
#beyondzerotolerance

How can managers call out 

the head of surgery? Who has 

the power and ability to do 

so?

How do we assess professional 

performance fairly to prevent 

personal bias influencing 

assessment?

How and when should we 

become “whistleblowers”? 

How do we support 

whistleblower colleagues?

How do you manage being a 

doctor in the therapeutic 

relationship?

Silence is damaging. Betrayal 

is damaging. 

Who decides who speaks, 

what they say, and who they 

speak to? 

How do we ensure justice and 

fairness for the perpetrator 

and the victim?

When the perpetrator and 

victim are part of the same 

team, how does the team 

manage the conflict?

How close is too close? How 

do we maintain safe, 

productive relationships with 

our junior colleagues?
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The trajectory of lived experience

Prelude

Participants try to make sense of 
sexual abuse by understanding 
the history. They identify 
personal vulnerabilities, 
organisational culture and social 
context as risks. 

Assault

Sexual abuse can be a single 
event, or escalating harassment 
that is unwelcome and 
distressing. 

Limbo

Legal and organisational process 
require prolonged periods of 
confidentiality. Victims endure 
many months of silence and 
isolation. Some still work in 
teams with the perpetrators. 

Exposure

At some point, the victim’s name 
becomes known: in their 
workplace, in the courts or in 
the media. Feelings of betrayal 
are common. Loss of anonymity 
and gossip are painful. 

Aftermath

Women had difficulties re-
establishing their careers and 
sense of self. 

“Maybe I shouldn’t have been as 
open and friendly. I don’t know 

maybe I should be more 
professional and not smile as 

much.” 

“I just thought I can’t live like this 
anymore. I can’t keep this a 
secret anymore. I can’t… me 
telling him to stop is just not 

working.”

“There is an obvious imbalance 
of power and I couldn’t help but 
feel small, [but] even if he was 

not found guilty, it might prevent 
him from hurting other women.” 

“The events through which I have 
suffered since I made my 

complaint, have been worse than 
the harassment itself.” 

“My world is broken and will 
never be the same.”
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The 8 dilemmas of professional practice for doctors

Background

This qualitative study explored the lived 

experience of doctors who were sexually 

abused by other doctors, and traced the 

trajectory of their recovery.

Each doctor had been abused by a doctor in 

a position of power over their professional 

training or their working environment. Some 

participants absorbed responsibility for not 

recognising and stopping the behaviour of a 

senior doctor.  Returning to their work 

environments and discounting the event 

and its personal impact was characterised as 

“being professional”.  Three had not 

reported the event. Those who sought legal 

restitution described it as traumatising and 

damaging to their professional standing and 

personal well-being. All women had long 

term impacts that were severe and 

damaging.

This was a narrative study using in-depth 

interviews with six women doctors who had 

experienced sexual abuse by doctors, tracing the 

trajectories from the pre-history of the event, to 

its aftermath and impact on their professional 

practice.

Six participants were recruited via mainstream 

and social media. All were interviewed by 

telephone to assess suitability, and then were 

interviewed in person for 60-360 minutes over 

time. All were junior doctors at the time of the 

abuse, and all were abused by a senior colleague. 

Three women left the hospital system and did 

not report the abuse, three won their cases in a 

civil or criminal court. 

Data consisted of interview transcripts, victim 

impact statements, legal documents and media 

reports. Data was analysed using narrative 

methodology and a critical theory framework. 

We synthesised our analysis into a series of 

sequential critical moments in the story of abuse, 

each of which posed its own dilemmas for 

doctors.

Further detail around the methodology can be 

found at www.ofdoctorsbydoctors.com.

Why did this happen to me? Is this actually assault? Do I 
accept responsibility for the 
abuse and feel guilt, and shame? 
Or do I identify as a victim and 
feel rage, fear and 
helplessness?

Do I report? Who do I report to? 
Will I be strong enough to see 
this through no matter the 
outcome, or should I just 
“suck it up and move on”? 

How do I cope with this sense of 
betrayal? Are the critics correct; 
am I to blame? How  do I keep 
working when everyone is talking 
about me? Do I respond and 
if so, how?

Who am I now; as a doctor and as 
a person? What does recovery 
look like, and how do I get there? 
How can I change things for 
others?

Doctors who have been sexually abused by senior doctors 

feel deep shame about their experience. Fear of loss of 

professional identity and career operates as a powerful 

disincentive to report abuse. Institutional approaches should 

include:  

structural approaches to mitigate the power of senior doctors 

over training and early career paths, 

no-tolerance approaches to sexual harassment, and 

independent support for individuals who have experienced 

assault.

Each of the phases of sexual abuse offers opportunity for the 

professional community to respond, and either exacerbate or 

mitigate the trauma. There are a number of roles taken by 

members of the professional community when sexual assault 

occurs between doctors. Each has a core dilemma that make 

this issue highly challenging for the profession. These roles 

and dilemmas can be mapped against the CanMEDS

framework. Resolution of these dilemmas offers a way 

forward for this complex problem.
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59% 33% ? Little is known 
about the experience of 

qualified doctors
1. Fnais et al 2014
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