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“Am | Making More of It Than | Should?”

Reporting and Responding to Sexual Harassment

Holly Ann Russell, MD, MS; Colleen T. Fogarty, MD, MSc; Susan H. McDaniel, PhD;
Elizabeth Naumburg, MD; Anne Nofziger, MD; Tziporah Rosenberg, PhD; Mechelle Sanders, PhD;

Kevin Fiscella, MD, MPH

BACKGROUND AND OBJECTIVES: Health professionals may face sexual ha-
rassment from patients, faculty, and colleagues. Medicine’s hierarchy deters re-
sponse to sexual harassment. Current evidence consists largely of quantitative
data regarding the frequency and types of sexual harassment. More informa-
tion is needed about the nature of the experience and how or why profession-
als choose to report or respond.

METHODS: We developed and administered a semistructured interview guide
to elicit family medicine faculty and residents’ experiences with sexual harass-
ment and gender bias. Facilitators led a series of focus groups divided by fac-
ulty (N=28) and residents (N=24). We ensured voluntary consent and groups
were audiotaped, transcribed and deidentified. We coded the transcripts using
immersion-crystallization theory to identify emergent themes.

RESULTS: Sexual harassment from patients and colleagues was described
as withessed or personally experienced by faculty and resident participants in
100% of the focus groups. Respondents identified the presence of mentors,
clear reporting process and follow-up, history of good organizational response
to reporting, and education and training as facilitators to reporting sexual ha-
rassment. Barriers to reporting included fear of retaliation, lack of trust of the
system to respond, lack of clarity about “what counts,” and confusion with the
reporting process.

CONCLUSIONS: It is important to capitalize on facilitators to reporting sexual
harassment, starting with acknowledging the frequency of sexual harassment
and gender discrimination. Addressing barriers to responding through educa-
tion and training for our learners and faculty is critical. Clarifying the reporting
process, having clear expectations for behavior, and a continuum of responses
may help increase the frequency of reporting.

(Fam Med. 2021;53(6):408-15.)
doi: 10.22454/FamMed.2021.808187

with gender-based bias or discrimi-
nation during residency, including

espite decades of awareness
D and antiharassment poli-

cies from national organi-
zations, the rate of discrimination
and harassment reported by medi-
cal trainees has not decreased over
time.? In a 2019 Massachusetts
study of residents, 61% of partici-
pants reported personal experience
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93% of women, compared with 24%
of men.? Sexual harassment (SH)
was experienced by one-third of the
women surveyed. While women in
this study commonly reported expe-
riencing gender discrimination (GD)
and SH, only 5% of the women had

reported their experiences formally.
Cortina and Berdahl attribute low
rates of reporting to “fear of blame,
disbelief, inaction, retaliation, hu-
miliation, ostracism and damage to
one’s career and reputation.™
High-profile cases have height-
ened public awareness of SH and
GD in the workplace® including ac-
ademic medicine.®® In a recent study,
women clinician-researchers were
more likely than men to report GD
(n=1,066, 66.3% vs 9.8%) and to have
experienced SH (n=1,066, 30.4% vs
4.2%).° Power and hierarchy lim-
its self- or bystander-report and re-
sponse to incidents. Those who are
most junior, eg, students, staff, resi-
dents and lower rank faculty, often
fear reporting would result in retri-
bution or risk to their careers® with
worse outcomes when the perpetra-
tor has higher status.!* Additionally,
aside from SH and GD by supervi-
sors and colleagues, medical profes-
sionals also face SH from patients.
The current body of evidence fo-
cuses primarily on quantitative
data, including frequency and types
of experiences. One previous, small,
narrative study focused on women
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trainees.'? A recent mixed-method
study described the prevalence and
impact of microaggressions on wom-
en surgeons and found that trainees
and women in men-majority surgical
fields reported the most frequent and
severe bias.'® That study focused on
GD and did not ask about SH ex-
periences. Descriptions of lived GD
and SH experiences of faculty and
residents in women-majority fields
such as family medicine are limited,
as are descriptions of the response
to such experiences.* Following our
university’s high-profile case,'® our
team recognized the need to ascer-
tain the barriers and facilitators to
reporting and responding to GD and
SH in our own department.

Methods
Setting, Participants and
Protections
We conducted our study within our
academic department of family med-
icine; the University of Rochester’s
Institutional Review Board deemed
this study exempt (RSRB00072684).
We provided information about
the study at routine faculty and res-
ident meetings and invited volun-
tary participation. We intentionally
did not collect specific demographics
to maintain privacy. More than half
of total faculty and residents par-
ticipated, with approximately equal
numbers of residents and faculty.

Design
Based on the literature, we devel-
oped a semistructured interview

guide to identify and characterize
family medicine faculty and resi-
dents’ experiences of SH and GD and
beliefs about responding to and re-
porting these incidents. We used the
United States Equal Employment
Opportunity Commission (EEOC)
definitions of sexual harassment
and gender discrimination, which
includes gender bias (Table 1).16 We
divided participants by gender, as
psychosocial factors were the goal
of the study,!” allowing participants
to self-select. None of the partici-
pants were gender nonconforming.
Four focus groups (three groups of
women and one of men) consisted
of six to eight faculty of mixed se-
niority, including family physicians,
nurse practitioners, and behavioral
health faculty. Research team mem-
bers facilitated faculty groups and
chief residents (postgraduate year-
4) facilitated the two resident groups
to decrease the likelihood of power
dynamics influencing responses.
Previous experiences indicate that
residents often do not feel comfort-
able discussing faculty behavior in
front of other faculty. Members of the
research and behavioral health team
oriented the chief residents to the
focus group guide and facilitation.
Focus groups were audiotaped and
transcribed by an external agency
to maintain confidentiality. Voices
were too similar to allow for speak-
er numbers. Focus groups for faculty
consisted of two, 1-hour sessions per
group and one, 2-hour session per
group for residents.
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Data Collection

Facilitators began groups with a re-
view of the consent for participation,
assurance of anonymity and the ex-
pectation of confidentiality among
participants. The interview guide
defined SH and GD and included
open-ended and follow-up questions
about participants’ experiences. Our
process was guided by a trauma-in-
formed approach and prioritized the
emotional safety of our participants
(Table 2).18

Data Analysis and Identification
of Codes and Categories

The study team (H.R., K.F., C.F.,
S.M.) used an immersion-crys-
tallization approach to code the
transcripts.!® Each transcript was
independently coded by two study
team members using MAXQDA soft-
ware to organize and analyze codes.
We considered a concept a code if
it was noted more than once and
present in at least two of the fo-
cus group transcripts. We grouped
the codes into themes drawing from
our clinical experience, background
knowledge, and contextual infor-
mation. The final coding structure
was approved after four iterations,
at which point we reached satura-
tion and no new codes occurred in
the data. We “member checked”® the
findings with our faculty, which con-
firmed the results. The focus group
guide asked questions about lived
experience and reporting and re-
sponding to SH and GD; this paper

Table 1: Equal Employment Opportunity Commission (EEOC) Definitions
of Sexual Harassment and Gender Discrimination®

Unwelcome sexual advances, requests for sexual favors, and other verbal or physical
conduct of a sexual nature that tends to create a hostile or offensive work environment.

Sexual harassment (SH)

Harassment may be overt, such as advances directed to an individual, or more subtle, such

as comments or jokes that are demeaning to a person who is present but not the intended
audience for the statement.

Any action that specifically denies opportunities, privileges, or rewards to a person (or a
group) because of gender. The practice of letting a person’s gender become a factor when

Gender discrimination (GD)

deciding who receives a job or a promotion is gender discrimination. Structures in an
organization can also create gender bias such as professional discussions that occur in

single gender environments or meetings that consistently occur at times when one gender
is likely to have personal obligations.

aSource: US Equal Employment Opportunity Commission. Facts About Sexual Harassment. US Equal Employment Opportunity Commission.
https://’www.eeoc.gov/publications/facts-about-sexual-harassment. Published 2020. Accessed October 5, 2020.
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Table 2: Trauma-iInformed Approach to Communication With Faculty and Residents

Approach

Messaging Sent by Email Prior to the Focus Groups and Read Verbatim
at the Beginning of the Focus Groups Prior to Recording.

Setting the stage

This is a very sensitive topic. Please participate, or not, as you wish. No pressure, just an
invitation. No one should feel compelled to talk about anything they aren’t prepared to talk
about. The purpose of these discussions is to begin a process to make clear that we have
zero tolerance for sexual harassment in the department.

Explanation of the taping
and study

We hope that this discussion is useful to everyone, and makes a dark topic acceptable to
discuss and, when appropriate, report. However, we are aware that some of the discussions
may stir memories that are painful. If you would like to talk about your experience in the
focus group as an individual, please feel free to talk with Susan, your mentor, or anyone
on the faculty. Ultimately, it is important for us to hear if these discussions are more
problematic than helpful; our intention is to bring daylight and accountability for all of

us regarding the topic of harassment and bias. Your decision to participate signifies your
consent to the taping, but as above, this is entirely optional. Tapes will be transcribed
without identifying any speaker and used to capture themes and areas for future work.

In the same spirit, some ground rules for these conversations. We ask that:

1. Each participant will speak and listen respectfully.

2. Each of us is a caring, concerned colleague whose intent is to behave with integrity.

3. Confidentiality is important for these conversations. After the session, you're of course
welcome to discuss your own stories, but it would not be appropriate to discuss other
people’s experiences.

Concerns for retraumatizing led to our decision to begin the interview asking about SH and
GD experiences with patients, which was felt to be a “safer” conversation than experiences
with colleagues, faculty or supervisors.

Focus group guiding
principles

We then moved to barriers and facilitators and then to reporting and responding to
harassment/bias and bystander issues.

We concluded by asking a general question about any other experiences of SH or
discrimination that participants wanted to share.

focuses on the analysis regarding re-
porting and responding.

Results

Our six focus groups consisted of 28
faculty and 24 residents (see Table
3 for an overview of the composition
of our faculty). The participants of
our focus groups, particularly wom-
en, reported frequent sexual harass-
ment and gender bias from patients
and colleagues. We found the bar-
riers and facilitators to reporting
and responding clustered into five
interconnected levels of individual,
interpersonal, department, system,
and cultural themes. We used the
Social Ecological model as a frame-
work for understanding the results
(Figure 1).2! There was some overlap
between the response to SH from pa-
tients as compared to other SH and
GD experiences, but there were also
some key differences.

Barriers
Fear of jeopardizing the doctor-pa-

tient relationship was one of the

JUNE 2021 - VOL. 53, NO. 6

most frequently cited reasons that
clinicians hesitated to respond to or
report harassment from patients. For
example, clinicians reported conflict
between their commitment to pa-
tient care and their need to estab-
lish healthy boundaries regarding
inappropriate patient behavior. Time
pressure and the power dynamics of
patient care represented additional
barriers to responding to or report-
ing harassment from patients. Table
4 includes a more detailed list of pa-
tient-specific barriers.

... I think there’s a sense of futil-
ity. 'm sure that they do this every-
where. I see them for 20 minutes
twice a year, what am I going to do
during that time? I really don’t ad-
dress it. I don’t because I'm afraid
that if that’s my first interaction
with the patient that it’s only gon-
na be negative from that point on.

Both in patient care and in other
work settings, participants noted the
difficulty of discerning “what counts,”

citing individual-level factors such as
“age at the time” complicating their
sense of which scenarios and behav-
iors constituted reportable offenses.
Table 5 includes additional general
barriers to reporting. Several partic-
ipants noted traditional age hierar-
chies and socially expected “respect
for elders” as a barrier to confronting
patients’ harassing behavior.

... [II think age is a barrier. There’s
also a component of being female,
but also if you're talking to an older
male or a female patient like argu-
ing with them. You’re younger than
they are.

Clinicians also noted the challenge
of mental health comorbidities in pa-
tients with sexually harassing be-
havior; many clinicians reported a
tendency to tolerate GD or SH from
patients who had a psychiatric dis-
order.

The most common type of expe-
rience that I have is amongst my

FAMILY MEDICINE



Table 3: Department of Family Medicine Characteristics

Characteristic

%

Faculty (n=47)

Doctoral-level faculty 62.0
Nurse practitioner 38.0
Female 70.0
Number of years in practice (mean) 12
Number of years in department of

family medicine (mean) 10

Residents (n=30)

Female 73.0
PGY1 33.3
PGY2 33.3
PGY3 30.0

patients that have some mental
health diagnosis, they just don’t re-
ally have a filter. They say things
that are inappropriate. I feel like
just generally we tolerate a lot from
those kinds of patients on a lot of
different types of behavior and say
it’s part of their diagnosis.

One of the most frequently cit-
ed system-level barriers to action
was the participant’s lack of trust
in leadership to respond to report-
ed incidents. This reflected personal
experience with prior reporting or
ongoing GD or SH with an offender
who continued to practice and teach,
despite the behaviors being known to
senior leaders.

Same thing happened with the [at-
tending] that I was working with.
It was notorious. Everyone told me,
“This is going to happen to you
when you’re on the rotation” ...
and nothing was done about it.

Participants noted the system-
wide lack of clarity and transparen-
cy about reporting and follow up as
a barrier to reporting GD/SH. When
a disciplinary response to GD/SH is
protected by confidentiality rules, the
original reporter may not be made
aware of the outcome. Participants
reported confusion about which in-
cidents should be reported to whom;
eg, whether there was a different

FAMILY MEDICINE

process for patient- versus colleague-
initiated harassment.

We're trying to figure out what the
reporting system is ... and I can’t
believe we haven't sorted that out .
.. I know that there is sort of a sys-
tem, but I know if it’s not one that
works or that people know about ...
It’s not really a good system.

Participants reported a continu-
um of interpersonal-level fear of re-
porting, from being seen as someone
who “takes the fun out” of work, to
losing opportunities for career ad-
vancement. Many participants wor-
ried about the potential effects on
the person they were reporting, es-
pecially if he/she was a colleague or
mentor.

I immediately thought, “But if I re-
port and that person gets public-
ly shamed, that’s a problem.” Why
is that a problem? They should be
ashamed.

Participants who were bystand-
ers to GD/SH noted individual- and
interpersonal-level difficulties in re-
sponding to or reporting episodes
they had witnessed, including want-
ing to avoid presumption that the
victim was suffering from the expe-
rience. There was also concern that
reporting something they witnessed,
rather than experienced, was pater-
nalistic.
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[It has happened] Dozens of times
[while I am] precepting . . . I'll say
something like, “You've got a real-
ly good doctor,” and [patients] say,
“She’s really hot, too,” or, “She’s re-
ally good looking,” or, “She dresses

real nice,” . .. if I say something,
does that mean, am I saying, “Oh,
you’re not powerful enough to say
something?” So am I disempower-
ing women? But if I don’t say some-
thing, am I colluding?

Fuacilitators

Facilitators of reporting and re-
sponding are detailed in Table 6.
Participants noted the ease of send-
ing electronic health record mes-
sages to the medical director as a
system-level facilitator of reporting
patient behavior. General facilita-
tors in non-patient-care situations
included department- and system-
level education and training, explicit
cultural expectations and standards
for behavior, a known continuum of
responses to violations in standards,
and having seen a clear faculty re-
sponse to witnessed harassment of
a resident or student. Additional
department-level facilitators to re-
porting were the availability of men-
tors both for junior faculty and for
residents, the cultural acceptability
of discussing harassment and bias,
and an interpersonal-level feeling of
duty to help those who come behind
you. Many participants identified the
opportunity to mirror processes we
use for other behavioral standards
in clinical medicine, such as those
for patient privacy violations.

If one of our trainees has a HIPAA
violation I have an algorithm for
what I do with them. We talk about
the offense, I refer them to certain
education, they have to do some-
thing that demonstrates that they
have taken in the information, and
some sort of analysis of what hap-
pened relative to that thing.

Family medicine residents have
the additional vulnerability of
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Figure 1: Socioecologic Model

I might not have said anything because I'd say, 'Did
that really happen? Am [ really making more out of
itthan | should? Maybe they're going to think I'm
weird.’

I think it's easier when you have confidence to
call in somebody else. But when you're still
trying to prove yourself to yourself, then it's even
harder.

They would tell me stories that were
horrendous and they weren't willing to
write down a single thing because they
were so convinced of retaliation.

1 think having a mentorship program
here is really helpful ... [Someone to
say] 'Oh yeah. That's real. That's
something to pay attention to. Would
you be comfortable reporting it yourself
or if Il came with you?'

I/ think honestly our department does a
Sfairly good job about demonstrating
mutual respect. | think that's
emphasized in the fact that there is a
good mix of genders and experience
levels in all areas of the department.

Interpersonal

Departmental So, that's definitely a huge barrier is that

if you've had the experience of trying to
report it and nothing happens . . . Then,
why would you try again?

We share a mission to identify when it occurs, to
create an atmosphere in which reporting is safe
and to explore socio-cultural underpinnings and
individual responsibility. | mean if we had a
culture that was that way, I think that would
take care of a lot of the problem. | mean not all
of it, because we live in a crazy culture, but at
least in our little micro-culture we'd be doing
better than others might be doing.

Cultural

Table 4: Patient-Specific Barriers

I always worry am I going to jeopardize the patient doctor relationship I have with
the person? Am I going to jeopardize relationship that I've worked hard for if I did
[transfer care to another clinician]?

Fear of jeopardizing the clinical
relationship

I have the clinical time pressure. In a patient encounter, unless it’s preventing me

Time pressure from taking care of the patient, I'm not generally going to take it on.

He has some psychiatric needs as well. So I think he doesn’t have good filters in place
for what he actually says. I used to keep a white coat for when I would see patients

like him to put on over whatever I was wearing that day.
Mental health concerns

“What counts?”

I started thinking a lot about how that empathy and compassion and deep listening
in the way that a lot of us I think come to patient care, fosters a feeling of intimacy

that a lot of patients really crave and maybe sometimes don’t know what else to do

with. But I, at once, also feel like I don’t wanna be responsible for that.

I think level of training for myself was a barrier. I think being an intern is an
inherently disempowering position to be in. And then I think as I progressed through
residency I became more empowered. I'm not sure if other people feel that way, but
for me that was a factor.

Power dynamics in patient care

frequently rotating in other depart-
ments where residents perceive
greater risk to speaking up about ha-
rassment. Participants recommended
clear communication of expectations

Just a reminder, we encourage our
residents to tell us if they feel un-
comfortable, or [have experienced]
sexual harassment or gender bias
[discrimination].

While this was proposed some-
what tongue-in-cheek, it speaks to
trainees’ wishes for clear messag-
ing and shared behavioral standards
throughout the institution.

412

to learners rotating outside of the de-
partment, such as an email stating:

JUNE 2021 - VOL. 53, NO. 6

Participants recommended depart-
mental- and system-level coaching,
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Table 5: General Barriers to Reporting and Responding

Agellevel of training

I think it’s easier when you have confidence to call in somebody else. But when you're
still trying to prove yourself to yourself, then it’s even harder.

Fear of effects on career

They would tell me stories that were horrendous and they weren’t willing to write
down a single thing because they were so convinced of retaliation.

Bystander

If T observe something that’s happening to another person I think is inappropriate
but they’re kind of . . . ’Eh, no, I don’t want to make waves, But I think it should have
some attention drawn to it . . . if she doesn’t want to make a deal out of this, am I
violating her right not to make something about it?

Fear of sanction of/to harasser

But on the other side of it, [for a female resident] to actually accuse somebody [female
faculty] of sexual harassment seems so serious. And she was an extremely powerful
person where I was, so it didn’t really go any further than that.

... the way the system’s set up . . . so even if there was a consequence, you don’t even

Reporting process always know about it because of the way that the confidentiality and all that kind of
stuff happens.
Lack of Clear Definition
“What counts?” I think the extreme, in some ways, is easier, because you know that’s something

totally inappropriate. It’s some of the in-between stuff that’s harder to know.

“Maybe it’s just me?”

So I think that’s tricky. And maybe keeps some of us from whistle blowing because we
say, well this guy’s always that way and maybe it’s just me. So I think that is part of
the problem, too.

“Maybe I'm making more out of it
than I should?”

I might not have said anything because I'd say, ‘Did that really happen? Am I really
making more out of it than I should? Maybe they’re going to think I'm weird.’

Lack of trust in the system to
respond

So, that’s definitely a huge barrier is that if you've had the experience of trying to

report it and nothing happens . . . then, why would you try again?

Table 6: Facilitators of Reporting and Responding

Responsibility to future learners

They may feel that I could just tolerate this and then move on to the next place. I
think if we can start to get the mindset that . . . you don’t want the one coming behind
you to also experience that discomfort that you did. So that it’s not only about you, it’s
about people that come behind you. That might help.

Acceptable to discuss in family
medicine

I think honestly our department does a fairly good job about demonstrating mutual
respect. I think that’s emphasized in the fact that there is a good mix of genders and
experience levels in all areas of the department.

Mentors can help with what and
how to report

I think having a mentorship program here is really helpful ... [Someone to say]
’Oh yeah. That’s real. That’s something to pay attention to. Would you be comfortable
reporting it yourself or if I came with you?

Faculty model a clear response to
harassment

I think that responding to an event in the way that you did, or calling it out when

it happens, is an investment in prevention for the future . . . when there is an event,
like whether it’s the letting people know or setting a standard or talking about it in

a faculty meeting or saying, "This is not a thing we’re gonna do,” those I think are all
investments in preventing future events.

Explicit cultural expectations

We share a mission to identify when it occurs, to create an atmosphere in which
reporting is safe and to explore socio-cultural underpinnings and individual
responsibility. I mean if we had a culture that was that way, I think that would take
care of a lot of the problem. I mean not all of it, because we live in a crazy culture, but
at least in our little micro-culture we'd be doing better than others might be doing.

Education and training

Well, I think a set of examples could be instructive and helpful, whether it’s a
community meeting or whatever. What are some examples of things you might just
think are a sort of stupid joke, but really don’t meet our standards of appropriate? And
what are some examples of things that are flagrantly inappropriate, and something
bad would happen if you did that?

Explicit standards and continuum
of responses clear

The safety is damaged by not having a clear set of expectations about what the
standard of behavior is, and what will happen if it’s not maintained that way. And I
think that second one is probably the hardest to do at a department level, but as a
group of colleagues, would we be able to come to consensus about how we want to be

treated by each other and what our standards are?
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education, and training for GD/SH
scenarios to facilitate responding to
offenders and reporting to leaders.

I think of when we’re told we
should set the example for how par-
ents should deal with their children
in the exam room . . . It would be
helpful to do . . . scenario training
where we're trained how to support
staff or how to address egregious
behavior in the exam room [in a
way]| that is both professional but
is not going to drag my visit out for
20 minutes longer.

Discussion

We found that our department was
not spared from SH and GD that
has been widely reported in aca-
demic medicine. Patient-related ha-
rassment and discrimination were
reported by virtually all women par-
ticipants and less frequently report-
ed by men. This is consistent with
what is found nationally, although
one recent German study report-
ed rates of male harassment which
were more similar to female frequen-
cies (n=737, 62% of male physicians
compared with 76% of female).22 The
frequency of these experiences for
women was moving and particular-
ly surprised the male member of our
research team. Similarly, our find-
ings elicited a wide range of emotion-
al responses from the male members
of the department and prompted the
residency administration to take an
active role in engaging in interven-
tions.

Barriers to reporting, including
lack of trust of the system to respond
and concern for embarrassment or
damage to the reputation of the re-
porter, are consistent with previous
studies about sexual harassment.?
Fear of retaliation and career harms
are real barriers that are exacerbat-
ed by hierarchy in medical training,
with trainees and junior faculty less
likely to report. Educational efforts
and institutional policies should ex-
plicitly prohibit retaliation and de-
scribe processes to protect reporters.
To the extent that concern about se-
vere consequences for the harasser is
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a barrier to reporting, this fear may
be mitigated through knowledge that
graded, proportional, and restorative
processes are used after careful gath-
ering of information.

Lack of clarity regarding what
rises to the level of being reportable
relates both to the frequency of the
experience, making it an expected
and regular occurrence, and to the
doubt and fear that many victims ex-
perience, wondering if they somehow
deserved or provoked this treatment.
Explicit cultural expectations act as
facilitators for reporting, whereas
commonly shared behavioral ex-
pectations result in less ambiguity
about what behavior is unacceptable.

Some barriers to action are specif-
ic to patient care contexts, including
the concern about how to manage in-
appropriate behavior from patients
with psychiatric illnesses. Viglianti
et al suggest an algorithm for man-
aging harassment perpetrated by pa-
tients that asks primarily “Do you
feel safe?” and can be widely imple-
mented to help clinicians trust their
inner sense of safety for responding
to these incidents.*

Cultural barriers for reporting
and responding to episodes of SH
and GD will take time to change.
While the first step is to recognize
the problem and speak about the fre-
quency of the experience, this alone
will not change the underlying cul-
ture. We must provide clear guid-
ance to our learners and our faculty
about responding to GD/SH, includ-
ing coaching and scripted rejoinders
to common experiences. Faculty and
residents can benefit from training
and practice to provide and receive
feedback about gender bias. Facul-
ty and trainees in the larger con-
text of their institutions need clear
guidance about reporting GD/SH in
teaching and learning settings, and
mentors should be trained on how to
assist learners with responding and
reporting incidents. Ideally, these in-
terventions will result in making it
more common to respond to rather
than ignore SH and GD.

Well-intended systems with mul-
tiple pathways for reporting can

sometimes lead to confusion; there-
fore, an initial goal for all medical
centers and departments should be
a clear and simple reporting system.
In the setting of multiple other bar-
riers to reporting, confusion about
how to report may tip the scales in
favor of silence. The most impor-
tant message may be institutional
encouragement to seek help from a
trusted person if in doubt. The re-
porting system must have options
to remain anonymous and include
feedback to the reporter that the
complaint has been received, inves-
tigated, and if legally allowable, that
consequences have occurred. Due to
privacy constraints, a clear under-
standing of the process following any
complaint is particularly important.

Prevention efforts have large-
ly focused on brief mandatory SH
prevention modules. Reviews of
workplace and college campus in-
terventions found that few of these
training programs have a theoreti-
cal guiding model® and there is little
data about whether these trainings
result in long-term behavioral or
cultural change.? Our department
has engaged in a process of design-
ing and implementing a series of
interventions, including structured
discussion of our results, a clear de-
partmental statement of the unac-
ceptability of SH and GD, a Theater
of the Oppressed workshop on by-
stander response during a day-long
faculty and residency retreat, and
a faculty development workshop
practicing responses to real cases
for both personal experience and for
witnessed behaviors.

Conclusion

Sexual harassment and gender dis-
crimination occur frequently in clini-
cal medicine, especially with female
trainees and junior faculty. The
structure of medical training, lack of
clarity about what rises to the level
of reporting, concerns about jeopar-
dizing patient relationships, and con-
fusion about the reporting process
are frequent reasons these experi-
ences go largely unreported. Silence
and the lack of accountability for the
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perpetrators perpetuates these be-
haviors in academic medicine. The
results of our study compel us to
promote open discussion about SH
and GD, to improve reporting pro-
cesses and to maximize transparency
about consequences for harassers. It
is essential to have clear processes
for reporting and responding to SH
and GD to guide any person consid-
ering action. We must capitalize on
facilitators of reporting, including the
natural inclination of clinicians to
protect trainees coming behind them.

Furthermore, departmental lead-
ership must continuously engage in
a process of quality improvement re-
garding clear cultural expectations
for respectful behaviors amongst cli-
nicians, staff, and patients. Culture
change takes time. It will be essen-
tial to study the impact of interven-
tions to identify changes that most
effectively reduce the frequency of
harassment, facilitate educational
efforts, and provide a safer environ-
ment to learn and practice medicine.
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