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a b s t r a c t
Purpose: One in four women veteran patients report experiencing sexual and gender harassment when attending the
Veterans Health Administration (VA) for health care. Bystander interventiondtraining community members how to
intervene when witnessing inappropriate behaviorsdis a common approach for addressing harassment in school and
military settings. We evaluated implementation of a VA harassment awareness and bystander intervention training that
teaches health care staff how to identify and intervene in the harassment of women veteran patients.
Methods: Participants included 180 VA staff, including both providers and administrative staff from one VA state health
care system, who participated in harassment training during the ﬁrst year of implementation. Pretest and post-test
evaluation surveys included questions on acceptability of training length and relevance, staff experiences with
harassment, perceptions of the training, and four short-term attitudinal outcomes: awareness of harassment, barriers to
intervening, self-efﬁcacy for intervening, and intentions to intervene.
Results: At pretest, most staff reported witnessing harassment, yet fewer than one-half had intervened. By post-test,
staff reported signiﬁcantly decreased barriers to intervening and increased awareness, self-efﬁcacy, and intentions to
intervene. Belief that harassment is a problem increased from 42.4% to 75.0%. The majority of staff found the training
relevant and appropriate in length. Staff felt the most useful aspects of the training were learning how to intervene,
group discussion, effective facilitation, and information on harassment.
Conclusions: We found that a bystander approach was acceptable to health care staff and efﬁcacious on short-term outcomes. Bystander intervention may be a promising strategy to address harassment among patients in medical facilities.
Published by Elsevier Inc. on behalf of Jacobs Institute of Women's Health.
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Although harassment has received signiﬁcant recent attention due to the #MeToo movement, the Veterans Health
Administration (VA) has spent the past few years addressing a
speciﬁc type of harassmentdharassment of women veteran
patients attending VA for health care. Women are the fastest
growing segment of veterans (National Center for Veterans
Analysis and Statistics, 2017), with almost one-half of a million
women veterans using VA health care in ﬁscal 2015 (National
Center for Veterans Analysis and Statistics, 2017). A recent survey of women veterans at 12 sites nationwide revealed that one
in four experienced harassment on VA grounds (Klap et al., 2019).
Although harassment from patients toward staff is a common
problem in health care settings (Lanctot & Guay, 2014), this study
found high rates of patients experiencing harassment from other
patients.
Although harassment is associated with several negative
outcomes for women, the VA recognized that harassment could
have particular consequences for women veteran patients.
Experiencing harassment in public is associated with increased
anxiety, lower perceived safety, body shame, monitored clothing
and appearance, increased fear of sexual assault, and avoidance
of public spaces (Bastomski & Smith, 2017; Davidson, Butchko,
Robbins, Sherd, & Gervais, 2016; Davidson, Gervais, & Sherd,
2015; Fairchild & Rudman, 2008; Macmillan, Nierobisz, &
Welsh, 2000). Women veterans who reported experiencing
harassment at VA indicated feeling less safe and welcome at VA,
decreased access to and engagement with VA health care, and
decreased patient satisfaction (Klap et al., 2019; Klap & Golden,
2018). Of signiﬁcant concern, veterans who reported experiencing harassment at VA were more likely to indicate intentionally delaying or missing health care appointments (Klap
et al., 2019). Creating a VA environment free from harassment
is particularly critical, because approximately 38% of women
veterans and active-duty military service members indicate
experiencing military sexual trauma, which may include
repeated harassment or assault (Wilson, 2018). Women with
military sexual trauma histories have higher odds of reporting
harassment at VA and missing care to avoid interactions with
other veterans (Klap et al., 2019; Shipherd, Darling, Klap, Rose, &
Yano, 2018).
After ﬁndings about harassment of women veterans were
presented to VA leadership, the VA developed a national End
Harassment Workgroup to better understand harassment at the
VA and determine best practices for addressing harassment. The
Workgroup focused on two forms of patient harassment: Unwanted sexual attention (“expressions of romantic or sexual interest that are unwelcome, unreciprocated, and offensive to the
recipient”; Leskinen, Cortina, & Kabat, 2011, p. 26) and gender
harassment (behaviors that convey insulting, hostile, or
degrading attitudes about women; Fitzgerald, Gelfand, &
Drasgow, 1995). Notably, women veterans reported a unique
form of gender harassment: men questioning women’s veteran
status by making statements that imply women do not belong at
the VA or are not veterans (Klap et al., 2019). Additionally, VA
Women’s Health Services supported efforts to identify evidencebased ways to address patient harassment. These efforts
included discussion groups with men and women veterans,
stakeholder interviews with VA health care workers, reviewing
evidence-based programs outside of VA, and hosting an expert
panel (Dyer et al., 2019; Klap et al., 2019; Klap & Golden, 2018).
As ﬁrst steps toward decreasing harassment, the VA in 2017
began rolling out staff trainings across facilities to raise awareness about harassment and teach bystander intervention
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strategies and launched a VA-wide social marketing campaign
(e.g., posters aimed at culture change). Bystander interventions
are an evidenced-based approach to preventing interpersonal
violence by encouraging observers and community members to
intervene (Banyard, 2015). In schools, bystander trainings have
been found to be effective for increasing students’ intervening
behaviors and decreasing sexual violence and harassment (Coker
et al., 2017; Jouriles, Krauss, Vu, Banyard, & McDonald, 2018; Katz
& Moore, 2013; Kettrey & Marx, 2019). Bystander programs have
also been successfully tailored to military settings (Orchowski,
Berry-Caban, Prisock, Borsari, & Kazemi, 2018). However, we
are not aware of any bystander trainings that have been evaluated for decreasing harassment in the VA or other health care
settings.
This study evaluates a VA harassment awareness and
bystander training during the ﬁrst year of implementation
within one state VA health care system. Our ﬁrst aim was to
assess the frequency of staff experiences with witnessing,
intervening, and experiencing harassment. Given that VA staff
have reported barriers to intervening in observed harassment
(Klap et al., 2017), we hypothesized that staff would report
witnessing patient harassment, yet intervening in fewer situations. Second, to determine whether any groups of staff had
speciﬁc training needs, we examined whether pretest measures
differed by staff background characteristics. Given the lack of
research on health care staff intervening in harassment among
patients, we made no hypotheses how groups would differ.
Third, we aimed to assess training impacts on short-term attitudinal outcomes associated with intervening, including barriers
to intervening, awareness of harassment, self-efﬁcacy for intervening, and intentions to intervene (Burn, 2009; McMahon et al.,
2015). As a meta-analysis found that brief (20–60 minute) college bystander programs had signiﬁcant effects on beliefs and
attitudes, we expected VA training to improve short-term outcomes (Jouriles et al., 2018). Our fourth aim was to assess training
acceptability. We hypothesized that most staff would ﬁnd the
training relevant and of adequate length. Our ﬁfth, qualitative,
aim was to understand staff perceptions of the most useful or
important components of the training.
Methods
Study Design and Sample
We conducted a program evaluation during the ﬁrst year of
training using a pretest–post-test design. This quality improvement project received a determination of nonresearch from the
VA Connecticut Healthcare System Institutional Review Board.
Staff from three clinical centers within one statewide VA medical
system were invited to participate with the goal of training as
many staff as possible through routine mandatory staff meetings
and voluntary invited seminars. The Women Veterans Program
Manager contacted individual department heads and in some
cases was invited by department heads, who notiﬁed staff about
the training. Based on supervisor and trainer estimates,
approximately 285 staff attended one of the 14 trainings. The
majority of the trainings (9/14) occurred in ﬁscal 2018 at one
large VA medical center with 2,968 permanent employees. Thus,
approximately 5.1% of permanent employees were trained during the ﬁrst year of implementation at the main facility. Participation in the evaluation was anonymous and voluntary. Of the
285 staff who attended a training, 180 (63.2%) participated in the
evaluation, with 153 completing both pretests and post-tests.
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Although we do not have demographic information on those
who did not complete evaluation materials, a higher percentage
of staff chose to complete evaluation surveys during trainings
delivered to mental health staff (90.1%) than during trainings
delivered to primary care staff (53.7%) or at voluntary invited
seminars (30.4%).
Program Design
The VA End Harassment Training Workgroup1 developed the
“It’s Our Responsibility to End Harassment Staff Awareness
Training” to raise awareness of patient harassment and teach
bystander intervention strategies. The single-session 45- to 60 and Darley’s (1970) ﬁve-stage
minute training followed Latane
model for bystander intervention (i.e., notice, identify, recognize, know how, take action). The session provided information
on VA patient harassment (i.e., statistics, examples, consequences, deﬁnitions) and four options for intervening (i.e., the
four Ds) taken from the college bystander intervention literature:
directly intervening by saying something, providing a distraction,
delegating someone else to intervene, or delaying a response until
after the incident has occurred. Training also included group
discussions of harassment scenarios to allow staff to share
harassment experiences and problem solve how to intervene. All
trainings were conducted by one of the training developers (last
author) and focused roughly equal amounts of time on raising
awareness and teaching staff how to intervene. Harassment
scenarios were tailored to audience, roles, and work settings.
Conceptually, training staff how to identify and address unacceptable behaviors helps to change the VA culture over time by
teaching veterans acceptable behaviors and supporting women
veterans, thereby decreasing the incidence of harassment and
increasing women veterans’ safety and engagement at VA
(Figure 1).
Data Collection
Before trainings, staff were provided an information sheet
describing the evaluation and invited to participate. Staff who
agreed completed pretest surveys. Staff completed post-tests
immediately following the training or returned surveys by
interdepartmental mail. Pretests and post-tests were linked using unique identiﬁers preprinted on the surveys.
Measures
The evaluation survey consisted of open- and closed-ended
questions (Appendix). Because there were no existing measures of attitudes concerning intervening in patient harassment,
we identiﬁed relevant bystander measures for interpersonal
violence (described elsewhere in this article) and eliminated
items not relevant to patient harassment. We next used previously collected qualitative data from veterans and stakeholders
and expert feedback from VA’s Harassment Workgroup to
generate new items and adapt wording. We performed cognitive
interviews with four staff and piloted measures with 14 staff to
eliminate redundant or socially desirable items (e.g., items for
which all participants selected scale end points). Finally, we used
evaluation pretest data to perform a psychometric assessment of
internal consistency reliability and validity.
1
Members include Lynette Adams, Maggie Czarnogorski, Jane Driver, Angie
Fodor, Lana Frankenﬁeld, Jessica Keith, Laura Miller, Jenny Sitzer, and Dawne
Vogt.

At pretest only, we assessed demographics (age, gender, VA
position, previous service in the armed forces), prior training in
how to intervene in harassment (if any), and staff experiences
with harassment. Harassment of staff was assessed with one
item adapted from Klap et al. (2019) that asked how often staff
had personally experienced inappropriate or unwanted comments or behavior from veterans at VA in the prior year (never,
sometimes, usually, always). Experiences with witnessing patient harassment were assessed with two questions that asked
how often staff witnessed a man engage in either unwanted
sexual attention or gender harassment toward a woman veteran
in the prior year, from 0 (never) to 4 (10 times). Frequency of
intervening was assessed by asking staff who had witnessed
harassment how often they tried to intervene, from 0 (never) to 4
(10 times). Experience with harassment disclosures was
assessed with one question that asked how many times women
veterans had ever disclosed harassment to the staff member,
from 0 (never) to 4 (10 times). History of intervening was
assessed with one question asking whether staff believed they
ever had tried to intervene to stop harassment from happening
to a woman veteran at VA (never had an opportunity, yes, no).
We assessed four outcome measures at both pretest and posttest. Awareness of harassment was assessed with one item
adapted from the No Awareness Scale (Banyard, Moynihan,
Cares, & Warner, 2014) that asked whether staff believed
harassment of women veterans was a problem at this VA
(disagree, agree, don’t know). Barriers to intervening was
assessed with a 17-item scale adapted from Burn’s (2009) barriers to intervening scales. Staff answered how much they agreed
with each item on a Likert scale, from 1 (strongly disagree) to 5
(strongly agree). To assess self-efﬁcacy for intervening, we used a
seven-item scale modeled on the bystander Self-Efﬁcacy Scale
(Banyard, 2008). We used one item from Nickerson, Aloe,
Livingston, and Feeley (2014) and created six additional items
to cover a range of intervention strategies (directly intervening,
distracting, delegating, delaying). Participants answered how
certain they were that they could do each behavior on a scale
from 1 (can’t do) to 7 (completely certain). Intentions to intervene in patient harassment was assessed with three items, two
adapted from the Intent to Help Scale (Banyard, 2008; Banyard
et al., 2014) and one created for intervening in sexual harassment. Participants answered how likely they would be to intervene in each situation on a scale from 1 (not at all likely) to 5
(extremely likely). All survey items were modiﬁed or created to
address intervening in VA patient harassment.
At post-test only, we assessed training acceptability by asking
how staff perceived the training length (too short, just right, too
long) and relevance (not at all relevant, somewhat relevant,
moderately relevant, very relevant) as well as an open-ended
question on the most impactful or useful part of the training.
Data Analysis
Aim 1
We calculated frequencies to determine how often staff
experienced, witnessed, and intervened in harassment.
Aim 2
We ﬁrst used Cronbach’s alpha to assess internal reliability of
the adapted measures and correlations to assess for convergent
and discriminant validity. We then performed analyses of variance and Welch’s t tests to examine whether pretest measures
differed by baseline characteristics, including gender, age, staff
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Figure 1. Theoretical outcomes and impact of training Veterans Health Administration (VA) staff to intervene.

position, service history, or harassment experience (dichotomized as 0 ¼ none, 1 ¼ any harassment).
Aim 3
To assess changes in awareness (dichotomized as 0 ¼ don’t
know/disagree harassment is a problem, 1 ¼ agree), we used
McNemar’s c2 test with Cohen’s G (Cohen, 1988) for effect size
(0.05 ¼ small, 0.15 ¼ medium, 0.25 ¼ large). To assess changes in
continuous measures (barriers, self-efﬁcacy, intentions), we used
paired sample t tests with Cohen’s D (Cohen, 1988) for effect size
(0.20 ¼ small, 0.50 ¼ medium, 0.80 ¼ large). We used Moynihan,
Banyard, Arnold, Eckstein, and Stapleton’s (2010) criteria of þ1
standard deviation to indicate signiﬁcant improvement and 1
standard deviation to indicate signiﬁcant decline (a worsening of
attitudes which Moynihan et al., [2010] called “backlash”). We
further examined whether this impact varied by baseline characteristics using an N – 1 corrected c2 test, which corrects for
small cell sizes while retaining power to detect effects (Campbell,
2007).
Aim 4
We calculated frequencies to determine staff perceptions of
the training length and relevance.
Aim 5
Last, we conducted inductive thematic content analysis of the
open-ended question (which parts of the program staff found
most impactful or useful) with two coders using Hruschka et al.’s
(2004) method to ensure intercoder reliability. Coding continued
until reaching agreement on all codes.
Results
Baseline Staff Characteristics
Of the 180 staff who participated, roughly two-thirds were
women (Table 1). The majority were between the ages of 30 and
60. Around one-third were medical professionals (nurses or
physicians), one-third were mental health staff (psychologists),
and the rest were other employees. Approximately 15% had
served in the military.
Frequency of Staff Witnessing and Intervening in Harassment
At pretest, 66.1% of staff reported witnessing harassment of
women veterans in the prior 12 months, with more staff
observing unwanted sexual attention (i.e., sexual harassment)
than gender harassment (58.4% vs. 38.9%; Table 2). Staff who
witnessed harassment were most likely to report witnessing
harassment only once or twice in the prior year; 10% witnessed
unwanted sexual attention 10 or more times. Approximately
one-half of staff reported that women veterans told them

about experiencing harassment at the VA. The majority of staff
also personally experienced unwanted or inappropriate comments or behavior from veterans, with more women reporting
harassment than men (83.1% vs. 38.9%; odds ratio, 7.70; 95%
conﬁdence interval, 3.38–17.6). Yet, despite often witnessing
and hearing about patient harassment, at pretest only 42.4% of
staff believed that harassment of women veterans was a
problem at their facility. Women and men staff showed no
differences in the belief that harassment of women veterans
was a problem.
Only 32.2% of staff reported that they had ever intervened
in patient harassment, yet nearly 82% stated that they intervened in at least one situation when they had the opportunity
to do so (Figure 2). Notably, some staff who witnessed
harassment may not have believed they had an opportunity to
intervene. Out of the 119 people who reported witnessing
patient harassment in the past 12 months, 39.0% reported that
they had never before had an opportunity to intervene to stop
harassment.
Psychometric Analysis of Adapted Measures
Correlations among pretest measures and history of intervening conﬁrmed our adapted measures had good convergent
validity (Table 3). Intentions and self-efﬁcacy for intervening
were positively correlated with each other and negatively related
to barriers to intervening. Intentions and self-efﬁcacy were

Table 1
Demographic Characteristics of Bystander Training Participants
Variable
Employee sex
Women
Men
Unknown
Age (in years)
20–29
30–39
40–49
50–59
60
Unknown
Served in military
Type of position
Physician
Nursing
Mental health
Clinicians (not speciﬁed)
Trainee
Support staff
Administrative
Other
Unknown
Note. N ¼ 180.

N

%

118
36
26

65.6
20.0
14.4

18
57
34
45
18
8
27

10.0
31.7
18.9
25.0
10.0
4.4
15.0

14
42
54
15
8
8
7
9
23

7.8
23.3
30.0
8.3
4.4
4.4
3.9
5.0
12.8

324

M.R. Relyea et al. / Women's Health Issues 30-5 (2020) 320–329

Table 2
Prior Experiences with Patient Harassment among Staff Participants
Variable

1–2 Times

3–5 Times

6–9 Times

10 Times

73 (40.6%)
34 (18.9%)

47 (26.1%)
41 (22.8%)

28 (15.6%)
13 (7.2%)

12 (6.7%)
5 (2.8%)

18 (10.0%)
2 (1.1%)

108 (60.0%)
25 (13.9%)
88 (48.9%)
N
58
132

45 (25.0%)
32 (17.8%)
47 (26.1%)
%
32.2%
73.3%

18 (10.0%)
5 (2.8%)
18 (10.0%)

5 (2.8%)
1 (0.6%)
10 (5.6%)

2 (1.1%)
0 (0.0%)
14 (7.8%)

Never

Unwanted sexual attention in prior 12 months
Witnessed
Intervened when witnessed
Gender harassment in prior 12 months
Witnessed
Intervened when witnessed
Women veterans disclosed being harassed at VA
Ever intervened to stop patient harassment
Personally experienced harassment from patients
Abbreviation: VA, Veterans Health Administration.
Note: N ¼ 180.

positively correlated (and barriers negatively correlated) with
both prior year intervening and ever intervening. Awareness of
harassment was correlated with witnessing harassment,

intervening in the past year, and ever intervening. Discriminant
validity was also supported as intentions and self-efﬁcacy were
not correlated with awareness nor with witnessing harassment.

Figure 2. Veterans Health Administration (VA) staff experiences with witnessing and intervening in patient harassment.
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Table 3
Correlations Among Pretest Bystander Attitudes and Behaviors
Variable

1

1.
2.
3.
4.
5.
6.
7.
8.
9.

–

Intentions
Self-efﬁcacy
Barriers
Awareness
Ever intervened
Past year saw SH
Past year saw GH
Past year intervened in SH
Past year intervened in GH

0.60*
0.49*
0.05
0.15y
0.04
0.10
0.26y
0.44*

2

3

4

5

6

7

8

–
0.32*
0.07
0.23z
0.04
0.08
0.22y
0.28y

–
0.02
0.25z
0.07
0.03
0.29z
0.27y

–
0.47*
0.38*
0.41*
0.33z
0.30y

–
0.50*
0.44*
0.48*
0.48*

–
0.34*
NA
0.27y

–
0.27z
NA

–
0.35y

Abbreviations: GH, gender harassment; SH, sexual harassment (i.e., unwanted sexual attention).
Note. For all correlations other than correlations involving past year intervening, ns ¼ 163–178; for past year intervening, ns ¼ 48–95.
* p < .001.
y
p < .05.
z
p < .01.

At baseline, neither intentions nor barriers differed by baseline characteristics. Pretest self-efﬁcacy was higher among men
than women (5.82 vs. 5.17), Welch’s t (84.26) ¼ 3.47, p < .001,
and was higher among staff who never personally experienced
harassment compared with those who had (5.66 vs. 5.18),
Welch’s t (111.78) ¼ 2.57, p < .05.

When examining a meaningful positive impact (improvement by 1þ standard deviation), 9.8% (n ¼ 14) experienced
meaningful improvement in barriers, 14.8% (n ¼ 22) in selfefﬁcacy, and 21.8% (n ¼ 32) in intentions. Women were more
likely to experience a meaningful impact in barriers, with 15.1%
showing impact compared with 0% of men (Fisher’s exact test,
p < .05). Neither the impact in self-efﬁcacy nor in intentions was
associated with background characteristics.

Training Efﬁcacy on Short-Term Outcomes

Training Acceptability

Staff showed signiﬁcant positive changes on all outcome
variables between pretest and post-test (Table 4). Staff showed
decreases in perceived barriers to intervening, increases in selfefﬁcacy, and increases in intentions to intervene, although the
effect sizes were small. The only large effect was in perceived
awareness, with 42.4% of staff perceiving harassment to be a
problem at pretest, compared with 75.0% at post-test.
We also examined which staff showed potential negative
responses (i.e., backlash) to the program (a negative impact by
1þ standard deviation). Overall, 7.7% (n ¼ 11) exhibited backlash in barriers, 2.7% (n ¼ 4) in self-efﬁcacy, and 6.1% (n ¼ 9) in
intentions. Background characteristics were not associated with
backlash in barriers or self-efﬁcacy. A small subset of staff
experienced a signiﬁcant decrease in intentions to intervene,
and this decrease was associated with a disbelief that harassment was a problem at VA (Fisher’s exact test, p < .01). All nine
participants who exhibited this backlash in intentions had
stated at pretest that they either did not believe, or were not
sure, that harassment was a problem at the VA; none of the staff
who believed that harassment was a problem exhibited
backlash.

Staff also seemed to ﬁnd the training to be an acceptable
length and relevant. Almost one-half (47.8%) reported the
training very relevant, 16.7% moderately relevant, and 17.2%
somewhat relevant (19.9% did not complete post-test or left this
question blank). No staff believed the training was not at all
relevant. Furthermore, 62.8% stated the training length was just
right, with only 2.8% stating the training was too long and 12.2%
indicating it was too short (22.2% did not complete the post-test
or left this question blank).

Examining Differences in Staff Training Needs

Staff Perceptions of Useful Training Components
In describing the most impactful or useful part of the training
(Table 5), the most common theme was learning how to intervene, including receiving speciﬁc strategies, preparing what to
say, and identifying barriers to overcome. The second most
common theme involved the usefulness of group discussion,
including the ability to share and problem solve real life situations and hear others’, particularly women’s, experiences with
harassment. Staff also felt it was impactful for the facilitator to be
knowledgeable and engaging, create an empowering and

Table 4
Pretest to Post-Test Change in Bystander Training Outcomes
Variable

Barriers (a ¼ 0.91)
Self-efﬁcacy (a ¼ 0.91)
Intentions (a ¼ 0.84)
Awareness
Note. N ¼ 180.
* p < .05.
y
p < .001.

Pretest

Post-Test

Paired t Test

M (SD)

M (SD)

p Value

2.07 (0.70)
5.31 (1.28)
3.78 (0.90)
Pretest
42.4%

2.00 (0.71)
5.70 (1.04)
4.02 (0.79)
Post-Test
75.0%

.020*
<.001y
<.001y
McNemar’s c2
<.001y

Cohen’s D

.20
.38
.29
Cohen’s G
.41
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Table 5
Themes and Example Quotes Regarding the most Impactful or Useful Aspects of Bystander Training
Themes

Example Quotes in Support of Overarching Themes

Learning how to intervene
Options for intervening

“Discussing the options for addressing inappropriate behavior; i.e., direct, distract, delegate, delay.”
“Giving many options of how to intervene.”
“Having a plan or a line or two to say when people are being offensive.”
“The HOW partdlearning speciﬁc verbiage & being given options of how to respond was helpful.”
“Getting strategies for intervening and discussing with others the barriers to doing so.”
“It was helpful to think about what gets in the way of intervening.”

Preparing what to say
Identifying barriers
Use of group discussion
Problem solve situations

“I liked the opportunity to try to share experiences and problem solve.”
“Discussion of scenarios people have been in.”
“It was helpful to hear others’ responses toodI am not the only one who feels paralyzed in these moments.”
“Hearing women staff stories.”

Hearing others’ experiences
Effective facilitation
Ability

“Instructor knowledge.”
“Presenter is great. Easy to follow. Keeps audience’s attention.”
“It was presented in a supportive and nonthreatening environment.”
“Presenter’s calm and conﬁdent and empowering style of providing information.”
“I liked being challenged to push my comfort zone a bit and encouraged to intervene in situations where I might not
have otherwise.”
“Specifying that there is no one right answer or response and we should always try, or try the next timedothers are
watching.”
“The facilitator sharing her own experience and discomfort she felt addressing harassing behavior.”
“How much harassment goes on.”
“Learning the different types of harassment, how to identify it.”
“Resource info.”

Atmosphere and style
Normalizing discomfort and
encouragement to intervene

Information on harassment

nonthreatening environment, normalize discomfort while
intervening, and encourage staff to push themselves outside
their comfort zone. The ﬁnal theme identiﬁed was information
on harassment, including local statistics, how to identify
harassment, and local resources for addressing harassment.
Although several staff stated that all of the training was impactful, one respondent indicated the training was not useful or
impactful.
Discussion
We present a pilot evaluation of an awareness-raising and
bystander intervention training for health care staff that addresses harassment of women patients. Results indicated that
the training was acceptable and showed efﬁcacy on intended
outcomes. Participants exhibited large increases in awareness of
patient harassment as well as smaller yet signiﬁcant changes in
perceived barriers, self-efﬁcacy, and intentions to intervene.
We found that VA staff frequently witnessed and experienced
patient harassment. Prior research found that women veterans
experienced more sexual than gender-based harassment at the
VA (Klap et al., 2019). Our ﬁnding that staff also witnessed more
sexual than gender-based harassment supports the feasibility of
a bystander approach, because it implies that staff are seeing
harassment as women veterans describe it and, therefore, have
an opportunity to intervene. We also found that many staff,
especially women staff, personally experience inappropriate
patient behavior themselves, which replicates prior work, predominantly outside VA, indicating that health care providers
commonly experience harassment and violence from patients
(Boissonnault, Cambier, Hetzel, & Plack, 2017; Cogin & Fish,
2009; DeMayo, 1997; Lanctot & Guay, 2014; Nielsen et al.,
2017; Phillips & Schneider, 1993; Spector, Zhou, & Che, 2014).
Staff also discussed their own experiences of harassment during
trainings discussion, indicating a desire for ways to address such
harassment. Such experiences indicate that staff also need skills
in how to respond when witnessing harassment of other staff

and training in how to respond when personally harassed. Such
situations may present further opportunities for educating patients on appropriate behavior in a medical setting.
Before this intervention, most staff reported having never
intervened in harassment before, in part because many staff did
not believe they ever had an opportunity to intervene. Even
among staff who had intervened, staff intervened in fewer situations of harassment than they observed. In college settings,
studies show that students do not always intervene and report
many barriers to intervening, including not noticing a situation,
not identifying the situation as high risk, not taking responsibility, having a skills deﬁcit, and inhibition based on social
pressures or fear (Bennett, Banyard, & Garnhart, 2014; Burn,
2009). Future research should examine factors that determine
whether and how staff intervene in health care settings.
Similar to Moynihan et al. (2010), many staff showed meaningful improvement on bystander outcomes and few staff reported decreases after the training. Research indicates that most
attendees of sexual harassment and assault programs have
positive reactions to these programs, yet a small subset have
negative reactions (Roehling & Huang, 2018), particularly men
with less gender egalitarian views or those more likely to engage
in sexually coercive or harassing behavior (Bingham & Scherer,
2001; Malamuth, Huppin, & Linz, 2018; Robb & Doverspike,
2001). Similarly, backlash in intentions to intervene in our
study, although rare, was associated with not believing harassment was a problem. Identifying who will experience backlash in
programs may be difﬁcult. The large majority of those who
initially did not believe harassment was a problem increased
awareness and had positive outcomes. Research should examine
how to engage staff who do not see harassment as a problem.
Women were more likely than men to report a large decrease in
barriers to intervening. Women also reported less self-efﬁcacy at
pretest, so this ﬁnding could reﬂect regression to the mean.
Future studies should assess which barriers are most important
for intervening in patient harassment and whether barriers vary
by gender.
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Limitations
This study had multiple limitations. The pretest–post-test
design was beneﬁcial for assessing short-term outcomes, yet
lacked a control group or behavioral outcomes. Furthermore, all
measures had to be adapted heavily because no prior measures
assessed intervening in patient harassment. Although the measures showed reasonable internal validity, sensitivity to change,
and evidence of construct validity, more validation research is
necessary to ensure that future measures capture the full range
of patient harassment witnessing and intervening experiences.
The approximately two-thirds of staff who self-selected to
participate in the evaluation may not be representative of staff
who were trained but did not participate or staff who were not
trained. Furthermore, selection bias may have affected who
chose to participate in the evaluation. Speciﬁcally, staff at
trainings delivered to mental health workers were more likely to
complete evaluation materials than staff at trainings delivered to
primary care workers or voluntary seminars, and thus were overrepresented. Also, given the high numbers of staff who reported
experiencing harassment, staff who were more interested in the
topic or had personal experiences with harassment may have
been more likely to participate. We do not have additional demographic data on nonresponders and so are not able to determine how they may vary from responders. Also, the VA’s End
Harassment Workgroup encourages trainers to adapt content to
ﬁt local needs, so the proportion of time spent on raising
awareness of harassment and/or teaching intervention strategies
varies greatly across sites. Therefore, these results may not
generalize to sites that conduct trainings of different length or
content. Furthermore, many completed the post-test immediately after the training, while the presenter was still in the room,
so results may have been affected by social desirability. Last,
training and data collection coincidentally began around 15 days
after the start of the #MeToo movement. We were piloting items
during this time and able to remove items that suffered from
socially desirable ceiling or ﬂoor effects. Nonetheless, staff responses to the remaining items may have been affected by social
desirability at pretest, limiting the ability to see improvements
and leading to underestimates of effect sizes. Alternatively, staff
may have been more engaged, which could have made the
training appear more effective.
Whether staff will intervene in harassment is unknown, yet,
small effects on attitudinal measures are common for bystander
programs that have found changes in behaviors (Jouriles et al.,
2018; Kettrey & Marx, 2019). Also, this training and other prevention efforts at the VA grew out of ﬁndings that women veterans who were harassed at the VA were more likely to report
feeling unwelcome, feeling unsafe, and delaying/missing care at
the VA (Klap et al., 2019). We do not know how intervening will
affect women veterans’ sense of belonging, safety, or

engagement at the VA. Randomized trials or stronger quasiexperimental designs are needed to assess whether the
training is associated with increased bystander behaviors,
decreased harassment, and/or improvements in patients’ experiences of care. Importantly, two constructs that changed heredself-efﬁcacy and intentionsdhave been shown to partially
mediate the effect of a bystander program on intervening behaviors (McMahon et al., 2015). We intend to conduct future
trials to examine the impacts of the program on behavioral
outcomes at the VA. Research is also needed to determine the
acceptability and impact of bystander interventions for harassment in non-VA hospital settings. Last, research is necessary to
determine whether prevention programs and educational campaigns targeted directly towards male patients could be successful at decreasing harassing behavior.
Implications for Practice and/or Policy
Patient harassment, and workplace violence from patients
more broadly, has been reported in health care settings for decades and is associated with signiﬁcant costs, negative outcomes
for staff, decreased patient care and engagement, and lower staff
retention and time spent at work (Lanctot & Guay, 2014). In
response to ﬁndings that women veterans who experience
harassment at the VA are more likely to feel unsafe and delay or
miss care at the VA (Klap et al., 2019), the VA is ramping up efforts to ﬁnd effective ways to reduce harassment, improve safety,
and remove this potential barrier to treatment. This evaluation
indicates that a bystander approach to patient harassment is
acceptable to staff and that 45 to 60 minutes is sufﬁcient to
modify attitudinal antecedents to intervening. For health care
institutions considering a bystander approach to patient
harassment, these results provide some guidance. Increasing
staff awareness of harassment seems to be important to both
avoid reactance and motivate staff to intervene. Given that both
staff and patients experience harassment, trainings should prepare staff to intervene in both situations. Last, staff reported that
the group discussions were critical training components.
Therefore, institutions considering electronic trainings as a lowcost alternative to in-person trainings should evaluate the efﬁcacy of such trainings before dissemination. Increased experimentation with novel ways to address patient harassment is
needed to continue to build an evidence base for reducing sexual
and gender harassment in health care settings.
ˇ

We found the training was acceptable to staff. The majority
believed the training was relevant and the length appropriate.
Notably, staff stated that some of the most useful parts of the
training involved group discussions where staff could hear from
others, problem-solve strategies for response, and push their
comfort zone within supportive and nonthreatening environments. These ﬁndings support the theory that in-person interactions are important for harassment training as they provide
opportunities to ask questions and may be effective ways to
change social norms and attitudes (Best, Smith, Raymond Sr,
Greenberg, & Crouch, 2010; Bicchieri & Mercier, 2014).
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