
Chapter 7

Antecedent Conditions and Focus Group Findings

The sex-based and sexual harassment experiences described by the

informants to this study identified four antecedent conditions for individual

RNs, as well as the nursing profession. This chapter will explore these four

areas in detail. Firstly, some informants noted the silence that surrounds

harassment. Was their experience really harassment or were they the only

ones who viewed it as such? Secondly, these informants noted that they

could not expect support from their peers and professional colleagues.

Thirdly, most of the informants denied that education existed in their

workplaces regarding sex-based and sexual harassment. This was not

available to them or to other health care professionals. Lastly, the

informants described their view that traditional stereotypes associated with

RNs were closely linked to the widespread experience of harassment in the

workplace.

Silence

The silence which shrouds harassment and Australian RNs is particularly

notable. The absence of professional literature and research in Australia on

this topic is particularly noteworthy when compared to Britain and North

America. This is the one obvious difference between studies in Australia

and overseas ... the silence is deafening. Certainly the popular press and

media is replete with discussion and analysis regarding the various aspects of

harassment, but this information is not translated into the health care arena.

For the Australian RN the situation is made worse because informants do

not seem to have a vocabulary that clearly articulates their experiences,

particularly when it comes to labelling the experience or calling harassment
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by its name. The RNs' professional literature is silent, and does not serve

them well.

*Mary: I feel very strongly about the issue of education and did

my initial nursing education in a hospital based environment

and we had absolutely nothing about issues like this, absolutely

nothing. (Metropolitan, community-based, an RN for 13 years)

Almost all incidents described by the informants were under the category of

sexual harassment rather than sex-based or gender harassment. Although

sex-based or gender-based harassment was the most prevalent harassment

identified by respondents in the questionnaire, it was almost absent from the

in-depth interviews, and identified only when associated with more 'serious'

forms of sexual harassment. It was as if the RNs did not consider gender-

based or sex-based harassment as harassment. By way of example, when

Amanda is prefacing her description of being accosted in the nurses home,

the 'vile and suggestive' language was not clearly included as part of her

harassing incident, but rather as 'setting the stage'.

*Amanda: Oh, with the maintenance people it was the

language, more than anything. They would ... their language

was always vile and suggestive. It was always ... wanting to

describe their own sexual experience, sometimes in the most

explicit manner ... they would come into ... corner you in the

loungeroom - a couple of times I actually got cornered in my

room when they'd come in to check out fittings or something

and you'd be sound asleep and you were on night shift and

you'd have a notice 'Do not disturb', but that would never worry

them. They'd come in and they'd sit on your bed, and once,

actually, I had to actually call for help because he started to pull

the sheets off ... that was really unpleasant. (Metropolitan,

community-based, an RN for 24 years)
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Bess made it clear early in the interview that she believed sex-based and

sexual harassment was 'overrated' when she informed the interviewer that

she was 'not going to like to hear what she has to say'. Yet at the same time,

she said harassment or what she struggled to describe as 'over friendly'

behaviour, occurred in her work setting several times every day. She

explained:

*Bess: I would imagine that yes, it is there, and that is most

probably there more than we think it is, more than has actually

been documented before or whatever or that it's more prevalent

that we've ever anticipated it to be in the past. (Regional/rural,

hospital-based, manager, an RN for 15 years)

Another informant supported this view.

*Jane: If you don't say you don't like what they say, I think they

take your silence as permission to continue, so unless you say

something, they don't stop. So maybe you should say, 'I'm sorry,

I'm not finding that funny. Do you mind going elsewhere'. But

I don't think, even as a unit manager, I don't know that I would

have felt comfortable saying that to one of the obstetricians

because it really was a small unit and you have to deal with

them every day, so that you have to find some way of, you

know, having some sort of working relationship. It wasn't like

you could say, 'Oh, I'm not going to talk to him anymore because

I think he's a rude person'. (Metropolitan, hospital-based, an

RN for 15 years)

Sarah suggested that RNs tend to internalise harassment, suppressing the

experience, instead of reacting or responding assertively.



*Sarah: ... they tend to internalise a lot of stuff rather than

having a general whinge about it or even having a whinge one

on one with somebody - it doesn't even necessarily need to be

(to) the manager either - it can be another individual in their

peer group. (Metropolitan, community-based, manager, an RN

for 8 years)

Another informant agreed with this view.

*Lucy: ... maybe that if like me nurses are probably reluctant to

talk about the incidents that they're covered over and maybe

they do happen and we don't hear about them or maybe they

don't happen but I ... judging ... if you can take my experiences as

an indication, then they do happen and nurses are reluctant to

pursue further options about them. (Regional/rural,

community-based, an RN for 7 years)

Michelle described another reason why nurses are inclined to remain silent.

*Michelle: I didn't tell anyone about it for a long time. I felt

they might think that I'd invited it in some way, and I didn't

think I had, but I wouldn't have liked people to think that I had.

(Metropolitan, community-based, an RN for 13 years)

Certainly the fear of possible consequences of breaking the silence works to

continue the silence. The survey supports this notion identifying many

possible consequences to assertively responding to harassment. Silence or

ignoring the behaviour and/or the harasser is the option often chosen by the

survey respondents. This is described by Helen.
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*Helen: ... you really felt disempowered as to, well, 'How hard

am I going to make it on myself if I take it any further?'

(Regional/rural, nursing home, manager, an RN for 10 years)

Absence of supportive behaviours

The informants described the absence of supportive behaviours from

colleagues in the work setting. Several informants revealed ways in which

RNs are made to feel unsupported when confronted with harassment, even

by other nurses and certainly by the nursing hierarchy. At the time of the

harassing incident counselling was not offered or did not seem to be

available or was not seen as necessary.

Lucy suggested that her unsupportive colleagues at work would 'ridicule' or

see her as 'stupid', as somehow responsible for encountering harassing

patients/patient's family. The implications are serious if other informants

perceive the same thing. Sexual harassment is not all a misogynist

conspiracy. With this mindset, Lucy was unlikely to divulge or share her

situation with professional colleagues and so discussions at a professional

level were greatly reduced. Also individual as well as collective awareness

strategies and action would therefore be limited.

*Lucy: ... probably fear of being ridiculed or not taken seriously,

maybe again regarding, 'Oh, the patient didn't really mean to do

that', you know, 'That's not an action that they'd do if they were

in their right mind', and maybe, 'Oh, you're really stupid - you

put yourself in that position in the first place, so how can you

complain about it?' (Regional/rural, community-based, an RN

for 7 years)

One respondent was so sure that support would not be forthcoming from her

organisation that she took the matter into her own hands and asked fellow

wardsmen of the harasser to 'take care of it'.



*Jocalyn: I did go and try and look for the sexual harassment

policy, or procedure, and I created so much trouble just by

mentioning the word in the hospital, because [laughs] they were

all, 'What's going on? What's wrong with Jocalyn?' ... (t)hey all

wanted to know why, why, why, why, and I just wanted to

know: is there a policy, does it exist, how do you go about it,

what are the procedures involved if you are sexually harassed?

... (b)ut to actually get the information, I was very much ...

interrogated, I guess ... I think they were more curious than

anything as to what was going on ... and I wasn't prepared to

give that information to them because I didn't think that they'd

be able to handle it in the way that I wanted it to be handled.

(Regional/rural, hospital-based, an RN for 16 years)

Some informants described unsupportive supervisors and their efforts to

limit or eliminate complaints or concerns. Sometimes informants were

encouraged to smile and play a compliant role.

*Jane: Pretty much, '(Y)ou must have done something to

deserve it - you sort it out.' ... they're not exactly the words that

she said because I don't think I could remember exactly the

words, but that was the tone and the sort of implication ... but

she did say the bit about 'well, you must have done something

to deserve it.' I just gave up after that because I'd spoken to my

charge sister, I'd spoken to my peers, and they all thought I was

making a bit of a fuss about it ... (Metropolitan, hospital-based,

an RN for 15 years)

*Mary: I still think that there are a lot of ramifications - you

need to be prepared if you're going to confront something like

that within a hospital you need to be ready, you need to be
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strong, because you're still going to handle a lot of problems to

confront it and to deal with it. You may not be supported by

your organisation. You could receive flak from other members

of staff as well, so you need to be ready to deal with it. I think

that, I think if you're feeling vulnerable in your job security that

would be very difficult to do. (Metropolitan, community-based,

an RN for 13 years)

Sarah described a General Manager's (GM) response to harassment

complaints. Not only was this GM unsupportive, but he ridiculed and joked

about the complaint.

*Sarah: He (the General Manager) just shrugs it off; he just

thinks it's funny, he just sees it as a joke. (Metropolitan,

community-based, manager, an RN for 8 years)

Sarah was not sure that 'management' really has responsibility, and

suggested that the real responsibility lies with the harassed.

*Sarah: ... but I really feel for that behaviour to stop that it needs

to really come from the people that the behaviour's directed to.

(Metropolitan, community-based, manager, an RN for 8 years)

Mary finally reflected a mixed responsibility. She certainly identified the

importance of employers supporting employees with complaints, but finally

she equivocated about the role of the complainant, who she considered must

follow the matter through after all.

*Mary: ... the people who need to be on top of it are the branch

managers and I know that there are staff who have felt that

when they have been harassed that they haven't been

adequately supported by their managers. And I know that from
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the staff. Not when I was in a position to do anything about it,

but I have been told of other staff members that they have felt

totally unsupported, but they didn't follow it through in terms

of the hierarchy. (Metropolitan, community-based, an RN for 13

years)

Amanda recalled a fellow student who left the Catholic nursing program in

which she was enrolled because she was not believed following a rape. It

seems that even a religious environment cannot assure nurses of a

supportive environment. This experience happened many years before the

interview and had influenced her subsequent life.

*Amanda: And then, one girl was actually raped by the

maintenance person ... (t)hat was in a Catholic nurses' home the

nuns didn't believe they could do such a thing, that she

encouraged it, and she left, actually, and none of us ever heard

from her again ...he said she asked him to sleep with her, but

she maintained she didn't. She was very shattered by the

experience, so ... it was really horrible. (Metropolitan,

community-based, an RN for 24 years)

David described his experience of harassment from unsupportive female

colleagues. Interestingly, patients did not complain about his nursing, but

his nurse colleagues were not supportive.

*David: ... I found it a particularly, enlightening experience

because I was going in as a male in the delivery suite, I was

expecting to cop a fair bit of, discrimination from the women

delivering babies, I was fully prepared to understand that. I can

imagine that's a very private and personal part of a woman's

life, having a child an ... but, I didn't find that at all. I found that

the women (patients) were really were fantastic - they were very
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accepting of me as a person who was there to do a job ... But on

the other hand, [laughs] I did also cop a lot more harassment

than I expected from the other midwives ... (Regional/rural,

hospital-based, manager, an RN for 13 years)

Carmel encountered harassment both as a heterosexual woman and then as

a lesbian. She commented on the generally unsupportive atmosphere she

found in the workplace of RNs.

*Carmel: ... it's very strange ... that women are so damaging to

other women and I think nowhere more so is this demonstrated

than in nursing, that we don't care and nurture for each other at

all, because I don't think we're terribly good at nurturing

ourselves ... to be selfish, to take time for themselves.

(Metropolitan, nursing home, manager, an RN for 29 years)

Another informant agreed with Carmel and described the homophobic

harassment she endured within two different work place environments in

which she attempted to conduct her professional nursing practice.

*Angela: Urn, it's amazing how powerless you feel ...like, I'm a

pretty strong person and I've survived all sorts of things, and

that just floored me ... it's almost like they took advantage of m e

... feeling powerless because you're a woman and so therefore

they pick on you, and being somewhat different ... I felt really

isolated and very ... unloved professionally. And towards the

end, I basically had ... no professional self-esteem, and I couldn't

really understand why they were doing it because I'm still the

same person and it's not all I am, and people don't it's

irrelevant, the fact ... my sexuality is irrelevant at work, just like

everyone's is, so I couldn't really ... understand it, and I guess I

was extremely angry and very frustrated because I couldn't do
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anything. I had no support, no one I could turn to. Yeah, I didn't

have ... [laughs] I didn't have a friend, so, you just go on. But,

where I am now is certainly more accepting of my sexuality, so

that isn't an issue for them. I was really surprised that women

do it too, women harass, differently, I think, to men, but the

effect is the same, because I think sometimes men are a bit ...

they're more up front, you can tell what's happening, but with

women, sometimes it's a bit obscure. Like, it took me a while to

think, 'yes, this is harassment'. I thought they were just being

revolting. But they were actually meaning to do it.

(Metropolitan, hospital-based, an RN for 8 years)

Carmel did describe a procedure that acted as an early warning system for

newer RNs coming into the work setting. She also alluded to the possible

negative consequences of taking 'action'.

*Carmel: ... especially in psychiatry, anyone who came into your

unit, a student nurse, whatever, it might happen to have been a

registered nurse, usually the female group would get together

and just let them know so that they didn't go, blind into these

situations, that you would warn people of, not being vulnerable,

being very careful about what they did, what they said, certainly

offering different options for people to take, different courses

that they could take, but letting them know what ramifications

there might be from whatever action they took. (Metropolitan,

nursing home, manager, an RN for 29 years)

Despite the abundance of evidence to the contrary, not all informants

described workplaces that were unsupportive. One of the informants in fact

had agreed to the interview only to describe harassment experienced by a

younger, RN colleague. She apparently had no experiences of her own to

offer. Paula described in an almost self-deprecating way, how she supported
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her colleague in a particular episode of harassment. A formal complaint was

followed by a high level formal hearing that required 'testimony' and

substantiating 'evidence'. Paula willingly provided the necessary 'testimony'

despite potential personal and professional repercussions. She continued by

describing a personal ethos or professional commitment to an appropriate

workplace, free of threatening or harassing behaviours. Unfortunately, this

informant does not seem typical.

*Paula: And if something continues, I'm not averse to taking

someone aside and saying 'I don't like your behaviour and I

don't want to hear that sort of thing again as far as the girls -

young, old or me!' I guess a lot of people aren't able to do or say

that so you've got to look after them, but you encourage them.

You hope that somebody can speak up for themselves. I see that

as part of my role - you have to be a patient advocate and you

have to be a staff advocate - really just keep an eye on things. If

someone's enjoying themselves, that's fine, but if you feel

they're getting stuck or things are getting a bit too tense well you

step in. (Metropolitan, hospital-based, an RN for 14 years)

Vicki was one of two informants who denied any personal or professional

experience with sexual or sex-based harassment.

*Vicki: (I) have a lot of body language, ... that communicates to

people 'don't mess with me,' ... I had to think why. And the

only thing that I can look at is the way I present myself, and

that's probably a combination of body language, eye contact,

belief in oneself, if you like. And I do believe in me, I know I'm

good. I mean, people say, 'How are you today?' And I say, 'I'm

good,' [laughs] and they always laugh and say, 'Oh, you mean,

you're well,' and I say, 'No! I'm good!' [laughs] (Regional/rural,

hospital-based, an RN for 24 years)
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The general perception conveyed in the interviews indicated that when

assertive confrontive strategies are employed, the trend is for the harasser to

remain in their current position with the harassed person being removed.

In an unsupportive workplace, when assertive or formal complaints are

received, rather than the exception, it seems that resignation, shift change or

job transfer for the harassed person are the norm.

*Helen: I believe somebody did put in a written ... a formal

complaint, but he's still there and he's still Tony. I think that

particular person (the harassed) was moved to another area of

the campus. (Regional/rural, nursing home, manager, an R N

for 10 years)

Lack of education

No informants described an organised educational approach to harassment

in the workplace. For these informants the topic is not covered in

undergraduate education or in hospital orientation, other than occasionally

under a general topic of professional relationships and behaviour or general

Equal Opportunity discussions. The survey questionnaire revealed that 45%

of respondents either did not know if their workplace had an organisational

policy to deal with sexual harassment or thought that it did not have such a

policy. This should not be construed as indicating that a policy actually did

not exist but rather that almost half of the survey informants worked in an

organisation in which they did not know or did not believe that a sexual

harassment policy existed.

Jenny talked about the failure of nurses to 'organise', which would suggest

she believed sharing information about harassing incidents would educate

nurses in developing strategies to help all nurses in dealing with

harassment.



*Jenny: I think sometimes we're ... overrun when we shouldn't

be, but we don't sit down and say, 'I'm not going to ... or ...

sometimes we're not organised enough ... sometimes we don't

talk to each other about what's going on ... get organised and talk

... or it'll only be talked about in terms of: this particular incident

pissed me off and I'll talk about it in the tearoom and it's gone

over and, you'll turn up with this incident now, and we had this

incident last week, and is this another one of the patterns, is

there something we need to look at clearer? ... we're often not

very cohesive, in a way.

She seemed to be saying that when nurses fail to confront, deal with and

discuss harassment, it makes it easy for the harasser to continue with his

behaviour. 'Oh well, it's your problem', he will say, leaving the nurse to

believe she is the only person who has a problem (with him). Education

concerning harassment would reduce the sense of isolation and silence for

the harassed.

When a patient pulled Bess down onto his bed, prompting her to scream,

Bess was never offered any counselling or education. She was simply

reassigned so she would not work with that patient again. She describes the

response from her employment setting as 'we'll think no more about it, and

neither will you, you'll get on with your work'.

Jane described some education about sex-based and sexual harassment that

was discussed at her place of employment under 'other EEO stuff.' With

such a complicated topic (sex-based and sexual harassment) discussed under

an already complicated umbrella (EEO) one wonders how it is unwrapped

and presented to employees.
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Mary stressed the importance of education. She seemed to be saying that by

confronting the issues, addressing responsibility and empowerment, nursing

in general may benefit.

*Mary: ... empowerment I think is where nursing is still falling

down - we're letting ourselves down because empowerment

comes from within and somehow we're letting our nurses

down by not addressing that issue of empowerment, accepting

personal responsibility or confronting issues and helping them

deal with the issues. (Metropolitan, community-based, an R N

for 13 years)

Humour, such as described by some informants, is a common response,

although it does nothing to change the workplace environment and can be

quite damaging by seeming to trivialise such an important issue.

*Sarah: When sexual harassment was covered, actually, in

those sessions, everyone laughed it off, everyone sort of said,

'Oh, ho ho, sexual harassment in my dreams, if only I could be

sexually harassed!' (Metropolitan, community-based, manager,

an RN for 8 years)

Sarah, who might be described as an enlightened, contemporary manager

admitted that she had not assumed responsibility for a specific educational

forum on sexual harassment. Indeed, she was fairly certain that

inappropriate behaviours on the part of patients would not be considered

sexual harassment, insinuating that inappropriate patient behaviours should

be considered simply as part of the 'patient role'.

David is a nurse manager in a medium sized hospital. He was unaware of

any policy or educational programs on sexual harassment at his hospital.



*David: Urn, not that I'm aware of. ... I'm probably sure there is

something if we dug down because this hospital's notorious for

having all these policies that sort of sit on the shelf and never

get looked at until the situation arises, [laughs] and then there's

a mad rush to find it. No, I'm not familiar with their policies o n

sexual harassment. (Regional/rural, hospital-based, manager,

an RN for 13 years)

Perpetuating the Mother/Doctor's Handmaiden/Sex Goddess myth

According to Muff (1982), stereotypes and myths provide an easy solution to

the complexities of human relationships. They obviate the need for men to

understand individual women, providing categories within which to 'file'

women. These myths and stereotypes are used to measure all women and

are thus, according to Muff, tools of oppression. RNs in Australia are still

referred to as 'sister', an acknowledgment of the religious roots of nursing

and a nod towards a comfortable, sibling role for nurses. These informants

described people that persist in perpetuating the myths associated with

nurses as sexy, nurturing, differential, female, intimate carer, bath lady or

battle axe. These myths are entrenched in western cultures and provide a

way to think about nurses who often transgress normal appropriate social

distances, and have to perform intimate procedures for patients. These

myths serve to keep nurses 'in their place' and often impact on their

professionalism. Jocalyn described the caring, 'Mother' myth:

*Jocalyn: Woman, that's right. Mother, nurse, you know? Not

professional, no. I mean, it'd be different if it was a doctor. I'm

sure they wouldn't dare do that to her. But, 'Nurse, the carer are

you, the carer woman?' (Regional/rural, hospital-based, an RN

for 16 years)
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David provided a similar insight that seemed to confirm the 'mother' myth.

*David: ... my vision of a woman was the traditional one and

they kept the house very nice and placid and soothing around

the family and then all of a sudden I worked with these

professional ... women and they were intense! ... they were

extremely intense and serious, and took themselves seriously,

and if you didn't take them seriously you were in a lot of

trouble. Boy, were you in trouble! (Regional/rural, hospital-

based, manager, an RN for 13 years)

Doctor's handmaiden

The popular stereotype of the nurse as a dependent practitioner, unable to

function without direction and orders from the doctor, was identified by

some of the informants. This myth is supported in the media, in the

daytime soap operas and evening TV dramas (Muff 1982:118). The 'Doctor's

handmaiden' is described by Mary and Bess as follows:

*Mary: I did not come out of my nursing education with a sense

of nursing having any status as a profession and I did not feel

that we were treated as professionals ... my perception was that

we were still very much the doctor's handmaiden. Very much

so. I think these students coming through are going to find it

very difficult because they're being taught that nursing is a

profession, nursing has value, that we have ethics that we need

to follow, that we are here, we are thinking, we are reasoning

and we have standards we need to meet. And they are still

walking out there into a nursing setting where they are part of

the time still expected to be handmaidens and to swallow what's

being given to them by the predominant medical situation. S o

it's changing but I think these nurses coming through at the
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moment are still going to be finding themselves struggling.

(Metropolitan, community-based, an RN for 13 years)

*Bess: I believe that as nurses as being historically seen as the

basic hand maiden to the doctor therefore the doctor was

allowed to do whatever liked, within, I guess some given

guidelines, but basically whatever he liked to the nurse. And

whether he wanted to denigrate her, whether he wanted to put

her down in front of 20 people, whether he wanted to dismiss

her basically, ... he didn't want to speak to her. Whatever the

doctor wanted to do, I think historically he was allowed to do to

the nurse, because the doctor was always seen, he's God, and

you're the lowly hand maiden who will serve God in which

ever way he deems fit. I think that that is changing a lot, or has

changed and will continue to change a lot. (Regional/rural,

hospital-based, manager, an RN for 15 years)

Sex goddess

The stereotypical nurse in a tight, short uniform with high heeled shoes

persists in the popular media also. The nurse looking adoringly at the

handsome young doctor is not an uncommon depiction and belies the real

life work responsibilities of contemporary nursing. Several informants

described the myth about the 'easy' nurse, 'available' and sexy.

*Frances: ... before I became a nurse that's what they said - oh,

nurses, they're sort of, it's like they're sexual objects more or

less, they're easy and all that, so maybe because of that

stereotyping of nurses they are vulnerable to ... comments

maybe, sexual comments ... because of people's attitudes towards

nurses ... even when patients sort of throw up sexually tinged

remarks and all that ... it's part of the job. Like I was walking to

the railway station one time and, 'Hey, nursey!' You know - I



don't ? But "hey nursey", it's like to me if I did not know the

man, I never seen the man, and how dare he to just call m e

"Hey nursey" ... (Metropolitan, nursing home, an RN for 8

years)

*Amanda: ... the perception by the outside community that as a

nurse you were 'easy' for an affair, was often, was very

annoying... there was always a perception by people that you

were a nurse so you were an 'easy lay' and that was always

difficult to overcome ... I think young ... being single, I always

had the feeling, as a nurse, that people thought you were after a

relationship of any sort, based on the perception in the

community - and I still believe there's a perception that nurses

will sleep with anyone, at any time, they're not fussy ... I was the

youngest of the occupational health nurses and there was a

general perception that you were, fair game, you were available,

you were ready, you were willing. (Metropolitan, community-

based, an RN for 24 years)

*Vicki: I think the imagery that's perpetuated in the media

probably has a lot to do with it. I mean the image of the tight,

you know, uniform, double-breasted nurse, with the short mini

skirted type uniform, which was part of the image of the media

in the sixties and seventies, and probably also well into the

eighties. (Regional/rural, hospital-based, an RN for 24 years)

*Michelle: I certainly hate colleagues, people who have no right

to see you undressed, shouldn't be looking at you as if they are

seeing you undressed - I hate that. And I think that's what I hate

most about sexual harassment is that people do that. Men do it

to you and there's nothing you can do about it - you're absolutely

not in control of it, except to walk away. And then they talk
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about your bottom, [laughs] you know, as you walk away.

(Metropolitan, community-based, an RN for 13 years)

In an interesting comment, Jane seemed to try to depersonalise harassment

and described how this was happening to a myth or a stereotype rather than

herself. Evidently, myths are also held by nurses about nurses.

*Jane: No, I didn't really feel like it was me because it was me, I

felt it was me because I was a nurse, not because I was, um,

myself ... you know, I didn't think it was personal. It was

personal, but it wasn't me. I just felt like it was the position, that

I was a very junior nurse and, you know, he was a much older

person than I was. (Metropolitan, hospital-based, an RN for 15

years)

Sarah sounded hopeful, wondering if times might have changed.

*Sarah: I wonder though whether that professional respect is

existent in hospitals or whether it is like it was when I did my

training and nurses were - particularly with the consultants - the

nurses were just there to do the consultant's bidding and - I can

remember the old ward rounds when the sister, the charge

nurse, used to run after the consultants and pick up after them

or that sort of stuff. By the time, I guess, I worked as a registered

nurse there was less of that happening but there was still that -

just the role that even the nurses filled ... (Metropolitan,

community-based, manager, an RN for 8 years)
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The focus group

Participants in the focus group interview reviewed drafts of Chapters 6 and 7

in an effort to provide additional clarification and verification of the

interview analysis. The focus group generally supported the findings of the

individual(s) interview data and reiterated their strong connection with the

antecedent conditions associated with harassment; that is silence, lack of

education, absence of supportive behaviours and the links between sex-based

and sexual harassment with nursing 'myths' and stereotypes. The group

commented that they felt much more informed since participating in the

interview, reading the drafts and then participating in the focus group. They

stated they had been forced to think and evaluate their perceptions about sex-

based and sexual harassment. For most of them, this was the first time they

had thought about the issues in any detail or depth. Several noted that they

had 'no idea' that some of the behaviours they had experienced could be

classed as sex-based or sexual harassment. Their comments highlight the

importance of talking and listening to the recipients of harassment. Two

such comments were:

*Lucy: I just felt really naive after having read it. I recognised it

for what you said, Jeanne, but I sort of really thinking about it

and I've thought about it over quite a period of time, is the way I

felt was like to me it was a new behaviour I hadn't ever really

experienced before and so I felt that I didn't really know what

harassment was, but then having read that it was quite blatantly

obvious that it sorta' just hit me in the face. (Regional/rural,

community-based, an RN for 7 years)

*Bess: I would see this (research) as maybe a starting point for

each of us here tonight have obviously looked at own workplace

harassment with different eyes since we've read the paper. And

that's a beginning and I'm sure there will be repercussions for
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each of us in our workplace that will lead to many others in other

workplaces. (Regional/rural, hospital-based, manager, an RN for

15 years)

It would be difficult indeed to find a research project or discussion paper

regarding sexual harassment that did not conclude with an admonition

regarding the absolute imperative for education. The focus group interview

is the best example of that imperative. When Bess was first interviewed, one

of her opening remarks was that she believed sex-based and sexual

harassment was exaggerated and that her interview would not be well liked

by the researcher. After participating in the focus group interview a shift in

her attitude based on education (reading Chapter 6 and 7 of this project) was

apparent.

*Bess: But I think that the silence ... because the silence is there ...

because of our perceived roles, it all impacts on the education

that is not forthcoming. The other thing is that this paper that

you have now got together has enlightened us all, that none of

us have been alone, that there is a unity there that most people,

that none of us have ever perceived before that we've all

thought we've done ... something has happened to us that

probably hasn't happened to somebody else and when you feel

alone, it is very difficult to then talk about it or discuss it with

other peers; I think that papers like this are the beginning of

maybe being more open about sexual harassment in the

workplace and especially between nurses, as I said before, our

role is so unique in this society, it is so unique to anything else

that's another reason why it hasn't been talked about, we have a

level of intimacy that is expected and that is freely given by so

many people that may be part of it too. So if I feel like somebody

else said ... they are very proud to be a part of it, I think I feel very

much the same way, it is a great beginning for things that ... and
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it may take 5 years, may take 10 years or what have you, but it

certainly it is going to be much more noticable, evidenced part of

our nursing careers from here on in.

Collectively, the focus group informants also seemed to pose a dilemma. On

the one hand, they were aware that the full force and power of the law and

regulatory mechanisms were in place to reduce and hopefully prevent

harassment in the workplace. But, on the other hand, they recognised that

that same power could act as a deterrent to assertive (re)actions by the

recipients of harassment. When confronted with inappropriate behaviours

in the workplace, it is no longer possible to say 'hey, that bothers me' without

also being prepared possibly to back up the discomfort with confrontation,

witnesses, legal counsel and the full force and power of 'the law'. In other

words, harassment legislation has proven to be a double-edged sword for

these participants.

*Mary: I think if you are prepared, are going to go ahead and

report harassment, there would still tend to be the fact, it is

going to cost you something. To do it, you're going to have to be

accountable for what you're saying, and you're going to have to

stand up and face the person you are accusing. And deal with

the consequences of either proving or disproving it as well.

(Metropolitan, community-based, an RN for 13 years)

The focus group participants felt strongly that education must take place with

current and future Registered Nurses. And further that assertive behaviours

by Registered Nurses when confronted by harassment must be fostered.

Now that they were collectively aware of the dearth of information about

harassment, they believed the individual nurse, as well as the nursing

profession, would be greatly strengthened by education about harassment.

For the focus group participants this was an imperative.
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*Mary: It's Mary here, again Jeanne. My reaction after I finished

reading the pages. I actually felt very angry. It was quite a deep

personal reaction, that on behalf of myself and the women

whose experiences we were reading, I felt quite a great deal of

anger that we had been placed in a situation where we had to

manage this without the skills to obviously deal with it in a

positively constructive manner. (Metropolitan, community-

based, an RN for 13 years)

The group described feeling empowered by the information that they had

acquired in the process of their participation in the research project and

bemoaned the circumstances of their less informed colleagues.

Paula summed it up well, seeming to incorporate the feelings of the group in

one of her concluding statements.

*Paula: Yes, it's Paula, I think we need to look at the emphasis

of education in two ways, I think the formal education tools that

are offered through our education centres and through the

preceptor programs and these sort of things and we do have

quite a bit of workplace sexual harassment, just workplace

harassment, and discrimination those types of things coming

through, but I think it is extremely important that the informal

side of this education is taken up by those of us who are in a

situation where you have got examples or where you can make

sure that your advocacy role actually just doesn't encompass a

patient or their experience through the departments but also the

advocacy role you've got for your junior staff. I think if you see

something that is happening that they may or may not recognise

as being a situation it is our responsibility to say 'are you aware

that that doesn't have to be taken at face value'? If you are

comfortable with it that's fine but if you are getting out of your
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depth or are uncomfortable there are things you can do. I think

everyone of us should be looking at that as part of our

professional role. (Metropolitan, hospital-based, an RN for 14

years)

Conclusion

This chapter details the antecedent conditions associated with harassment for

individual RNs and the nursing profession as described by the interview and

focus group participants. The silence that surrounds the problem of sex-

based and sexual harassment, the lack of professional support and education

as well as the perpetuation of stereotypes and myths, have been highlighted

by the informants as particularly problematic. Despite extensive research

(particularly overseas), national and international media attention and

onerous legal sanctions, these RNs describe a level of misunderstanding and

maybe even disinterest amongst the nursing profession. Somehow these

nurses have been unable to translate the plethora of available information to

themselves or apply it to the Australian health care workplace.



Chapter 8

Conclusions

This thesis explores and analyses the issues associated with sex-based and

sexual harassment as perceived and described by Australian Registered

Nurses. The propositions developed for the analysis of the data focused o n

the ideation:

i) that the experience of defining and labelling harassment

varied with individuals;

ii) that the recognition of harassment is complex and is part of a

process that includes both an individual and social context

component;

iii) that there are different types and characteristics of harassers;

iv) that there are rationalisations used by recipients of

harassment that contribute to the lack of assertive responses;

and

v) that there are powerful 'political' consequences to the

experience of harassment for individual nurses as well as

the nursing profession.

The survey

These propositions provide a basis for interpreting the results arising from

this study. Phase I of this study found that sex-based and sexual harassment

is widespread in the workplace. More women than men are victims of

harassment. More of the harassers are men and the most common form of

unwanted sexual attention in the health care workplace is unwanted sexual

teasing, jokes, remarks or questions. When actually confronted with a

186
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harassing situation only seven percent of these Australian respondents took

formal action.

Important to this research project, is the finding that less than 16% of the

survey questionnaire respondents agreed that uninvited and unwanted

sexual attention was a problem where they worked. The survey found that

although assertive, direct, but informal responses to harassment would be

most effective in theory, only half of the respondents elected to use these

responses when confronted. The more likely response was to ignore the

harassment or avoid the harasser.

The survey questionnaire portrayed some inexplicable findings and two of

these problems were identified and targeted for further study through the

interview process. Although two out of three respondents reported

experiencing sexual harassment in the workplace, almost three out of four

stated that uninvited and unwanted sexual attention was not a problem

where the respondents work(ed). In addition, although telling the person to

stop was identified as an effective deterrent by almost all respondents when

dealing in the abstract, only half used this strategy when actually confronted

with unwanted sexual attention. These findings are similar to studies

conducted overseas (US MSPB 1981; US MSPB 1988). These findings seem

incongruous and inconsistent. What do the interviews tell us about these

two problems?

The interviews

The purpose of the in-depth interviews described and analysed in this study

was to explore the interactional context surrounding sex-based and sexual

harassment. These in-depth interviews constituted an effort to recognise

and understand the complex social interactions associated with the R N

informants' experiences with harassment in order to build awareness and a

richer understanding of the issues (Taft 1987). The interviews were based on
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the premise that sex-based and sexual harassment is a socially constructed

symbolic interaction.

For these participants to construct a meaning for their harassing interaction,

much of their efforts needed to be directed toward minimising it or

explaining it away as not harassment. They rarely labelled unwanted and

unwelcome sexual attention as sex-based and sexual harassment. When they

did recognise 'something was amiss', they were usually overloaded with

emotional and physical responses. In the midst of personal physical and

emotional anguish they were quick to develop rationalisations to explain

their own behaviour as well as the behaviour of the harasser. Powerful

entrenched socially constructed stereotypes provided a necessary framework

to support the RNs' explanations. The context for this interaction was

almost always unsupportive and silent. Possible strategies and appropriate

tools to use when confronted with harassment were not part of the nurses'

armamentarium. The ultimate goal seemed to be to label and recognise the

phenomenon in a way that 'it' was not a problem.

Analysing sex-based and sexual harassment from a symbolic interactionist

perspective enables an understanding of how important it is that any

interventions to reduce and eliminate harassment be based on what is

known about the interactions between the harassed and the harasser. For

instance, the interview informants suggested that they had chosen to ignore

or discount most of the incidents of harassment. Additionally these

informants experienced difficulty with labelling most harassment or even

regarding it as serious. With other incidents the harassed described being

repulsed, petrified or horrified. Through the use of a symbolic interactionist

lens it is clear that not all incidents of harassment are of equal quality or in

many cases that they even have many common characteristics. The

incidents of harassment, as well as the context in which they occur, vary

greatly with the individual harasser as well as the harassed.



189

The interactions between the harassed and harasser are far more than an

unwanted, inappropriate touch or word. The harassed is confronted with a

plethora of interpretations of the event. 'But, this is my boss?' 'Friend?'

'Work colleague?' 'Oh, they didn't mean it'. 'It was an accident'. 'It really

didn't happen'. ' I feel sick'. ' Scared'. 'Mad'. 'How dare they?' 'How could

they?' 'Why did they?' 'I better do something about it'. 'I better not do

something about it'. ' Somebody better do something about it'. And more.

Many roles and stereotypes are used to explain the harassing behaviour. Few

of these roles and stereotypes are linked to contemporary nursing roles, but

are more often associated with dated and entrenched thinking of earlier,

maybe simpler social times. Nurses themselves may have moved beyond

the myth of handmaiden, sex goddess and mother, but still seem to be in the

process of reinventing or reconstructing themselves.

Furthermore, this construction of the event takes place in an organisation

that seems disinterested in reducing or eliminating harassment and with a

hierarchy, the members of which are viewed as unlikely to support the

harassed. No one has provided these informants with education, tools or

strategies to deal with this confusing social disease. The confusion that

surrounds the individual recipient of harassment seems to exist at an

organisational level also. Organisational policies and procedures do not

seem appropriate or 'user friendly' to the RNs in this study. Few use them.

Social issues

Chapters 6 and 7 detail an investigation of the social origins of harassment

and highlight the difficulty these informants had in identifying an instance

of harassment and responding quickly and appropriately. In fact, they found

that process to be very difficult, and one would suspect that others who are

harassed would find it likewise. It is difficult because the harassed are

confused, 'is this or isn't this?' Often, finding the answer to this question

takes considerable time and involves challenging previous assumptions
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about behaviour. Recognition comes slowly and therefore implementation

of 'expert' or 'appropriate' responses may not necessarily follow. In other

words the harassing incident happens, then the harassed must pause and

make sense of it. It seems that it is not the incident itself that is important,

but how to make sense of it. One harassed person will report an incident,

another will ignore a similar one, depending on how they interpret and

make sense of the incident.

A response to harassment is dependent on the timeliness of the

interpretation and meaning applied to the incident by not only the harassed

but also the harasser. It is also dependent on the knowledge and experience

of the harassed. The response is associated with gender, power,

employer/employee relations. There seems to be little consensus about an

identifiable phenomenon. It seems sexual harassment is, as Stockdale and

Hope describe a 'messy' concept (1997:355). Harassment challenges the way

in which individuals think about themselves and others. It is a problem that

can be understood only while considering the contextual issues that affect the

way harassment is constructed as a personal and social issue with

consequences that are not static, but continuing to evolve and change. It is

far more complicated than a reaction to a stimulus.

The informants have identified many reasons why this is so for them. In

many ways they have identified certain roles they and the harasser are

expected to fulfil. These roles are powerful and support the way RNs view

themselves. They are difficult to change and are rarely identified and

discussed in the workplace. In addition, western society has given the role

and responsibility for social relationships largely to women. Since most of

the (informant) RNs were female, these dual roles would place a heavy

burden on the harassed.

For these RN informants the experience of sex-based and sexual harassment

in the workplace was more closely linked to the male and female roles than
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any other role. Although the employer/employee relationship, the

doctor/nurse relationship and other roles were a part of the interaction, the

meanings that these informants attached to their roles as women was the

most imperative. During the interview process these informants would be

describing their behaviour as a nurse, employee or work mate, but would

return or revert to their most familiar and comfortable base, 'female' and

'male', 'women' and 'men'.

The public furore amongst prominent feminists in the public media adds

unsettling elements to the already confusing situation. Encouraging the

notion that the harassed are somehow responsible for being harassed is a

discouraging message in the current workplace environment, especially

when that message comes from other women. The ultimate outcome of the

high visibility Clinton investigation will surely impact on the way the

western world views harassment and the abuse of power.

Organisational issues

Few would argue with the idea that structural forces are in place that impact

on sex-based and sexual harassment. Men are in decision making roles in

most organisations, the legal system is predominantly male oriented, and

our university hierarchies are male dominated. Health care organisations

are lead largely by male executives and medical practitioners. The scarcity of

females in these roles contributes to a lack of understanding of the scope and

impact of sexual harassment in the health care workplace. These structures

must change to achieve a reduction or elimination of harassment in the

workplace.

The current desire not merely to tolerate diversity in the workplace but to

welcome it should help attenuate some of the entrenched patriarchal value

system. Cultural and social diversity can work slowly to open up patterns of

employment and work practices to new and more open ways of thinking.

Legislation to this end should be supported and any effort to reduce or
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restrict diversity in the work place should be exposed for what it will mean to

women and men at work.

The symbolic interactions described here between the harassed and the

harasser have made it clear that there are other issues to consider in addition

to the structural forces. The informants have identified workplace

behaviours or clues that are closely associated with harassment. These

included a wide variety of behaviours that alone seem innocuous enough,

but in certain contexts preceded harassment. The invasion of one's personal

space, behaviour that is deliberate or planned and overly friendly behaviour

are three of the features described by the informants. On other occasions

harassment was preceded or accompanied by a lack of respect or occurred in a

sexualised workplace where innuendoes and inappropriate jokes were

common. At other times the harassed identified the social, cultural or

organisational power differentials that existed in the workplace and how

they influenced the recognition of harassment. In addition, the informants

described how sometimes their own recognition system failed and they then

had to rely on the confirmation of colleagues in the workplace to label

harassment properly. Sometimes there were no clues and still at other times

harassment itself was not recognised at all.

Without the interactionist, interpretive perspective identified here, effective

policies, strategies and remedial education are limited and will remain less

than adequate. What is currently in place in the health care system is clearly

inappropriate, inadequate and misguided. It is not enough. Sex-based and

sexual harassment is widespread in health care. Education must be specific

and based not only on structural impediments to a positive workplace

atmosphere, but also on the interactive information as conveyed by the

harassed. Awareness must be increased with the inclusion of information

about how harassment is recognised and labelled by the harassed. It is

known that harassment is context related and may be harassment in some

instances and not in others; recognised and labelled as such by some
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individuals and not others. Also it is known that behaviour that was

overlooked in the past, such as sexual teasing or gender related name-calling,

is now considered harassment. There is good reason to believe that the

definition will probably continue to change with the changing workplace and

less gender specific occupations.

Legal issues

The informants identified another dilemma they faced when confronted

with harassment. At some level all informants seemed to be aware that

harassment at least made them very uncomfortable or was bothersome to

them and was probably harassment and 'illegal'. But they seemed to be

saying that acknowledging sex-based and sexual harassment as illegal placed

it into another, more frightening arena. It is no longer an irritating or rude

interpersonal behaviour, but an unlawful act that carries heavy penalties and

at a minimum, probably significant personal or professional embarrassment

for the harassed as well as the harasser. A simple verbal retort is no longer

such a simple response. The informants described the moments of

harassment as fraught with confusion. 'Is this really harassment?' 'Or is

everything OK?' 'Am I over-reacting?' 'If I label this as harassment will I

have to back up that claim?' 'Will it be my word against his?'

These informants confirmed the notion that although sex-based and sexual

harassment is 'against the law', the behaviours identified as harassing still

occurred in the work place with some regularity. Although harassment is

against the letter of the law, it is clearly not yet perceived to be against the

social 'laws' or norms found in health care workplaces. Although some of

the harassment described by these informants happened in the past, the

situational dynamics surrounding the incident were very clear, as if the

behaviour had occurred quite recently. Because of considerable publicity

regarding the increasingly onerous legal consequences of harassment, these

informants seemed to need to view harassment as 'not a problem' and not

an actionable offence.
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Professional issues

These informants seemed reluctant to 'blame' the harasser, rather they

excused and rationalised behaviours, and if anyone was to blame they

themselves seemed to believe that it was most likely the harassed at fault.

They believed that their colleagues and health care supervisors would blame

them also. Their experiences seemed to reinforce the notion that they had

either encouraged harassment or they deserved it or, at the very least, should

have expected it. To be useful and effective, policies to eradicate harassment

must be cognisant of the interactional dynamics of these rationalisations and

self-blame.

The professional silence that surrounds sex-based and sexual harassment was

evident in almost all interviews and the focus group interview discussions.

The dearth of Australian professional research on the topic is revealing. The

frequency of sex-based or gender-based harassment (intimidation,

paternalism, sexual jokes, stereotypical comments) would indicate that

special emphasis on this kind of harassment will be necessary. It was not

brought up in the interviews as frequently as suggested in the survey

indicating probably that it is not talked about in the workplace either. This

silence, of course, would limit discussion, reporting and strategy

development.

Themes identified

Considering the social, organisational, legal and professional issues discussed

above, two important overarching themes can be identified in the interview

discourse. These informants seem to have constructed a way to think about

and deal with their experiences of harassment. The first is the inability or

unwillingness for these informants to recognise and to label sex-based and

sexual harassment as harassment. These informants seem to say:
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'Not calling a thing by its name, means it's not a problem'.

The second major theme is that for Australian RNs there is little, if any,

reason for discussion or education about harassment because this invisible

silent 'thing' is not a problem. And further, action is not necessary where

there is no problem. These informants seem to say,

'It's not a problem, so nothing needs to be done about it'

It would seem that these two themes act to restrain informants from

understanding for themselves, and conveying meaning and explanation to

others, regarding certain aspects of their experiences with sex-based and

sexual harassment. It is important to analyse these two themes in light of

what else is known about their meaning.

'Not calling a thing by its name, means it's not a problem'

Despite a plethora of research on sexual harassment over the last 20 years,

little progress has been made in providing a language that helps the

informants who participated in this study to express their experiences

adequately. This means that not only do these RNs struggle to understand

and interpret their experiences but also others are unable to understand such

experiences either. Although much disputed amongst linguists, Ramsay

(1995) discusses the well known hypothesis that language itself shapes our

perceptions of reality. She stresses the idea that language determines not just

how things are thought about, but even how they are conceived.

Naming is political and the labels attached to activities establish and justify

their social worth, according to DeVault (1990). She also notes the

inadequate language that exists when discussing certain issues particularly

issues of importance to women. DeVault notes that 'man-made' language is

unlikely to serve women well when discussions occur between women. She

found in her own research that she had to give up the search for a single
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word that was descriptive of her informants' experience and instead needed

to concentrate on producing a fuller understanding of the topic rather than

reducing the experiences to a word.

The interviews conducted in this study highlight and support these views in

several ways. One area where this is evident occurred early in the interview

analysis when the RN informants struggled with describing what is not
harassment. These informants seemed to know when the line had been

crossed from friendly, appropriate and acceptable workplace banter into the

inappropriate and unfriendly behaviour of sex-based and sexual harassment,

but they had great difficulty putting their thinking into words. Another area

is the struggle that was apparent when the informants discussed the various

ways they labelled and recognised that harassment was imminent.

These areas seemed to be new territory for them and their ability to express

their experiences and the meanings associated with the various categories

was difficult. Words failed these RNs. Somehow women have yet to

develop or have yet to learn the words or language that will help in their

recognition and labelling of harassment. What is available to these

informants is inadequate for their needs. Kidder, Lafeur, and Wells (1995)

suggest the importance of words, names and developing categories so that

women can recognise and recall harassment episodes with less shame, guilt,

or embarrassment. They note that much has been learned about covert

racism and how expressions and actions that were not previously recognised

as destructive are now more widely understood.

The focus-group-interview-participants emphasised similar reactions

following their review of the manuscript which described their harassment

experiences, and the subsequent analysis and discussion. They expressed

incredulousness that there could be any doubt that their experiences were

sexual harassment and readily admitted that they obviously were having

trouble saying so. By reviewing the interviews they could also see how the
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actions or inactions of the harassed and the harasser were generally poorly

understood and could be destructive personally and professionally.

Ramsay (1995) explored the absence of language available to women in

management when describing exactly what men do to women in the

workplace to maintain their dominant strategic power and position. This

would have relevance to these RN informants in the workplace, particularly

in the area of labelling and recognising harassment. Ramsay concludes that

women in management must be provided appropriate and sufficient forums

to develop a language that is specific and clear to achieve a changed

workplace. Women have not found current business and organisational

language adequate to convey clear meaning to the experience of sexual

harassment. What the harassed cannot explain to themselves, they certainly

will be unable to explain to others.

Hawkins and Tiedeman (1975) in their discussion about deviance describe

the labelling process that is so important to the interviews discussed here.

They believe the series of steps involved in the labelling process begin with

the behaviour becoming visible. This is usually followed by recognition or

the application of certain characteristics to the behaviour. This recognition

step assists in the organisation of a number of events into some kind of

pattern that permits an explanation of the event by the observer. The process

usually concludes with some form of attribution of intent or degree of

deviance from 'normal' and finally a decision on the true nature of the

'transgressor'. Applying Hawkins and Tiedeman's labelling process to this

research is useful and assists in further understanding of the experiences of

these informants.

When applied to episodes of sex-based and sexual harassment such as those

described in this study, the first two steps in the Hawkins and Tiederman

labelling process are similar to the precursors or landmarks that alert the R N

that harassment is imminent. These would include events or behaviour
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such as the invasion of space, confirmation from others, lack of respect,

deliberate nature of behaviour, overly friendly behaviour, perceived power

or control and the sexualised workplace. There is little reason to believe that

one of these behaviours or events occurs in isolation, but more likely two or

more occur sequentially or concurrently. The harasser often becomes visible

through one or more of the behaviours on the 'list' which allows the

harassed to begin to label and recognise the behaviour. The first three major

categories, labelling the event of harassment, recognising the harassment

and classifying the harasser adapt well to the labelling process as described by

Hawkins and Tiedeman.

'It's not a problem, so nothing needs to be done about it'.

There are many uncomfortable decisions and actions necessary if the

harassed correctly label unwelcome sexualised behaviour as sexual

harassment. After all, the harassed know that sexual harassment is so

serious that society has made certain that it is 'against the law'. If correctly

labelled, the behaviour then becomes a problem and problems need to be

confronted and action 'really should' take place. Unfortunately for the

harassed if sexual harassment is correctly labelled, there are consequences if

they ignore the problem and equally difficult, there are consequences if they

confront and take action because of it. Would it not be 'easier' just to avoid

labelling this behaviour as a problem?

Dan, Pinsof and Riggs (1995) when interviewing U.S. RNs regarding

harassment suggest the responses of RNs needs further study. They

questioned the adequacy of current information on the effects of direct

confrontation, the preferred response when speaking in the abstract. The

consequences of confrontation are problematical for most harassed women.

Dan's informants suggested that sexual harassment must become more

visible and more acceptable to discuss if the current workplace is ever to

improve and be harassment free. The informants here seem to be saying the
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same thing, identifying the absence of education and support from colleagues

and employers as part of the problem.

These informants describe an unsupportive and silent workplace as well as

profession. Consequences of assertive and direct action when confronted

with sexual harassment are nebulous at best under the circumstances

described by these informants. Despite their own discomfort and angst, they

felt abandoned, fearful and alone, not a good frame of reference for assertive

action. For these informants there existed an articulate and almost

passionate revulsion to the experience of harassment. Yet harassment

evoked a passive inaction and what seems to be an almost disinterested

response.

Emerson (1978) in her discussion of labelling and deviance suggests a further

explanation for this apparently inexplicable situation. She notes that social

interactions have intrinsic properties that routinely bias negotiations toward

'nothing unusual' is happening, thus inhibiting the application of deviant

labels. The tendency is to consider situations as normal rather than

abnormal or deviant. Participants in an interaction need to construct a

perspective in order to deal with it. Emerson suggests that the (human)

tendency is not to find something wrong, but rather to believe that

everything is normal. There are several issues at stake should something

unusual be happening or if behaviour is labelled as deviant or unusual. One

might be challenged about their view or might be held responsible

somehow. Importantly, certainly a reaction or response might be expected,

should something be wrong.

The idea that most people expect to be treated respectfully, to act in an

expected way or role and to be able to anticipate with some certainty that the

workplace is safe and predictable is antithetical to the experiences of these

informants when confronted with harassment. Emerson's (1978) view that

the more difficult it is to assure oneself that 'nothing unusual' is happening,
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or to use the prevailing conceptual scheme to make sense of a social

situation, the more chaotic and confusing the outcome. This seems to fit

with the actions or inactions of the informants in this study as they

rationalised their behaviour after encountering harassment.

Another factor associated with '...doing anything about it' (the problem) is

the meaning that society, through the media, has attached to the words sex-

based and sexual harassment. On the one hand, the media sensationalise the

issue causing people to link these powerful words with the courts, litigation

and a few high visibility financial settlements. Not only are the issues often

sensationalised, but also by necessity the media deal with the issues

superficially and generally. On the other hand, RNs in this study failed to

see the efforts of most large organisations to promulgate policies and

procedures regarding harassment. They also seemed able to assiduously

disassociate themselves from the media hype. Further, they certainly did not

see the issue taken up by their professional journals, or present in their

educational curriculum, or on the agenda of any workplace meeting.

Additionally, these informants were very clear that they did not envision a

supportive profession or workplace.

The problems associated with labelling and of silence and the absence of

adequate language for these informants compounds the problems associated

with interpreting and finding meaning for the experience of the harassed.

Not only are they talking about a high impact experience, but also they

struggled with words, descriptions, embarrassment and fear. Coupled with

the silence that surrounds this workplace problem, it is not unexpected that

these RNs struggled with making sense of their experiences.

It can be no surprise that, given their professional and workplace experiences

with sexual harassment, these informants were unwilling to call their

experiences a problem. Not only were these experiences often unexpected,

but also they were accompanied by confusion and a plethora of physical and
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emotional responses. What were the advantages of calling their experiences

a problem? 'Not calling a thing by its name, means it's not a problem'.

Problems need solutions and any solution to this problem had unwelcome

consequences. It followed then that 'there is no problem, so nothing needs to

be done about it'.

Implications for policy and change

Many of the implications associated with this research project are not new.

What may be new is the imperative to act. After exploring the issues

associated with sexual harassment and Registered Nurses, it is evident that

much work remains to be done to rid the Australian health care workplace

of sex-based and sexual harassment. This research has confirmed the

seriousness of the problem. This research has also identified the unmet need

for extensive education throughout the health care professions. According to

these nurses what is presently occurring is inadequate. Education must begin

in the university and in allied health programs that spawn our health

professionals. It must continue in individual workplaces throughout

Australia and be conducted on a regular basis by knowledgeable people. Open

discussion amongst and between professional groups is essential as an initial

step in the educational process.

The interactions between the harassed and the harasser described here

indicate a number of clues that warn of the possibility of impending

harassment. Specific educational efforts must include these clues of

recognition. As well, the informants have identified various classifications

of harassers and harassment that must also be included. Cultural and social

forces in play must be clearly identified for a comprehensive educational

approach to be successful. The level of consciousness must be raised

deliberately and purposefully. All employees and visiting consultants to the

health care workplace must be required to participate in educational

programs or jeopardise their privilege to work in Australian health care

organisations.
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The basic premise of education must be based on the widespread occurrences

of harassment and the dearth of organisational or professional information

available to nurses. The popular media seem relentless in their coverage of

sex-based and sexual harassment but that same interest is not transferred to

health care professional literature. Also, inexplicably, the information is not

transferred into the individual RN's workplace. The starting point for

education must be at the most basic level of information about harassment

and proceed to the more complex social, cultural and interactional issues

identified here. Research and publication on the topic must be encouraged

and financially supported.

The importance of talking and listening have been identified as a successful

strategy in understanding the complexities of sex-based and sexual

harassment. The harassed need to be encouraged to talk about their

experiences. Their story will support the literature and conclusions made

here. Talking and listening in an interactive educational mode is a powerful

tool that is underutilised in the health care workplace. Role playing and

group interaction are the teaching methods of choice when dealing with

adult learners. The lessons learned in this research project should be a

convincing argument in support of this approach to the current problems of

inadequate education.

First line supervisors to the executive level of an organisation must be fully

informed about sex-based and sexual harassment. There must be an

organisational will to eliminate harassment. Managers must be informed

about responses and consequences to episodes of harassment and educated

about how to short-circuit inappropriate sexual attention in the workplace in

an effective manner. Without sophisticated, assertive strategies based on

sound interpersonal skills, supported by solid, zero tolerance organisational

policies, harassment will continue unrecognised and unabated.
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Health care managers need to include sound knowledge of interpersonal

strategies that assist the harassed in developing and using assertive,

confrontive strategies. This is an important strategy to provide to employees

in an effort to reverse costly organisational turnover. This and other

research suggests that rather than there being many harassers, one harasser

harasses often. It would make more sense to drive a single harasser from an

organisation rather than the many who have been harassed. Managers need

to be aware of the trend for the harasser to stay in their current position and

for the harassed either to leave the organisation or be reassigned elsewhere.

This is clearly an unfair and costly outcome. These are expensive

consequences in organisations, especially financially challenged health care

organisations.

Structural changes must continue. Efforts to encourage a gender balanced

executive and management level in all organisations is essential for long-

term change. This is particularly true for an employer of a mostly female

workforce such as exists in health care organisations. This has to be one of

the most entrenched and difficult changes to suggest and action. Mentoring

and leadership programs to encourage and develop women who show

potential and interest have been introduced in other businesses and some

universities. Little is heard about such programs in the health care industry.

Organisations and women should be encouraged to develop to their fullest

potential. Changing the gender balance in male dominated health care

management as well as female dominated nursing may alter the professional

dynamics in positive ways.

The education of health care professionals must keep pace with the new

knowledge regarding professional interpersonal relations and issues of

harassment. Every health care professional undergraduate educational

program across Australia should be required to demonstrate compliance

with this expectation as part of their accreditation process. Few informants
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described even the most cursory educational efforts regarding sex-based and

sexual harassment in their undergraduate or post graduate educational

programs. This expectation should be added as a matter of urgency to begin

the process of change.

Registered Nurses must take responsibility for changing the workplace. As

the largest group of health professionals, Registered Nurses by their sheer

numbers can have a significant impact and influence on the health care

workplace. They must use their power decisively to assert their right to a

harassment free workplace. When confronted with inappropriate behaviour

they must act and, importantly, they must be supported when they do so.

Courage to act will come when support becomes evident. An increased

utilisation of formal complaint procedures should act as a deterrent.

The responsibility for change in this area belongs to the various professional

nursing and labour associations. Also, and importantly, the nurse executives

must take a leadership role in affecting change in the workplace and among

individual Registered Nurses. The high visibility and executive placement

that is associated with the ranking nurse in today's health facilities places

them in a powerful position to act as a change agent. Armed with

contemporary research and the appropriate resolve, the 'critical mass' is

more than available to affect change in the workplace. The media needs to

be monitored by all Registered Nurses to assure that nurses and nursing are

portrayed in positive ways. Media outlets which perpetuate inappropriate

stereotypical portrayals should feel the economic sanctions of a large

contingent of its customer base.

Also, all men associated with the health care arena must assume

responsibility for educating themselves and their male colleagues in issues

associated with harassment. The information generated from this research

project clearly implicates the role of men in the problems of harassment.

Most harassers are men and they must seek ways to reduce the ignorance
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that usually generates inappropriate and unacceptable behaviours in the

workplace. Professional accountability must include punishment or penalty

where behaviour is repeated and unrepentant. This complex issue is a

problem not only for women but also for society, both women and men.

The implications of this study on the experiences of all women can only be

conjecture. All women were not included as participants in this study.

However, by focussing on one particular profession and searching broadly

and deeply it would seem reasonable to assume that some, if not many of

these discoveries, could apply to other women and workplaces. Some of the

issues uncovered here could, at the very least, be used as a base for

developing a similar focus on other large groups of working women.

Future research

The last implication is the clear need for further research. Little has been

done to remove the shroud of secrecy and silence that surrounds the

Australian health care workplace. Comparative studies across cultures and

countries could yield important information about alternative or improved

strategies to reduce harassment in the workplace. Effective strategies to

change stubborn structural factors could develop through such comparative

studies. Knowledge about the Australian context and its social and cultural

idiosyncrasies as they relate to harassment are insufficiently understood.

This study only hints at the possibilities that might exist. A longitudinal

study which maps out correlations between increased public awareness and

increased formal complaints could yield important data.

This research project necessarily excluded, in large part, the experiences of

men who are harassed. We need to know more about the experiences of

harassed men, not only to explore those issues, but hopefully to shed more

light on the more common experiences of harassed women. With the slow

but steady increase in the numbers of men in nursing and the similar
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increase of women in management, this area of study may be currently

changing and important to a fuller understanding.

Despite some progress in identifying responses of the harassed, this area

continues to need focussed study. The presence or absence of action occurs

amidst numerous, confusing and painful 'responses'. This study has

expanded on what is already known, but it is necessary to know more about

issues associated with how and why the harassed respond as they do.

Although the numbers in certain variables were small, and thus to be

viewed with caution, there were tantalising hints in this study that some

categories of harassers may respond differently than others to assertive

strategies. This could be important if further study supported this view.

Lastly, society would benefit by more attention and research into issues

surrounding the harasser. The insights generated here by these informants

highlight the importance for researchers to explore the other perspective of

the harassment issue. This is a difficult area to access, but definitely worthy of

exploration and study. What do the harassers say about ways to reduce and

eradicate harassment from the workplace? The attitudes of the harasser and

the justifications that they might use to explain the harassing behaviour

would be useful in the study of harassment. The harassers are difficult to

identify and have little incentive to participate in self-analysis and research

about sex-based and sexual harassment. More effort must be expended on

explaining harassment from the perspective and insight of the harasser.
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