusion as loss, when 

broadening who belongs ultimately expands the profession’s collective capacity. 

 

Still, scepticism should not be dismissed. One survey showed that around one-fifth of 

surgeons are concerned that diversity efforts may themselves become exclusive or 

undermine meritocracy (15). Such views stem from uncertainty about how 

established notions of merit and belonging will adapt. Having entered medicine as a 

first-generation student without inherited networks, I saw how assumptions shaped 

expectations. At times, proving capability was needed to stand on equal footing. 

Mentorship, for me, was a seat earned rather than reserved, underscoring how 

belonging depends as much on perception and access as merit. Change, even when 

fair, can evoke fear. Until these perceptions of belonging and fairness are directly 

confronted, structural reforms alone cannot achieve inclusion without inadvertently 

reinforcing perceptions of exclusion. 

 

Tomorrow: Redefining Fairness 

 

Achieving inclusion without exclusion requires making fairness visible and 

accessible. When transparent selection criteria, scoring systems and expectations 

are clearly articulated and consistently applied, suspicion diminishes (16). Allowing 

DE&I to be seen for what it truly is: restoring fairness rather than redistributing 

opportunity. 

 

Inclusion succeeds when historically advantaged groups act as partners. Research 

shows that environments flourish when those historically advantaged understand the 



purpose of change and actively contribute to it (17). I experienced this firsthand 

when a surgeon recognised the value of my cultural background and involved me in 

caring for linguistically diverse patients. Inclusion was not abstract – it strengthened 

patient safety and the teaching environment. 

 

Cultural transformation depends on reshaping who is perceived as belonging in the 

surgical field. Representation in leadership, inclusive teaching and visible diversity 

broaden the image of the ‘typical’ surgeon. Longitudinal mentorship, including same-

gender or culturally concordant, remains the strongest predictor of retention (18–20). 

In urology, initiatives such as Surgical Women in Australia and New Zealand Urology 

(SWANZU), along with the rise in female chairpersons at USANZ scientific meetings, 

which increased from 6% to 44% between 2014 and 2022, normalise diversified 

leadership and show how representation can shift culture (21). 

 

Flexibility in training, historically viewed as deviation from the surgical ideal, is now 

essential for retaining capable trainees (5). These shifts reflect a broader truth: 

inclusion strengthens, rather than weakens, excellence. Women now constitute 27% 

of fellows under 44 – up from 17% a decade ago – with no evidence of declining 

standards (22–23). Diverse teams produce higher-impact science, stronger 

organisational performance, and innovative solutions, while cultural concordance 

improves adherence and preventive engagement (24–27).  

 

Conclusion 

 

Orwell warned that belonging falters when perception eclipses reality. In surgery, 

DE&I faces the same challenge: reforms can expand the table, but perceptions still 

decide who feels permitted to take a seat. Entering medicine from a culturally diverse 

background, I realised how proving capability was necessary to counter entrenched 

assumptions about who is a suitable fit. These experiences confirm my view that 

fears of ‘reverse discrimination’ stem from shifting perceptions, not changing 

standards. Through transparency and broader mentorship, surgery can cultivate a 

culture where inclusion and excellence reinforce one another, and where merit and 

opportunity are shared, not inherited. 
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