
COMMENTARY

Addressing Sexual and Gender Harassment in Pharmacy Education to
Improve Provider Wellness and Patient Care

Rebecca Schoen, PharmD,a Amy Henneman, PharmDb

a Texas Tech University Health Sciences Center, Jerry H. Hodge School of Pharmacy, Dallas, Texas
b Palm Beach Atlantic University, West Palm Beach, Florida

Submitted June 13, 2019; accepted October 26, 2019; published April 2020.

Research indicates widespread sexual harassment has not significantly decreased in health care over
the last several decades. Attention focused on sexual harassment in the last few years has prompted a
renewed conversation in health care about these complex issues and the unique challenges they present.
Given the significant implications for individuals, organizations, and patient care, addressing harass-
ment should be a priority. Pharmacy schools and supporting pharmacy organizations should proac-
tively address sexual and gender harassment and provide education about this issue.
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A national conversation centered around the
#MeToomovement that began in 2017 sparked a focus on
how sexual harassment affects providing and receiving
health care.1,2 Sexual harassment has broader definitions
and consequences than is routinely recognized by the
general public. A 2018 National Academies of Science,
Engineering and Medicine report defines sexual harass-
ment as sexual coercion, unwanted sexual attention, and
gender harassment.3 Gender harassment or “verbal and
nonverbal behaviors that convey hostility, objectification,
exclusion, or second-class status about members of one
gender” is the most frequent type of sexual harassment,
but the impact is often minimized. The National Acade-
mies report indicates gender harassment that is severe or
pervasive can cause the same negative professional and
psychological outcomes as sexual coercion, and increases
the likelihood that other forms of sexual harassment will
occur. Unfortunately, the National Academies report and
other publications indicate sexual harassment in the
workplace has not significantly decreased over the last
several decades and remains prevalent in both themedical
and academic environments for faculty members, resi-
dents, and students.3-8 A literature search across medical
disciplines within the last 25 years indicates sexual ha-
rassment is widespread throughout the health care disci-
plines, including among nurses, physicians, chiropractors,
physical therapists, dentists, and pharmacists.7,9-12 Many

learners may experience these scenarios as students or in-
terns beforegraduating in the health professionfields.8,13,14

Given the risks of sexual harassment facing health care
providers across the disciplines,what arewe as a pharmacy
profession doing to prepare our students and residents to
not only manage their learning and work environments
safely, but to be an agent of change in this environment?

Broadening the conversation of who is impacted by
sexual harassment is essential when understanding the
scope and impact of this issue. Sexual harassment is often
thought of as primarily a female issue, but it is not limited
to those identifying as female. Some literature indicates
women are more likely to feel threatened, with stronger
negative emotions stemming from the interaction.3,15

There is also evidence that women tend to report rates at a
higher prevalence, but reporting rates can be difficult to
capture and men do report experiences of sexual and
gender harassment. Approximately 16% of complaints
filed with the US Equal Employment Opportunity Com-
mission are from individuals identifying as male.16 In a
study of pharmacists by Broedel-Zaugg and colleagues,
female respondents experienced significantly more gen-
der harassment and unwanted sexual attention than
men.11 However, there were no differences betweenmale
and female respondents in the total number of occurrences
of sexual coercion. Among nurse respondents of a survey
in the United Kingdom, approximately one in 20 nurses
cited being sexually harassed within the last three years
andmoremale (7%) than female (5%) nurses experienced
the harassment.17 Ultimately, the data do not suggest this
is a female-only issue. Beyond sex and gender, over-
lapping cultures and identities can impact the types and
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severity of harassment experienced. Sexual or gender
minorities are vulnerable to harassment at higher rates.3

Women of color often experience harassment differently
and with more severe consequences. People with a dis-
ability or individuals who havemigrated or immigrated to
the United States are more likely to face harassment and
additive levels of discrimination. Unfortunately, data on
these populations in health care is limited.

In addition to the national dialogue about sexual
harassment, a renewed professional focus on wellbeing
and resilience is occurring within health care.18,19 On an
individual and organizational level, addressing wellness
is critical, and we believe wellness includes addressing
sexual harassment. Increasing harassment frequency
correlates to worse job-related and psychological out-
comes, but even occasional episodes of sexual harassment
can lead to negative consequences.3 For medical trainees,
frequent harassment is correlated with learners who are
less likely to complete assignments and provide optimal
care; have more emotional health problems, social and
family disruptions, depression, anxiety, insomnia, and
appetite loss; and are more likely to use alcohol to escape
problems.8 Sexual harassment occurrence has one of the
strongest relationships to female well-being relative to
other job stressors.3 When sexual harassment occurs in
the workplace, victims may start distancing themselves
mentally or physically from their workplace, experience
decreases in job satisfaction and commitment to their role,
have increases in stress or decreases in productivity, or
leave their role altogether. Considering the potential for
loss of talent, employees withdrawing from the work-
place, and increased employee stress, the ramifications of
sexual harassment extend to larger organizations and our
profession.

Addressing sexual harassment in health care could
also impact the delivery of patient care. Research indi-
cates the distinct roles of pharmacists and other health
care providers place them in situations that may leave
them vulnerable to experiencing sexual harassment, in-
cluding during patient care.3 Health care professionals
oftenwork physically and emotionally closewith patients
and caregivers, forming a relationship based on trust and
mutual respect. However, for the patient, these situations
may create an illusion of intimacy. The relationship can
be further complicated by the patient’s disease, in par-
ticular those suffering from conditions such as mental
illness, dementia, or behavioral disturbances. Based on
the limited studies available regarding pharmacists by
Fjortfot and colleagues and Broedel-Zaugg and col-
leagues, approximately 50% of female pharmacist survey
respondents noted some formof sexual harassment during
their career, with almost equal numbers of incidents

involving patients, providers, and colleagues.10,11 Ap-
proximately 17% of physicians in a 2019 survey in the
United Kingdom noted harassment originating from pa-
tients.17 The unique dynamic of the provider-patient re-
lationship and ineffective coping strategies commonly
reported by providers indicate that sexual harassment is a
complex problem that health care providers can struggle
to effectively resolve or manage. Sexual harassment is
primarily driven by attempts to remove a power imbal-
ance or address a violation of gender norms rather than
attraction, so the inherent power imbalance between pa-
tient and provider can leave providers vulnerable.3,10,11,20

When caring for offenders, many female providers report
employing strategies of “coldness” to patients, shortened
visits, and avoiding open-ended questions and certain
examinations to mitigate their risk.14 These strategies
could negatively impact patient care andmay increase the
power imbalance felt by the patient and, therefore, the risk
for harassment to the provider. These employed strategies
seem at best ineffective and hint at a lack of training,
available resources, and organizational support. Though
objective data are lacking on this topic, the combination
of these risk management strategies and the decline in
provider wellness seem likely to worsen patient care
outcomes.17

While sexual harassment can occur regardless of
role, evidence suggests our learners are particularly vul-
nerable to mistreatment from patients and the health care
team. Studies by Wolf and colleagues and Schulte and
colleagues indicate that up to 81% of female medical
students reported sexual harassment specifically from
patients.21,22 To address these behaviors, younger indi-
viduals with less practice experience are more likely to
utilize indirect strategies such as joking or ignoring be-
haviors, which are often ineffective.12 Coworkers, su-
pervisors, and preceptors can also be involved in these
situations as consultants and attendings are commonly
cited as sources of harassment for trainees in a hierar-
chical envionrment.3,8,13,23 In general, underreporting of
sexual harassment is common as people confronted with
harassment often ignore or appease the harasser rather
than report because of fear of retaliation or negative
outcomes.3 Learners are particularly unlikely to bring
forward concerns regarding sexual and gender harass-
ment despite evidence that they encounter sexual ha-
rassment more frequently.23 When a learner experiences
or witnesses sexual harassment, the response of the su-
perior in the room is critical. Unfortunately, trainees who
report these situations are frequently ignored by their
superiors and often the response is silence.4 We should
not expect our students to be the leaders on this issue. The
Academy must be proactive in advocating, discussing,
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and creating a culture in health care that addresses sexual
harassment for our learners.

In alignmentwith theNational Academies report, we
suggest that our professional organizations have a re-
sponsibility to address the climate of our profession,
schools, and health systems.3 Pharmacist participants in
the study by Fjortoft and colleagues suggested a need for
better training and education on how to manage sexual
harassment prior to entering pharmacy practice. Addi-
tionally, they highlighted a need for education on how to
deliver pharmaceutical care while also managing the
barriers sexual harassment creates when initiated by the
patient. The study also noted looking to pharmacy role
models to demonstrate how to let the offender know in a
professional manner that this behavior is not acceptable.
These changes will require training students, residents,
and superiors in how to manage such situations and
modeling of proactive behaviors. As pharmacy educators,
we have a unique opportunity to directly impact these
identified needs.

The Academy should consider making changes to
current educational strategies to address these concerns.
The National Academies report details several recom-
mendations for academic institutions, including training
to develop skills for interrupting and intervening when
harassment occurs, focusing on changing an individual’s
behavior rather than beliefs, clearly communicating be-
havioral expectations, specifying consequences for ha-
rassment behaviors, and providing education that extends
beyond the avoidance of legal liability.3While addressing
sexual harassment at organizations and universities from
a legal standpoint remains important, prevalence rates
indicate that most policies and trainings are currently
insufficient to impact sexual harassment rates. Freyd and
colleagues suggest that the current training mindset has
left many in society unaware of the full scope of conse-
quences and dynamics involved in sexual harassment. 24

They recommend moving away from a training only
mindset, which implies reaching a fixed endpoint, and
moving towards an education mindset. An education
mindset implies the learner must acquire knowledge and
understanding, which differs greatly from a mindset of
compliance and rule following associated with training.
An education mindset could explore how an individual’s
implicit bias may lead to actions contradictory to one’s
conscious belief and how society’s understanding of
sexual harassment evolves. For example, the percentage
of the United States population that classifies various
offending behaviors as harassment has grownover the last
25 years.3 A continuing education approach would allow
for ongoing assessment and critical thinking as perspec-
tives change and the body of research grows.

Specific educational strategies and recommenda-
tions to consider in the literature include discussions or
role-playing scenarios to address boundary setting,
allowing participants the opportunity to consider how to
approach a challenging encounter and process the emo-
tions stemming from these awkward and uncomfortable
situations.4,5,23,25 If thoughtfully incorporated, these
scenarios could provide a safe place for trainees to iden-
tify the behavior, reflect on how to appropriately manage
the situation, use avoidance behaviors that could be
employed without impacting patient care, and set the
expectation that we are a team and advocate for one an-
other.3 Teaching students and residents to use key phrases
that both acknowledge and redirect the negative behavior
can set clear, appropriate boundaries with patients.5 In-
creased education on boundary setting and teaching stu-
dents that harassment of any kind is unacceptable could
have broad impacts for additional dimensions of an in-
dividual’s culture and identity as harassment can occur
from causes other than a person’s sex or gender.

In the practice setting, pharmacy students can learn
and see effective policies, interactions, and advocacy in
real-time if modeled by their preceptors. Recent medical
literature calls for providers to address the situation in real
time in order to challenge the status quo, while actively
teaching and modeling an expectation for a respectful,
safe work environment.4-6 If practitioners model ignoring
the behavior or joking with the patient, students learn
strategies that are unlikely to be successful if faced with a
similar situation in the future.12 Open dialogue as well as
visual reminders concerning policies prohibiting harass-
ment can be helpful reminders to both patients and em-
ployees. Viglianti and colleagues propose a decision tree
algorithm for physicians based on how safe the provider
feels during the encounter with the patient, empowering
the provider to take appropriate steps to stop the harass-
ment from occurring.6 Clear policies documenting ap-
propriate boundaries with attendings, teammembers, and
patients should be in place.23 In an era of team based care,
interprofessional sessions regarding expectations of
conduct in the workplace from both members of the team
as well as patients and their family members may help to
influence workplace culture and begin to challenge the
status quo. Encouraging advocacy and engaging in lead-
ership at an organizational level could lead to structures
and policies for reporting and preventing harassment.1

If we fail to address all aspects of harassment, we fail
to address a critical component of wellbeing, tomaximize
the potential of pharmacists, and to prepare practice-ready
students for what is a common experience in the health
professions, but does not have to be considered an inev-
itable aspect of these jobs. If the issue of sexual
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harassment is ignored, it sends a message of acceptance,
which can be harmful to our learners, patients, and pro-
fession. The dynamics of interprofessional teams, train-
ing environments or provider-patient relationships are
challenging to navigate without additional concerns for
harassment.We should not expect our learners to speak up
or be prepared to handle these situations now or in future
practice without further education. If we do not teach
students how to address these incidents and advocate for
themselves, the risk of our students not meeting their full
potential and harm to their well-being persists. These
implications extend to our schools, our organizations, and
ultimately our patients. If we start to emphasize education
that creates a safe working environment, these interven-
tions could have an overlapping impact on other dimen-
sions of identity as well. We should advocate for our
learners in an issue that cuts across health care disciplines
by modeling proactive behavior and discussing strategies
to insist our students’ educational experience and future
career in pharmacy is free from harassment of any form.
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