
How the Medical Culture Contributes to 
Coworker-Perpetrated Harassment and 
Abuse of Family Physicians

ABSTRACT
PURPOSE Harassment and abuse in the workplace of family physicians has been 
associated with higher levels of stress, increased consumption of alcohol, and 
higher risk for developing mental health problems. Few studies have examined 
issues contributing to abusive encounters in the workplace of family physicians.

METHODS For the overall study we used a mixed methods design, which 
included a cross-sectional survey of a randomly selected sample of active family 
physicians from the database of the College of Family Physicians of Canada and 
telephone interviews with those who reported experiencing work related harass-
ment and abuse in the last year. The data presented here arise from the qualita-
tive interviews of the study, which were analyzed thematically.

RESULTS The interview arm of the study included 23 female and 14 male par-
ticipants. The major themes that emerged from the study were (1) modeling 
of abusive behaviors, (2) status hierarchy among various medical disciplines, 
(3) shortage of physicians, and (4) lack of transparent policies and follow-up 
procedures after abusive encounters. The results are discussed using the broken 
window theory.

CONCLUSION Many family physicians experience harassing and abusive encoun-
ters during their training or in the workplace. The current medical culture 
appears to contribute to harassment and abuse in the workplace of family physi-
cians in Canada. We described the components that intentionally or unintention-
ally facilitate abusive behavior in the medical culture.

Ann Fam Med 2012;10:111-117. doi:10.1370/afm.1341. 

INTRODUCTION

H
ealth care workers are at greater risk of workplace abuse than 

most other workers, with the exception of law enforcement offi -

cers and taxi drivers.1 Among health care professionals, nurses 

and family physicians are at greatest risk for being abused.2-6 Research 

conducted in Canada, Japan, Australia, New Zealand, and the United 

States has found that in their work, physicians experience many forms of 

harassment and abuse,1 including verbal abuse, intimidation, sexual harass-

ment, stalking, and assault from both patients and colleagues.7-10 An Aus-

tralian study reported that 64% of general practitioners reported abuse in 

the previous year, with low-level mistreatment, such as verbal abuse, being 

the most common. More than 10% reported experiences of sexual harass-

ment and physical abuse.7 Similar trends have been found in such other 

countries as New Zealand and Canada.8,11

Research conducted in Canada, carried out by our research team, 

reported that 98% of family physicians reported having experienced at 

least 1 minor abusive event (eg, humiliation), 75% reported having expe-

rienced a major event (eg, sexual harassment), and 39% had experienced a 

Baukje Miedema, PhD1

Leslie  MacIntyre, MSC1

Sue Tatemichi, MD1

Anita Lambert-Lanning, MLS2

Francine Lemire, MD2

Donna Manca, MD3

Vivian Ramsden, PhD4

1Dalhousie University Family Medicine 

Teaching Unit, Fredericton, Canada

2College of Family Physician of Canada, 

Mississauga, Ontario, Canada

3Department of Family Medicine, Univer-

sity of Alberta, Edmonton, Alberta, Canada

4Department of Family Medicine, 

University of Saskatchewan, Saskatoon, 

SK, Canada

Confl icts of interest: authors report none.

CORRESPONDING AUTHOR

Baukje Miedema, PhD

Dalhousie University Family Medicine 

Teaching Unit

700 Priestman St

Fredericton, NB

E3B 5N5, Canada

Baukje.miedema@horizonNB.ca

ANNALS OF FAMILY MEDICINE ✦ WWW.ANNFAMMED.ORG ✦ VOL. 10, NO. 2 ✦ MARCH/APRIL 2012

111



MEDIC AL CULTURE AND PHYSICIAN ABUSE

severe event (eg, assault) during their career as a physi-

cian.9 Twenty-nine percent of the polled physicians 

reported having been abused in the previous month by 

either a patient or family member of a patient. A small 

group reported having been abused by colleagues (9%) 

and coworkers (6%) in the previous month.

Some physicians may be more at risk for abuse than 

others. For instance, physicians working in emergency 

departments, psychiatric emergency departments, and 

after-hours clinics, as well as those on house calls, have 

an increased likelihood of experiencing abusive encoun-

ters.7,12-15 Emergency departments appear to be espe-

cially problematic. An American study reported that 1 

in 3 emergency department physicians was physically 

assaulted during the previous year.13 Additionally, psy-

chiatrists and physicians whose practices include large 

numbers of patients with mental illness and addiction 

problems are at higher risk of encountering abuse.7,15-17

Abuse in the workplace has been associated with 

experiencing higher levels of stress, increased con-

sumption of alcohol, and an increased risk for develop-

ing mental health diffi culties, including depression, 

anxiety, and suicidal ideation, as well as absence from 

work, physical problems, employment termination, and 

compromised patient care.18-25 Abusive encounters in 

the workplace may lead to post-traumatic stress disor-

der, attrition of workers, and physician refusal to work 

in such high-risk areas as emergency departments and 

after-hours clinics.5,8,12,21

Hershcovis and Barling argue that negative out-

comes regarding workplace abuse will be strongest 

when the “perpetrator is a supervisor [or] coworker,” 

and the “weakest effects” are when the perpetrator is an 

outsider (patient or their family members).26,27 Several 

studies have indicated that verbal abuse perpetrated by 

colleagues and coworkers is generational.28-41 Surgical 

residents reported that belittlement, intimidation, and 

harassment were perceived to be motivational tools for 

the profession.28 Some supervisors described feeling jus-

tifi ed in perpetuating belittlement of residents because 

they themselves had been treated in a similar fashion 

during their training. Thus it appears that abusive 

interactions may be embedded in the broader medical 

culture.42-45 The objective of our overall research was to 

document the prevalence, the monthly incidence rates, 

and the impact of abuse in the workplace of family phy-

sicians in Canada. This article is based on the qualitative 

data focusing on the experiences of the family physi-

cians who were harassed or abused by coworkers.

METHODS
This report is based on a larger mixed methods study.9,10 

A random sample of practicing family physicians across 

Canada who were members of the College of Family 

Physicians of Canada (CFPC) were mailed a survey 

package that contained questionnaire and a card with a 

request for an interview with participants who had expe-

rienced work-related abuse in the past 12 months. The 

completed questionnaire and the request for interview 

card were returned to 2 separate study addresses, and 

the questionnaires and interviews were not linked.

The purpose of the interview was to explore the 

experience of abuse in greater detail.46 An interview 

guide was developed by the research team based on the 

literature and questionnaire data (see the Supplemental 

Appendix, available at http://www.annfammed.

org/content/10/2/111/suppl/DC1). As a means of 

preserving the privacy of the participants, we asked 

few questions regarding social demographic data.

Once a survey respondent indicated his or her 

willingness to participate in an interview, a consent 

form was forwarded to the potential participant. The 

participants could either return the signed consent 

to the study center or give oral consent before com-

mencing the telephone interview. Permission to audio-

record the telephone interview was explicitly sought, 

and the interviewer signed a document to indicate 

that the proper steps to obtain oral consent had been 

followed. Financial compensation was not offered for 

participation. The interviews were conducted in either 

English or French according to the preference of the 

interviewee, and the interviewers and participants 

were paired by sex. Female physicians were inter-

viewed either by the principal investigator or 1 of 2 

experienced female research assistants, whereas male 

physicians were interviewed by an experienced male 

research assistant. The interviews were transcribed 

verbatim and then translated to English for coding. 

Ethical approval for the study was granted in 2008 by 

the Research Ethics Boards from Dalhousie University 

(2008-1817), the University of Alberta (6-040808) and 

the University of Saskatchewan (08-244).

The data were analyzed thematically from the 

common patterns that emerged from physicians’ disclo-

sures.46 This process began with a team meeting during 

which all team members and 2 research assistants read 

the same 3 transcripts. The agreed-upon themes and 

subthemes were organized and then moved into higher 

levels of abstractions. Two research assistants themati-

cally coded the remaining transcripts using the group 

consensus coding scheme. We used the qualitative data 

analysis program NVivo (QSR International Pty Ltd) 

to organize the themes and categories.12,21

Our research team consisted of 6 members: a soci-

ologist (B.M.), a CFPC network representative (A.L.L.), 

an academic family physician (D.M.),47,48 a participatory 

research methods specialist (V.R.), a practicing family 
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physician (S.T.), and an executive 

member of the CFPC (F.L.). In 

addition, the project employed 4 

research assistants to assist with 

survey mailings, telephone inter-

views, and transcript coding.

RESULTS
Of the 3,802 questionnaires 

mailed, 770 survey respondents 

returned usable questionnaires, 

and 41 indicated a willingness 

to be interviewed. Ultimately, 

37 telephone interviews were 

completed with 23 female and 14 

male physicians, of whom 4 were 

French speaking and 33 were 

English speaking. All audio recordings were transcribed 

verbatim. Two participants did not consent to have their 

interview audio-recorded, so detailed notes were taken.46 

In the interviews 10 different types of perpetrators 

were described. The most commonly described perpe-

trators were patients and family members of patients 

(45 times); colleagues, such as family physicians, spe-

cialists, supervisors, and administrators (39 times); and 

others (13 times).2 Although the survey data indicated 

that most perpetrators were patients or their family 

members, and the interview participants mentioned 

patient-related abuse, they spoke at much greater 

length about colleague-related (including supervisor 

and administrator) abuse, thus indicating the lasting 

impact of in-group abuse and prompting our focus on 

how the medical culture may contribute (intentionally 

or unintentionally) to maltreatment among colleagues 

and coworkers.

To put our fi ndings into context and understand 

the results of this qualitative component of the study, 

we draw upon the criminology-based broken window 

theory. This theory asserts that when lesser criminal 

acts, such as broken windows, are tolerated, more van-

dalism and other types of crime will eventually occur 

in the community.51-53 Hesketh at al argue that when 

emotional abuse, such as humiliation and harassment, 

is tolerated in the workplace, it will eventually lead 

to more aggressive and violent behavior.54 We use a 

model that illustrates how various broken windows in 

the medical culture may predispose family physicians 

to abuse. To create a culture that does not intention-

ally or unintentionally facilitate abuse, these 4 broken 

windows must be repaired (Figure 1).

For the rest of this article, we use the term abuse to 

refer to all types of abuse, including harassment. Abu-

sive incidents were not mutually exclusive and included 

verbal abuse, physical threat, and intimidation, as well 

as sexual harassment. Four major themes emerged from 

the data that showed how the medical culture contrib-

utes to the facilitation and perpetuation of abuse in the 

workplace of family physicians.

Quotes from English interviews will be denoted 

using F for female and M for male, whereas quotes from 

interviews conducted with French female physicians will 

be denoted as FF and French male physicians as MF. 

Modeling Harassing and Abusive Behavior
Several participants reported that abusive behavior is 

regularly modeled in the workplace, and this modeling 

contributes to abuse being perpetuated from genera-

tion to generation. One participant reported that abu-

sive behavior starts in medical school. She said:

It [abuse] was…more common in medical school.… I was 

at [medical school X] and, I mean, humiliation is part of the 

way they teach (F15).

What follows is the description by another partici-

pant who recalled an incident that took place during 

her residency training on an overnight shift in the 

Emergency Department. She reported that when she 

called her preceptor, he seemed to be inebriated and 

used racial slurs. She said:

So that’s when I hung up on him, and I told the nurse in 

emergency that I was not going to continue the night with 

him, being on call, because somebody who calls me that, I 

can’t call him back for the rest of the consultations (F8).

Shortly after, the preceptor arrived in the Emer-

gency Department while still intoxicated. She said:

…then I heard him coming to the emergency yelling, and 

when I opened the door I saw him taking the chart and 

Figure 1. Conceptual model of abuse of family physicians.

Broken Window 1

Modeling of abuse

Broken Window 4

Lack of policy and follow-up

To prevent abuse,  
the broken windows  

must be repaired

Medical culture that  
contributes to abuse 

either intentionally or 
unintentionally

1 1

3 3

2 2

4 4

Medical culture that does 
not contribute to abuse 
either intentionally or 

unintentionally

Broken Window 3

Shortage of physicians

Broken Window 2

Professional heirarchy
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throwing it towards a nurse. And she had to move her head 

so she wouldn’t get hit by the chart.… You know, rather, I 

didn’t sleep, I was pale, I was shaking (F8).

Even after medical training has been completed, 

abuse in the work setting continues. One participant 

reported that abusive comments and actions were an 

everyday occurrence. She said:

Primarily you learn by example and by working with other phy-

sicians and, you know they’re always putting each other down. 

Really, abuse is there every day all the time, because people are 

always saying negative things about each other (F21).

Professional Hierarchy
Another theme that emerged from the data was the 

belief that there is a professional hierarchy within the 

medical community in which specialists are highly 

valued and family physicians less so. Different pay 

schedules and scales were cited as important factors in 

the perpetuation of professional hierarchies.4 One par-

ticipant described the following:

When we are “on call” for surgery, we are “on call” [all] 

night…but we are not paid [unless we are providing ser-

vices]. When a specialist does the same work, they are paid 

to be “on call” (FF12).

Residency training was also singled out for 

abuse related to hierarchy. One male described his 

experiences:

I think when you’re in a teaching hospital, part of teaching 

training is to say, you know, if you’re smarter than the next 

person, if you’re a more senior resident than the next person, 

you’re supposed to shit on the person below you (M6).

Shortage of Physicians
The shortage of physicians was also identifi ed as an 

important factor contributing to abusive experiences 

within the medical system. Participants reported feel-

ing pressured to work longer shifts. A participant 

working in an Emergency Department illustrated the 

impact of this shortage. He said:

It’s a very, very subtle …abuse. You can’t point to any one per-

son and say: “You are abusing me.” But rather, it’s a systemic 

abuse. Look, there’s not enough of us. [There are] too many 

people who need things. We just gotta keep going... (M5).

A female physician, who works regularly as a locum 

tenens in areas with a severe shortage of physicians, 

encountered a lot of patients during one work week. 

She was not able to see them all during her rotation. 

The next locum tenens was very upset when she trans-

ferred the patients to him. She said:

When I transferred the patients, he was really unhappy that 

he had so many patients. So then he started to yell, he was 

really, really angry and aggressive, and he talked like it was 

my fault that there were so many patients… (FF18).

Lack of Policies and Follow-up Procedures
Participants who reported being adversely affected 

by harassing or abusive experiences identifi ed several 

issues with policies and follow-up procedures that they 

perceived as contributing to these events. Although 

many hospitals have written policies for dealing with 

abuse issues, participants described barriers to the 

implementation of these policies. One male partici-

pant said:

Administration claims to have all sorts of policies, but when 

I was polling the people I work with and the nurses and the 

emerg[ency] docs, nobody’s ever seen a policy, nobody’s 

ever seen administration involved with this. We’re not feeling 

particularly supported by the administration (M8).

Private practices often lacked policies to effectively 

deal with abuse altogether. Even clinics with a zero tol-

erance policy sometimes lack formal policies or report-

ing procedures. One male physician said:

You know, I don’t think it’s ever been written down, but you 

know, I don’t tolerate anything physical, obviously. I mean, 

if someone were to get up and shove me, … I mean that will 

end a relationship that we have immediately (M12).

Participants working across a variety of settings 

who did report abusive experiences to supervisors 

believed little was done after such reporting. Senior 

colleagues and administrative staff were described as 

unwilling to deal with abusive encounters regardless 

of the perpetrator. A participant described a sense of 

indifference from her managers. She said:

This person has said inappropriate sexual remarks…to 

female residents, as well as female nursing staff, and they’ve 

actually reported them to me. I have actually reported [these 

incidents]…to two fairly high senior staff people. [H]er 

response was simply, she shrugged her shoulder and said: 

“Ooh that’s too bad.” Another…senior [supervisor] said: 

“Well this person is socially immature, just accept it” (F3).

DISCUSSION
More women than men participated in the qualitative 

component of this study, which is consistent with other 

qualitative studies.49,50 It is possible that women are more 

comfortable telling their stories, even though both male 

and female physicians were equally victimized.9 

The modeling of abusive behavior often starts in 

medical school and repeats itself from one generation 

of physicians to the next. Hesketh et al argue that 
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although humiliation and psychological abuse may 

not seem serious, if it is tolerated, it may set a nega-

tive example, and an increasing number of people may 

engage in such behavior.54 If a small broken window is 

not fi xed, more windows may be vandalized, so that the 

consequences of even minor abuse may be severe.

Professional hierarchies between specialists and 

family physicians are not uncommon and have been 

previously documented.55 The tension between family 

physicians and specialists seems to be multifactorial 

and includes a considerable difference in remunera-

tion between these groups, as well as a certain mutual 

disrespect.56 In addition, the hierarchy in residency 

training, resulting sometimes in abuse, has been consis-

tently documented in the literature.18,19,28

Abuse in the workplace appears to be exacerbated 

when family physicians feel overworked. Family 

physicians in Canada average 50 hours of work per 

week (apart from on-call duties).57 Undoubtedly the 

nationwide shortage of physicians (and therefore large 

medical practices) does little to ameliorate the problem 

of long work hours.58 The physician shortage broken 

window runs deep in the system. Several strategies are 

needed to decrease workload. One such strategy may 

be the use of other health professionals in practices, 

such as nurse practitioners and physician assistants, to 

assist in the management of certain patients, such as 

patients with chronic conditions.59-61

Many participants felt that they were not supported 

when they reported having been abused. If institutions 

have such policies, few participants were aware of their 

existence or how to access them. The literature is scant 

on this issue. Most policies seem to relate to sexual 

harassment and not to other types of abuse.62

The culture of abuse in the family physicians’ work-

place may be perpetuated through the modeling of 

abuse starting in medical school, moving through resi-

dency and into the daily workplace of family physicians. 

It may be further exacerbated by the “lowly” position of 

the family physician in the medical hierarchy and the 

stress brought on by the shortage of family physicians in 

the workplace, and it may persist as a result of the lack 

of institutional support for victims and lack of account-

ability for perpetrators. An approach to eliminating the 

problem is needed, because abuse has serious conse-

quences for the victims, including physical and psycho-

logical symptoms and reduced job satisfaction.63 

We believe that to address this culture of abuse, 

medical schools and residency training programs 

should include in their curriculum how to deal with 

coworker and patient abuse. Residents need to know 

the impact of abuse and how to deal with it when it 

occurs. There are no Canadian studies and few inter-

national studies that have examined the experiences 

of family medicine residents to date. In short, the best 

place to fi x the broken windows is during training.

Our study had limitations. To enhance the trust-

worthiness of the data, only participants who had 

experienced abuse were interviewed. Participants were 

self-selected volunteers. Hence, the study results may 

not be generalizable to the larger population. No cor-

roborating evidence was requested regarding the sever-

ity, intensity, and the impact of the abusive event.

At present, little is being undertaken to address 

the issue of abuse in the workplace of family physi-

cians. The most worrisome fi nding from our study is 

that these kinds of practices are a part of the medi-

cal culture starting in medical school and carried out 

throughout medical training and into the work envi-

ronment. This culture is supported by power imbal-

ances, power structures, and such systemic issues 

as physician shortages. The criminological broken 

window theory is helpful to explain why abuse may be 

perpetuated in the medical system, and it also provides 

a context for an approach to address the issue. 

It is clear that effective elimination of abuse must 

start from efforts that begin on the fi rst day of medical 

school and continue through residency training and 

into clinical practice. Clinician educators must them-

selves be educated about the effect that abuse can have 

on learners and must look to their own approaches 

to teaching and amend these as necessary. Learners 

and clinicians must function in an environment that is 

intolerant of abuse; they must have readily available 

avenues for the reporting and rectifying of abusive 

situations and resources for personal healing. 

The current medical culture has left these windows 

broken. Finding a solution for the existing human 

resource crisis throughout the country requires a dif-

ferent approach that involves a political solution and is 

beyond the scope of individual clinicians and medical 

schools but that ought to be championed by our medi-

cal societies and colleges.

To read or post commentaries in response to this article, see it 
online at http://www.annfammed.org/content/10/2/111.

Key words: workplace; abuse reporting; organizational culture; qualita-
tive research
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