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ABSTRACT 

COMPLETED RESEARCH IN HEAL TH SCIENCES 
Texas Woman's University 

Lindsey, V. B. Relationships Between Selected Demographic 
Characteristics and Women Health Care Workers' Attitudes Toward 
Sexual Harassment. PhD in Health Studies, 1998, 95 pp. (J. Baker). 

The purpose of this study was to determine if certain 

demographic characteristics are associated with attitudes toward 

sexual harassment among health care workers. The intent was to 

provide descriptive information sufficient to aid the development of 

an appropriate intervention based on salient characteristics of the 

audience. Data were collected from 36 respondents. A randomized 

sample of convenience of women health care workers who 

volunteered to participate was used to participate in this study. 

The study employed a survey instrument that was scored usmg 

a Likert type scale. The first 14 questions determined the 

characteristics of demographics of the respondent. The next 19 

questions were the Sexual Harassment Attitude Survey developed by 

Mazer and Percival (1988). Included in the first questionnaire were 

the following variables: age, a rural or urban upbringing, a religious 
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was noted. No significance was noted usmg ANOV As to determine 

the relationship between the SHAS and rural or urban upbringing, 

ethnicity, family composition and/or dynamics, educational level 

attained, or income. 
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CHAPTER I 

INTRODUCTION 

As a pattern of behavior, sexual harassment has a long and 

unpleasant history (Langelan, 1993 ). It is a frequent and 

inescapable part of most women's lives on the job. According to the 

National Council for Research on Women, 50 to 85% of U.S. women 

can expect to encounter some form of sexual harassment during their 

academic or working life (Siegal, 1991). 

The term 'sexual harassment' became a part of the American 

lexicon in the late 1970s with the publication of Lin Farley's Sexual 

Shakedown: The Sexual Harassment of Women on the Job and 

Catharine MacKinnon's Sexual Harassment of Working Women 

(Larson, 1996). The U.S. Equal Employment Opportunity Commission 

(EEOC) protected job rights following the adoption of the Civil Rights 

Act of 1964, which prohibits employment discrimination based on 

race, color, religion, sex, or national origin. 

On April 11, 1980, the EEOC published a final amendment to 

the Guidelines on Discrimination Because of Sex (29 CFR part 

1604.11, 45 FR 25024 ). This amendment reaffirms that sexual 
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harassment 1s an unlawful employment practice. On November 10, 

1980, part 1604 specifically used the term 'sexual harassment' 

(Dzeich & Weiner, 1984). 

The American College of Health Care Executives surveyed 700 

health care executives on sex-related issues in the workplace in 

1996. Approximately 29% of the female health care executives said 

they had been sexually harassed by a co-worker within the past five 

years compared to only 5% of the male executives. Sexual 

discrimination is sometimes associated with sexual harassment. In 

this survey, some 48 % of females said they were not paid fairly for 

their work. The study indicated that the women earn an average of 

16% less than their male counterparts with similar jobs, experience, 

and education levels. In addition, 33% of the female respondents 

said they had failed to receive promotions because they were 

women. Further, 12% said they were not hired because they were 

female. In contrast, only 4% of the male respondents cited their sex 

as the reason for not getting a job or a promotion (Burda, 1996). 

Formal sexual harassment complaints in the health services industry 

jumped from 378 in the fiscal year 1991 to 1,093 in the fiscal year 

1995, according to the EEOC (Esters, 1996). 

According to Komaromy, Bindman, Haber, and Sande (1993), 



there is little information on the prevalence of sexual harassment 

toward medical students and residents. A number of factors suggest 

that the setting in which they are trained may predispose them to 

sexual harassment (Gordon et al., 1992). In addition, the nature of a 

physician's work is often sexually charged, requiring a physical 

examination of naked bodies and discussions of contraception, 

3 

marital infidelity, sexual abuse, and similar topics rarely discussed m 

other professional settings (Levinson et al., 1992). 

Sexual harassment creates a high level of stress (Wolf et al., 

1991). Harassment seems to increase victims' levels of job stress and 

turnover. The organization, too, can suffer decreased productivity 

and mcur financial losses (Baker et al., 1990). 

A review of the literature indicates that the demographics of 

gender, age, and workplace gender dominance (such as women in 

male-dominated occupations) have been used to determine attitudes 

toward sexual harassment. However, the relationships between 

sexual harassment attitudes and additional demographics such as 

rural or urban upbringing, religion, family dynamics, and economic 

level have not been reported in the literature. A weakness in sexual 

harassment research is that the survey instruments have not been 

consistent between studies. 
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The demographics of interest used in this study will include the 

following factors that are believed to have a relationship with 

attitudes toward sexual harassment: age; gender; rural versus urban 

upbringing; religious upbringing indicated by regular attendance in a 

church, synagogue, mosque, or temple versus a non-religious 

upbringing; ethnicity; the geographic sector of the U.S. in which the 

respondent was raised (Northeast, Southwest, Southeast, Northwest); 

the portion of the respondent's life lived m a particular geographic 

sector; family dynamics, including abuse, divorce, siblings, 

alcoholism, violence; educational level achieved; and financial level 

achieved. 

Purpose of the Study 

The purpose of this study was to determine if certain 

demographic characteristics are associated with attitudes toward 

sexual harassment among health care workers. The intent was to 

provide descriptive information sufficient to aid the development of 

an appropriate intervention based on salient characteristics of the 

audience. 

Hypotheses 

The significance level was set at p_ < .05. The null hypotheses 

for this study were as follows: 
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1. There is no statistically significant relationship between the 

attitude levels of female health care workers and age. 

2. There is no statistically significant difference in the attitude 

levels of female health care workers by a rural or urban upbringing. 

3. There is no statistically significant difference in the attitude 

levels of female health care workers by religious upbringing or 

nonreligious upbringing 

4. There is no statistically significant difference m the attitude 

levels of female health care workers by ethnicity. 

5. There is no statistically significant relationship between the 

attitude levels of female health care workers and· the number of 

years belonging in a particular demographic category. 

6. There is no statistically significant relationship between the 

attitude levels of female health care workers by family composition 

and/or dynamics. 

7. There is no statistically significant difference in the attitude 

levels of female health care workers by educational level attained. 

8. There is no statistically significant difference in the attitude 

levels of female health care workers by income. 



Definition of Terms 

In operationally defining terms relevant to this study, the 

following terms have been defined: 

1. Attitude. A general tendency of a person to act m a certain 

way under certain conditions (Mager, 1968). 

2. Attitude Level. The score on the Sexual Harassment Attitude 

Survey (SHAS) developed by Mazer and Percival (1988). 

6 

3. Demographic Characteristics. Of interest to include: age; 

gender; rural versus urban upbringing; religious upbringing indicated 

by regular attendance in a church, synagogue, mosque, or temple 

versus a non-religious upbringing; ethnicity; the geographic sector of 

the U.S. in which the respondent was raised (Northeast, Southwest, 

Southeast, Northwest); the portion of the respondent's life lived m a 

particular geographic sector; family dynamics, including abuse, 

divorce, siblings, alcoholism, violence; educational level attained; and 

financial level achieved. 

4. Health Care Worker. A person with health care training who 

provides health services and is currently employed at a selected 

hospital. 

5. Sexual Harassment. As defined by the Equal Employment 

Opportunity Commission (1980), (EEOC): Any unwelcome sexual 
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advances, requests for sexual favors, and other verbal or physical 

conduct of a sexual nature will constitute sexual harassment when 

submission or rejection of this conduct explicitly or implicitly affects 

an individual's employment, unreasonably interferes with an 

individual's work performance or creates an intimidating, hostile, or 

offensive work environment. 

6. Upbringing. Living with parents, guardians or others up to 

age 18. 

7. Religious Upbringing. Attending religious services regularly 

during up bringing. 

8. Family Composition. The number of siblings and parents 

present in the home during upbringing. 

9. Family Dynamics. Presence or absence of physical, mental, or 

sexual abuse. 

Assumptions 

For the purpose of this study, the following assumptions were 

made: 

1. Health care workers are trained to support health and 

positive health behaviors and attitudes. 

2. Sexual harassment is a form of discrimination. 
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3. Attitudes toward sexual harassment are complex and 

measurable. 

4. The respondents answered the questionnaire honestly. 

Limitations/Delimitations 

The study was a nonrandomized sample of convemence, which 

may influence generalizability. 

The following delimitations applied: 

1. All respondents were health care workers employed at a 

selected institution. 

2. Only health care workers who volunteered were included. 

3. Only women who spoke and read English were included. 

4. Only respondents age 18 years of age and over were 

included. 

5. Only women were included. 

Significance of the Study 

The significance of this study was that the data collected could 

be used to develop an intervention to prevent sexual harassment 

among women health care workers. The intervention would address 

the research findings. If the research findings indicate that health 

care workers are particularly vulnerable to sexual harassment, these 
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findings then could be used to create an intervention appropriate not 

only to the research location but also to help educate other health 

care workers who may be equally vulnerable to sexual harassment. 



CHAPTER II 

Review of the Literature 

This literature review includes an overview of salient 

milestones in the history of sexual harassment and the recognition of 

sexual harassment of women as a health hazard. First, a history 

documenting the use of the term "sexual harassment" and the 

legalization of the term are cited. Second, a chronology of the 

prevailing conditions that brought the subject of sexual harassment 

to the public's attention is presented. Next, the unique professional 

preparation of the health care worker and subsequent characteristics 

of the health care environment which may account for the 

predisposition of sexual harassment of health care workers. The 

resulting health effects are substantiated by extant research. Lastly, 

the types of sexual harassment and the reasons for this victimization 

of women health care workers are then described. 

History of Sexual Harassment 

As a pattern of behavior, sexual harassment has a long and 

unpleasant history (Langelan, 1993). It is a frequent and inescapable 

part of most women's lives on the job. According to the National 
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Council for Research on Women, 50 to 85% of U.S. women can expect 

to encounter some form of sexual harassment during their academic 

or working life (Siegal, 1991). Consequently, women in workplaces 

and girls in schools need the benefit of accurate information on 

sexual harassment and legal protection from unwanted sexual 

attention (Capek, 1995). 

Perhaps, one of the first accounts of sexual harassment is cited 

m the Bible in Genesis 39. The account tells of a woman who tried to 

force her husband's male servant, Joseph, to "lie with her." When he 

refused, she retaliated by having him imprisoned for attempted rape. 

In England, in the 1600s, a couple had a long-running dispute about 

what kind of maid they should have. The wife refused to hire a 

pretty maid and the husband refused to have any other kind. They 

compromised on a "girl who liked her liquor." She was discovered 

drinking her employer's wine. The master forced her to submit to 

his advances or be sent to prison for the theft (Swisher, 1995). 

Sexual harassment in America predates the Industrial 

Revolution (Fitzgerald, 1993). In 1734, a group of house servants 

joined together to publish a notice in the New York Weekly Journal to 

protest being beaten by the husbands of the mistresses for whom 

they worked. Also during the 1700s, Elizabeth Hasanovich, a factory 
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worker, having been terrorized by her boss through attempted rape, 

never returned for her pay despite the fact that the situation left her 

totally destitute. Lastly, the first words a 12-year-old foreign 

immigrant learned while working in a garment factory was: "Please 

keep your hands off." An older worker taught her to say this in self 

defense. These early published accounts of sexual harassment circa 

eighteenth century America reflect the type of problem that is 

increasing in proportion and frequency today. 

In the academic arena, harassment of university women has 

existed since Oberlin College first opened its doors in the nineteenth 

century (Fitzgerald, 1993). In 1837, women were first admitted to 

the college campus. It may be assumed that some form of sexual 

harassment occurred when female students and male professors 

interacted. As in the workplace, most students rarely tell about the 

the incidents, and few understand the seriousness of their problem 

unless they themselves have been victims (Dzeich & Weiner, 1984). 

Sexual harassment is illegal because it violates students' rights to 

study in a nondiscriminatory environment (Stockdale, 1996). Sexual 

harassment on campus is manifested by the use of sexual humor and 

innuendo. It is also apparent most often in comments from a male 

professor to a female student if he discusses how she dresses, uses 
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physical threats, and resorts to sexual assaults (Kreps, 1993). 

For the student, the experience of harassment, especially m the 

absence of social support, carries with it both emotional and 

academic consequences. The harassment experience can have long 

term negative effects on the student's sense of attachment to her 

academic program and her enthusiasm for her academic work 

(Malovich & Stake, 1990). 

During World War II, women began performing jobs in 

factories and mines that were traditionally male-dominated 

occupations. After the war, some women remained in these positions 

and were subject to tactics that were meant to control or frighten 

women (Women's International News Network p. 50, Winter 1992). 

Among women m white-collar jobs, the more non-traditional the job, 

the more often sexual harassment occurs. In the blue-collar 

workplace today, there is often a degree of hostility toward women. 

Some men may see women as a threat to the sanctity of their 

masculine environment (New York Times, October 22, 1991 ). 

Several researchers have found that women in occupations m 

which the number of women is disproportionate to the number of 

men tend to be sexually harassed more than women in gender 

balanced occupations (Yont, 1991). Gutek, Cohen, and Konrad (1990) 
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found that the more that men and women came in contact with 

members of the opposite sex, the more likely they were to report 

sexual harassment incidents (Gutek et al., 1990). Pryor et al. (1993) 

hypothesized that men with negative attitudes toward women and 

who ascribe to traditional sex role beliefs might demonstrate a 

willingness to sexually harass women. These men sexually harass 

women when norms for sexual contact exist (Pryor et al.1985). 

Gruber and Bjorn (1986) suggest that all women are not 

equally vulnerable. Women who lack cultural power and status 

advantages are especially apt to be the targets of sexual harassment. 

Young, unattached, and minority women have been found to be the 

targets of severe and/or frequent harassment. Sociocultural power 1s 

not important in determining how women respond to harassment but 

rather identifying who will be the targets of harassment. In 

addition, they believe that organizational power has some important 

bearing on the manner in which women deal with sexual harassment. 

The term 'sexual harassment' became a part of the American 

lexicon in 1978 with the publication of Lin Farley's Sexual 

Shakedown: The Sexual Harassment of Women on the Job. and in 

1979, Catharine MacKinnon's Sexual Harassment of Working Women. 

cited in (Larson, 1996). MacKinnon contended that sexual 
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harassment was primarily a problem for women. Therefore, it 

should be viewed as a form of sex discrimination. As such, it would 

make available to victims the same legal protection available to 

victims of sex discrimination. According to MacKinnon, a worker who 

is sexually harassed is placed at a disadvantage relative to other 

workers and therefore does not have equal opportunity with other, 

non harassed employees (Stockdale, 1996). 

The U.S. Equal Employment Opportunity Commission (EEOC) 

protected job rights following the adoption of the Civil Rights Act of 

1964, which prohibits employment discrimination based on race, 

color, religion, sex, or national origin. On April 11, 1980, the EEOC 

published a final amendment to the Guidelines on Discrimination 

Because of Sex (29 CFR part 1604.11, 45 FR 25024). This amendment 

reaffirms that sexual harassment is an unlawful employment 

practice. On November 10, 1980, part 1604 specifically used the 

term 'sexual harassment' (Dzeich & Weiner, 1984). 

Chronology 

Two factors have helped bring sexual harassment to the 

public's attention (Swisher, 1995). One factor is the increase in the 

number of women in the workplace. By 1991, there were 57 million 

working women. The second influence has been the movement for 
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equal rights for women. This movement was given impetus by such 

developments as the birth control pill, the concomitant "sexual 

revolution" in the 1960s and 1970s, and a proliferation of women's 

support and consciousness-raising groups. In this atmosphere, 

women began to realize that they had recourse against the unwanted 

advances of male coworkers and began to bring lawsuits against 

their harassers (Swisher, 1995). 

According to Weeks, Boles, Garbin, and Blount, ( 1986), in 1972, 

two popular books highlighted the pervasiveness of sexual dynamics 

in the business world. Michael Korda discussed sexual harassment 

without labeling it in his book Mal~ Chauvinism: How It Works 

(1972). It counsels women not to have sexual relations with their 

employers because of the detrimental effect it could have on their 

careers. Similarly, Jack Olson, in 1972, published an expose of 

male/female relations at Time Magazine called The Girls in the Office. 

The expose consisted of case histories of women researchers and 

secretaries who were sexually involved with male executives. The 

two publications set the stage for increasing public awareness 

through publishing vivid descriptions of the process and impact of 

sexual harassment on the workplace (Weeks et al., 1986). 

The first few cases that used the Civil Rights Act to redress 
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sexual harassment proved unsuccessful (York & Brookhouse, 1988). 

However, in 1976, in Williams v. Saxbe, the judge found sexual 

harassment to be based on sex and within the meaning of Title VII of 

the Civil Rights Act. 

Organized special-interest groups began forming m the 1970s. 

Their purpose was to create a public or political issue in which social 

conditions are defined as offensive, harmful, or undesirable. These 

groups then publicized their assertions and stimulated controversy. 

The constituency for these groups has been comprised of victims or 

potential victims who may be unaware of the shared nature of the 

phenomenon of sexual harassment to be among others. They may 

consider their experiences with sexual harassment as a personal 

problem. In recruiting constituents, the interest groups seek to 

educate, persuade, seek media attention for the problem. By doing 

so, they legitimize both themselves and the problem, and utilize their 

constituency to convince policy makers to alleviate the condition 

(Weiner, 1981). 

In addition to special-interest groups, litigation contributes 

significantly toward the generation of social issues by functioning as 

a mechanism for developing case law and precedents. If the 

litigation is unsuccessful, it will still serve as an effective device for 
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public and political conciousness-raising. Litigation prods the 

political process by establishing the seriousness and credibility of an 

issue such as sexual harassment (Weeks et al., 1986). 

To attract the attention of the media, Working Women's 

Institute, a research branch of the Working Women United 

Organization and the Alliance against Sexual Coercion ( 1981 ), 

organized speak-outs. These were a mass gathering where women 

from varied occupational backgrounds shared their experiences. 

These organizations used the speak-outs to serve as a public forum 

(Weeks et al., 1986). 

The media became involved in the 1980s because of the social 

climate of the times, the attention which the women's movement was 

focusing on women's rights, and the influx of women into the 

workplace. The media covered protests as an extension of their 

coverage of the women's rights issues, and because the topic of sex 1s 

alluring (Weeks et al., 1986). 

The publicity surrounding the nomination and later 

confirmation of Justice Clarence Thomas and Anita Hill's charges of 

sexual harassment brought the issue of sexual harassment in the 

workplace before the American public and highlighted the need for 

clarification, comment, and conciousness-raising (McGoldrick, 1992). 



Since this hearing, the Civil Rights Act of 1991, effective 

November 1991, provides that a plaintiff may recover awards for 

punitive and compensatory damages if it is demonstrated that the 

employer engaged in discriminatory practice with malice. It also 

entitles the plaintiff to trial by jury when seeking punitive or 

compensatory damages (Robinson & Reid, 1985). 
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Women experience debilitating stress reactions as a result of 

the harassment. This in turn may lead to diminished psychological 

health (Crull, 1982). In the 1993 Harris v. Forklift Systems, Inc., the 

Supreme Court held unanimously that psychological injury does not 

have to be proven as an element of sexual harassment. Employees 

need only show a workplace permeated with discriminatory conduct 

sufficiently severe or pervasive enough to alter employment 

conditions (Langelan, 1993 ). 

Application of the "Reasonable Woman" Standard 

At the same time, in 1991, the "reasonable woman" standard 

was created by W. Page Keeton et al. in 1984 (Meads, 1992). It 

would allow for the perspectives and experiences of women. This 

standard was tested in the courts with varying results (Siegal, 1995). 

The "reasonable woman" standard evolved from the reasonable 

person standard of tort law, or a variation thereof, in evaluating the 
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validity of a sexual harassment claim. It was determined that the 

traditional reasonable person standard is inherently male-biased and 

thus, ineffective and unfair. 

Several court cases beginning with Ellison v. Brady, 924 F.2d 

872 (9th Cir. 1991) used the "reasonable woman" standard. The 

court suggested that applying the reasonable woman standard m 

hostile work environments was proper because women 

disproportionately outnumber men as victims and are, therefore, 

more likely than men to be concerned about sexual harassment. In 

addition, the court stated that the appropriate perspective from 

which to evaluate the severity and pervasiveness of a hostile work 

environment claim is the perspective of the victim (Meads, 1992). 

One of the advantages of adopting the reasonable woman 

standard in the context of the work environment is to acknowledge 

the reality that men and women disagree on which types of behavior 

are acceptable in the workplace. This acknowledgement may 

facilitate raising society's awareness of the issue and this could cause 

people to reconsider how they treat others (Meads, 1992). Some 

question the value of the "reasonable woman" standard as employed 

in sexual harassment cases. The "reasonable woman" standard is 

considered by some to be a culture bound concept. It portrays 
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women as perpetual victims rather than as independent and 

empowered individuals (Eisenman, 1995). 

Incidence of Harassment 

According to the EEOC, in 1995, nearly 16,000 women claimed 

they were sexually harassed at work (Wolfe, 1996). This number 1s 

double that of the number of cases in 1991. In 1994, the EEOC 

received 14,420 sexual harassment claims, up from 5,623 in 1989. 

Only an estimated 5% of the women who are harassed file formal 

charges and an estimated 90% of all cases go unreported according to 

the Diversity Training Group (Electronic mail). 

Studies project that by the year 2000, women, people of color, 

and recent immigrants will make up more than five-sixths of the net 

additions to the workforce. Most of these women will be employed 

in low status, low-paying service and support-staff jobs (US 

Department of Labor, 1993). 

The American College of Health Care Executives surveyed 700 

health care executives on sex-related issues in the workplace in 

1996. Approximately 29% of the female health care executives said 

they had been sexually harassed by a co-worker within the past five 

years compared to only 5% of the male executives. Some 48% of 

females said they were not paid fairly for their work. The study 
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indicated that the women earn an average of 16% less than their 

male counterparts with similar jobs, experience, and education levels. 

In addition, 33% of the female respondents said they had failed to 

receive promotions because they were women. Further, 12 % said 

they weren't hired because they were female. In contrast, only 4% of 

the male respondents cited their sex as the reason for not getting a 

job or a promotion (Burda, 1996). Formal sexual harassment 

complaints in the health services industry jumped from 378 in the 

fiscal year 1991 to 1,093 in the fiscal year 1995, according to the 

EEOC (Esters, 1996). 

Health Care Workers' Professional Preparation 

According to Komaromy, Bindman, Haber, and Sande (1993), 

there is little information on the prevalence of sexual harassment 

toward medical students and residents. Gordon, Lab by, and Levinson 

( 1992) suggest that the setting in which they are trained may 

predispose them to sexual harassment. In addition, the nature of a 

physician's work is often sexually charged, requiring a physical 

examination of naked bodies and discussions of contraception, 

marital infidelity, sexual abuse, and similar topics rarely discussed m 

other professional settings (Levinson Tolle, & Lewis ( 1989). 
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Health Effects 

Outcomes of sexual harassment are not trivial. Sexual 

harassment creates a high level of stress (Wolf et al., 1991). In 

addition to such obvious costs as the payment of damage rewards 

springing from sexual harassment litigation, there may be hidden 

costs to the harassment victim through increased stress. This in turn 

may cause decreased work effectiveness, turnover, and absenteeism 

(Terpstra & Baker, 1986a). 

The organization, too, can suffer decreased productivity and 

mcur financial penalties (Baker et al., 1990). Even in the last decade, 

the costs of sexual harassment proved to be prohibitive. The first 

estimated cost of sexual harassment was in 1981. It was done by the 

Merit Systems Protection Board. At that time, it was estimated that 

it cost the government $189 million during the previous two year 

period. This figure was extrapolated from a survey and includes 

replacing employees who left their jobs as the result of sexual 

harassment, paying medical insurance claims for employees who 

sought professional help because of emotional or physical stress 

resulting from sexual harassment, paying sick leave to employees 

who missed work because of sexual harassment, and absorbing costs 

associated with reduced productivity (Terpstra & Baker, 1986b ). 
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According to the Women's International Network News (1992) 

research shows that women suffer both physically and 

psychologically from sexual harassment. This in turn affects their 

work performance. It also affects their chances for promotion. 

Women who are harassed usually become tense, angry, and anxious. 

Many suffer from depression, insomnia, headaches, and other 

medical problems associated with stress (Women's International 

Network News, 1992). 

According to the American Psychological Association ( 1997), 

women who have been sexually harassed often change their jobs, 

career goals, job assignments, educational programs or academic 

majors. Some of the psychological reactions to sexual harassment 

stress include: depression, anxiety, shock, and denial; anger, fear, 

frustration, and irritability; confusion, feelings of being powerless; 

insecurity, embarrassment, feelings of betrayal; shame, self

consciousness, low self-esteem and guilt, self-blame, and isolation. 

The physiological reactions include headaches, lethargy, 

gastrointestinal distress, dermatological reactions, weight 

fluctuations, sleep disturbances, nightmares, phobias, panic reactions, 

and sexual problems (Sexual Harassment [Online], 1997). Frequently, 

women do not connect their physical disturbances with the 
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harassment until the situation changes and the symptoms disappear 

(Crull, 1982). 

Jensen and Gutek (1982) surveyed victims of sexual 

harassment and reported that 20% of the respondents experienced 

depression in response to incidents of sexual harassment. Effects 

such as disgust (80%) and anger (68%) were reported in greater 

percentages. This study also indicated significant relationships 

between self-reported negative effects and items measuring loss of 

job motivation, feelings of being distracted, and dread of work. 

Sexual harassment serves many functions for men, both sexual 

and non-sexual (Langelan, 1993). Men who harass women are 

willing to use whatever power they possess, economic, role-based, or 

gender-based to dominate their victims and achieve their objectives. 

According to Langelan (1993), there are three types of sexual 

harassers. One type of harasser is the sexually predatory harasser 

who is motivated by sexual access. Another type is the dominance 

harasser, who is looking for sexual power. Female deference and 

intimidation are the goals, and actual sexual arousal or access may 

only be secondary. A third is the strategic and territorial harasser 

who usually has an economic objective. For this harasser, sexual 

harassment is a means of excluding women and protecting turf. 
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All three kinds of harassment involve a sexual component, 

targeting women because of their gender and using the woman's 

sexuality against them. They all involve the abuse of power in one 

way or another. Most importantly, all three can do substantial 

damage to women's civil rights, economic opportunities, and physical 

and psychological health (Langelan, 1993). 

Quid pro quo harassment exists when a superior, either 

implicitly or explicitly, makes submission to sexual demands a 

condition of employment or the basis for employment decisions 

(Riger, 1991). According to Riger (1991), the low rate of utilization of 

grievance procedures is due to gender bias in sexual harassment 

policies that discourages their use by women. These policies are 

experienced differently by women than men because of gender 

differences in perceptions of harassment and orientation toward 

conflict. 

The American Psychological Association (AP A, 1997) further 

describes types of harassment to include: gender harassment 

(generalized sexist statements and behavior that convey insulting or 

degrading attitudes about women); seductive behavior (unwanted, 

inappropriate and offensive sexual advances); sexual bribery 

(solicitation of sexual activity or other sex-linked behavior by 
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promise of reward overtly or subtly); sexual coercion (coercion of 

sexual activity or other sex linked behavior by threat of punishment; 

and sexual imposition (gross sexual imposition or sexual assault). 

Victims of sexual harassment do not pursue sexual harassment 

grievances because the interpretation in policies of what constitutes 

harassment may not reflect women's viewpoints. There 1s a fear that 

their complaints may not be seen as valid. In addition, the 

procedures in some policies that are designed to resolve disputes 

may be inimical to women because they are not compatible with the 

way that many women view conflict resolution. There appears to be 

gender bias in the policies in effect (Rig er, 1991). 

One of the hurdles for women in reporting sexual harassment 1s 

the lack of witnesses. If there are no witnesses, the tendency of 

most people is to believe the more highly ranked and credentialed 

person in any contest between the two as to what happened. It is 

difficult to believe a person of achievement can be a sexual harasser. 

Another hurdle is the widely accepted and culturally embedded 

myth about how women act toward men to cause this type of 

behavior. In addition, the woman must convince the leadership of 

the institution, the leaders of her area, and the court participants 

that the harassment happened (Ross, 1992). Leadership often has a 
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hard time believing a harassed woman. If the leadership believes 

the woman, then the leadership may be shown to have used poor 

judgment in promoting the supervisor. It may also reveal that they 

knew about the inappropriate behavior but did not care about it. 

Believing the woman may also lead to losing the supervisor, 

something they may not want. The woman may also sue the 

company and tarnish the corporate image and make it difficult to 

hire other valuable workers with a damaged reputation (Ross, 1992). 

In the definition of sexual harassment used for this study, the 

first two parts of the definition refer to a quid pro quo relationship 

involving people in positions of unequal status. In such cases, bribes, 

threats, or punishment in a sexual context are used by the person in 

the higher position. This type of incident needs only to happen once 

in the context of this definition (Riger, 1991). 

Courts have required that incidents falling into the third 

category, a hostile environment, must be repeated in order to 

establish that such an environment exists (Baker et al., 1990). A 

hostile environment exists when someone's unwelcome sexual 

conduct is pervasive or severe enough to intimidate or offend an 

employee, or to interfere with her ability to do her job. Harassment 

of this type can come from peers , subordinates or superiors (Riger, 
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1991 ). Whether the harasser actually intended to create a hostile 

environment is not relevant. It is also important to note that a 

reasonable person would consider the advances as harassing. The 

hostile environment determination is based on the following factors: 

frequency of the conduct its severity, and whether it is physically 

threatening (Wolfe, 1996). 

Types of Harassment 

Researchers studying sexual harassment have described a 

continuum of behaviors that includes sexual remarks, jokes, teasing, 

questions; staring, suggestive looks and gestures; pressure for dates; 

deliberate touching, leaning over, caressing; pressure for sexual 

favors; letters, phone calls, written materials, and pictures; actual or 

attempted assault (Lenhart & Evans, 1991). Some behaviors and 

situations that negatively affect women and their work may stem 

from the following causes: sexism, chauvinism, ignorance, elitism, 

racism, awkwardness, paternalism, competition, meanness, 

misguided courtship behavior, absence of mores or cultural norms 

regarding how men and women should relate as peers, misogyny, 

mental illness, homophobia, and dysfunctional social systems. These 

may affect women differently. 

Understanding that objectionable behavior m the workplace 
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can stem from a variety of causes is important for several reasons. 

First, it avoids indiscriminant use of the terms "gender 

discrimination" and "sexual harassment." This prevents these terms 

from becoming devalued or discredited from overuse. It also 

reduces the risk of true instances of harassment or discrimination 

from being minimized or denied (Lenhart & Evans, 1991) 

Explanations of Harassment 

Health care workers are more likely to be victims of 

harassment in the work place because 1) they are mostly women, 2) 

their responsibilities involve close physical contact, 3) they appear to 

be inadequately prepared to prevent, manage, or deal with 

harassment, and 4) short staffing on weekends allows for events to 

take place that might not develop if more people were present 

("Nurses as Victims of Violence," 1993, October). In addition, health 

care workers develop close working relationships because of the 

intense nature of their work. As a result, usual social constraints 

between professionals may become relaxed, making sexual innuendo 

and inappropriate behavior more likely. Also, the human body and 

sexuality are legitimate, even necessary, topics of conversation 

between health care workers ("Sexually Harassed," 1995). 

Sexual harassment of nurses is often viewed in two ways m the 
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literature. First, in discussing sexual harassment of female health 

care workers by male co-workers, most authors focus the 

responsibility for stopping the harassment on the perpetrator. In 

contrast, authors of articles that discuss sexual harassment of female 

health care workers by male patients place the primary 

responsibility for stopping the harassment on the woman (Libbus & 

Bowman, 1994). 

The gender differences in attitudes toward sexual harassment, 

may be explained in part by social norms that prescribe a double 

standard for men and women in heterosexual relationships. Men are 

encouraged to desire and pursue sexual relationships with many 

women. Men who do so are admired by their peers. Women on the 

other hand are discouraged from engaging in sexual relationships 

with many men, and women who do so are often derided by other 

women as well as by men (Konrad & Gutek, 1986). 

Some studies indicate that women seem to be more impressed 

than men with the power of words. Actions impress men, according 

to some studies. Men seem to find discussion about sex titillating, 

while it makes women feel more vulnerable and disempowers them. 

Sexual harassment is not only a matter of poor taste but also a 
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vicious abuse of power and a virulent form of economic intimidation 

(McGoldrick, 1992). 

Characteristics of the Harassed 

According to Fain and Anderton ( 1987), sexual harassment is 

the most recent form of victimization of women to be redefined as a 

social rather than a personal problem. It is a hazard faced much 

more frequently by women than by men. Women with low power 

and status, whether due to lower age, being single or divorced, or 

being in a marginal position in the organization are more likely to be 

harassed (Fain & Anderton, 1987). 

According to Gruber et al. ( 1986), the character of the job a 

woman has is important to determining if the woman will be 

harassed. Women in low-skill or low-status jobs are targeted and 

tend to respond in a relatively powerless manner · compared to her 

higher-skilled, higher-status peers. Women in the low-status jobs, 

have a limited repertoire of responses to what is happening in the 

work place. 

Women's personal resources are also a factor in determining 

their responses to harassment. Women with more resources such as 

high self-esteem or high life satisfaction have less trouble responding 

assertively to harassment (Gruber et al., 1986). 
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Summary 

This chapter presented an overview of the history, litigation 

chronology, and causes of sexual harassment. In addition, it 

presented the health effects resulting from sexual harassment. 

Among these are the high levels of stress which may cause decreased 

work effectiveness, turnover, and absenteeism. In addition, sexual 

harassment may cause the woman to suffer from depression, 

insomnia, headaches and other medical problems associated with 

stress. 

This chapter included a description of the types of harassment 

m the workplace, such as quid pro quo, the victim may endure. It 

included a description of the perpetrator. It focused on the 

umqueness of the preparation and the working conditions of health 

care workers. This would include the attire of the patient, 

discussions of marital relationships and the environment including 

the hospital bed. It indicated how sexual harassment may be more 

pronounced in this profession. 



CHAPTER III 

Methodology 

The methodology of this study is discussed m relationship to 

the following: (a) setting, (b) population and sample, (c) procedures 

to collect the data, and ( d) instruments utilized to collect the data, 

and ( e) treatment of the data. In addition, protection of the subjects 

is also discussed. 

Population 

The questionnaire was mailed to 100 members of a Texas 

health care worker's association. The members of this association 

provide health care to a select population. The institutions at which 

these health care workers provide health care are located throughout 

Texas. Membership in this association is voluntary yet advantageous 

to professional growth. 

In addition to providing health care, members of this 

association provide education to all. Some testing, treatment, and 

counseling for the population and relatives of the population are also 

provided. A library of references and materials relating to health 

34 
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practices are maintained for all to use at the site at which the health 

care worker is located. 

Sample 

A sample of convenience of women health care workers who 

volunteered to participate in the survey was used in this study. The 

study sample included all members of the participating association 

who met the following criteria: (a) they were female, (b) they met 

the inclusion criteria of a health care worker, and (c) they were over 

18 years old. 

Protection of Human Subjects 

Prior to the collection of data, permission was obtained from 

the Human Subjects Review Committee at the Texas Woman's 

University in Denton, Texas (Appendix A). Permission was also 

obtained from the governing board of the association (Appendix B ). 

Finally, approval to conduct the study was obtained form the 

Graduate School at Texas Woman's University (Appendix C). 

Procedures 

One hundred members of the association were selected to 

receive the mailed study packet. The packet was mailed on 

November 1, 1997. These members were selected at random by the 

president of the association. Data from 36 subjects of the Texas 
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health care workers association was returned to the researcher's 

home in the pre-addressed stamped envelope. The deadline for the 

return of the study packet was November 26, 1997 

A packet containing a cover letter stating the purpose of the 

survey forms, the survey of demographic characteristics, the SHAS, 

and a stamped pre-addressed envelope was mailed to the members 

selected by the president (Appendix E). The confidentiality of the 

study was assured by the packet being mailed to those selected by 

the president of the association and thereby unknown to the 

researcher. 

Instrumentation 

The research employed two survey questionnaires. The first 

questionnaire contained 15 questions that determined the 

demographic characteristics of the respondent. The selected 

demographics were of interest to the researcher. The questions 

asked for both fill-in and Likerf type responses to the questions 

(Appendix E). 

The second questionnaire contains 19 questions included in the 

Sexual Harassment Attitude Survey (SHAS) developed by Mazer and 

Percival in 1988. The respondents indicated their degree of 

agreement to individual questions on the SHAS on a 5-point Likert 
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type scale with responses ranging from strongly agree to strongly 

disagree. The answers given by the respondent to the SHAS 

reflected the respondents' attitudes about sexual harassment. The 

SHAS reliability coefficient is .84 (Appendix F). Permission to use the 

questionnaire was obtained prior to the beginning of the study 

(Appendix G). The scoring on the SHAS indicates that the lower the 

score ( 40) the higher the tolerance for sexual harassment while the 

higher the score (95), the lower the tolerance for sexual harassment. 

Treatment of the Data 

Data from 36 respondents were included in this study. Those 

questions in the Demographics Questionnaire that were not answered 

were treated in the fallowing manner: The statement that required a 

written answer was not included the statistical analysis. Those 

statements that were answered by a Likert type response were 

given the value of 3 which was the does not apply category. 

The study utilized descriptive analysis of data that included 

frequencies. Parametric tests such as one-way ANOV As were 

utilized on both surveys . The Statistical Package for the Social 

Sciences, SPSS 6.1 for Students Version software program was 

utilized to analyze the data. 



CHAPTER IV 

FINDINGS 

The purpose of this study was to determine if certain 

demographic characteristics were associated with attitudes toward 

sexual harassment among health care workers. The descriptive 

analysis of data included the use of percentages, frequencies, ranges, 

and means. Parametric tests were utilized for the hypotheses. The 

first and fifth hypotheses were tested using Pearson correlations. 

The remaining hypotheses were tested using ANOV A. 

Descriptive Characteristics of the Participants 

The participants for this study were recruited by the president 

of the North Texas Health Care Workers Association between October 

16 and October 30 of 1997. They were all female members of the 

Association in good standing. All the respondents were over 18 

years of age, could read and speak English, and volunteered to be a 

part of this study. Each was employed as a health care worker at a 

particular institution. During the data collection period, 36 responses 

were received. Of the 36 responses, two were missing data only on 

the Demographics Questionnaire, one was missing data on both the 
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Demographics and the SHAS Questionnaires, and two others were 

missing data from only the SHAS. 

The age of the respondents (N = 36) ranged from 40 to 70 

years of age. The mean age of the sample was 51.417 years (SD = 

7.177). 

Table 1 represents the ongm of the participants. One-half of 

the respondents (n = 18) were raised in a rural area. Two of the 

respondents answered that they moved frequently. 

Table 1 

Origin of Sample (N = 36) 

Place of Origin Frequency % 

Rural 1 8 50.0 

Urban 9 25.0 

Suburbs 6 16. 7 

Moved Frequently 2 5.6 

Missing data 1 2.8 

Total 36 100.0 
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Table 2 represents the religious upbringing or non-religious 

upbringing of the respondents. Nine of the respondents considered 

themselves Catholic while eight were Baptist. This represents half of 

the respondents. The other half of the respondents reported 

affiliation with a variety of denominations. 
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Table 2 

Religion or Non religion of Sample (N = 36) 

Religion Frequency % 

Baptist 8 22.2 

Methodist 3 8.3 

Lutheran 3 8.3 

Reformed 1 2.8 

Catholic 9 27 .8 

Protestant 3 8.3 

First Church of Christ 3 8.3 

Nondenominational 1 2.8 

Latter Day Saints 1 2.8 

Pentecostal 1 2.8 

Presbyterian 2 8.3 

Total 36 100.0 



Table 3 represents the race/ethnic background of the 

respondents. None of the respondents identified themselves as 

Native American or Multi-racial. Most (n = 31) considered 

themselves to be White or Non-Hispanic. 

Table 3 

Race/ethnic Background of the Sample (N = 36) 

Race/ethnic Background Frequency % 

African-American 1 2.8 

Asian/Pacific Islander 1 2.8 

Hispanic 3 8.3 

White/Non-Hispanic 31 86.1 

Total 36 100.0 
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Table 4 represents the number in population where a 

respondent was raised. Many (n = 13) were raised in rural America. 

A large portion of the respondents (n = 23) were raised in cities or 

towns with more than 10,000 inhabitants. The number of years 

respondents reported Ii ving in one place during childhood ranged 

from 4 to 57 years with an average of 22.03 years (SD = 12.23). 

Table 4 

Number m Population Where Respondent was Raised (N = 36) 

Number m Population Frequency % 

Under 10,000 1 3 36.1 

10 - 24,000 6 16. 7 

25 - 49,000 7 19.4 

50 - 74,000 1 2.8 

75,000 plus 9 25.0 

Total 36 100.0 



Table 5 represents the level of education the respondent 

completed. All, at the minimum, attended college while half of the 

total of the respondents went on to graduate or professional school. 

One respondent did not answer the question. 

Table 5 

Level of Education Completed (N = 36) 

Highest Level 

College 

Graduate 

Missing data 

Total 

Frequency 

1 8 

1 7 

1 

36 

% 

50.0 

47 .2 

2.8 

100.0 
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Table 6 represents the number of times the respondent 

attended religious services. Most of the respondents (n = 29) 

attended religious services four times per month. Only one 

respondent (n = 1) never attended religious services. 

Table 6 

Attendance at Religious Services (N = 36) 

Number of times Frequency % 

4 times/month 29 80.0 

1 or 2 times/month 5 13.9 

5 or 6 times/year 1 2.8 

Never 1 2.8 

Total 36 100.0 
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Table 7 represents the income level of the respondents. A 

large portion of the respondents (n = 16) had a family income of 

$70,000 or more. An equal number (n = 9) earned $25,000 - 49,000 

or $50,000 - 69,000 in the family income. 

Table 7 

Family Income Level (N = 36) 

Income Level Frequency % 

$10 - 24,000 2 5.6 

$25 - 49,000 9 25.0 

$50 - 69,000 9 25.0 

$70,000 + 16 44.0 

Total 36 100.0 
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Table 8 represents the marital status of the respondents. None 

of the respondents reported being single. Three were divorced, one 

was widowed, and one was separated. 

Table 8 

Marital Status (N = 36) 

Marital Status Frequency % 

Married 3 1 86.1 

Divorced 3 8.3 

Widowed 1 2.8 

Separated 1 2.8 

Total 36 100.0 



48 
Table 9 represents with whom the respondent lived during 

childhood whether it be both, one, or neither of her biological 

parents. Most of the respondents (n = 27) lived with both biological 

parents. Only five lived without their biological parents, while three 

lived with one biological parent. One respondent did not answer this 

question. 

Table 9 

Lived With Both, One, or Neither of the Biological Parents (N = 36) 

Number of parents Frequency % 

Both 27 86.1 

One Parent 3 8.3 

Neither Parent 5 13.9 

Missing data 1 2.8 

Total 36 100.0 
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Table 10 represents whether or not there was abuse in the 

home directed toward the respondent by a relative. Most of the 

respondents (n = 22) strongly disagreed with the statement 

concerning abuse in the home. This indicates the absence of abuse m 

the home. Six indicated there may have been a measure of abuse 

directed toward her by a relative. 

Table 10 

Some Level of Abuse Demonstrated Toward the Respondent (N = 36) 

Level of Abuse Frequency % 

Strongly Agree 4 11.1 

Agree 2 5.6 

Not Applicable 4 11.1 

Disagree 4 11.1 

Strongly Disagree 22 61.1 

Total 36 100.0 
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Table 11 represents whether or not there was a problem with 

alcohol present in the home while the respondent was growing up. 

Most (n = 23) indicated there was no alcoholism in the home. Five 

strongly agreed with the statement indicating there may have been 

alcoholism present in the home. Five indicated this was not 

applicable to their home life. One respondent agreed with the 

statement. 

Table 11 

Presence of Alcoholism m the Home (N = 36) 

Alcoholism Frequency % 

Strongly Agree 5 13.9 

Agree 1 2.8 

Not Applicable 5 13 .9 

Disagree 2 5.6 

Strongly Disagree 23 63.9 

Total 36 100.0 
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Table 12 represents whether or not there was violence in the 

home while the respondent was growing up. Several respondents (n 

= 4) indicated agreement with the statement concerning violence. 

Only one respondent strongly agreed with the statement concerning 

violence in the home. Most (n = 23) indicated strong disagreement to 

the statement concerning violence in the home. 

Table 12 

Level of Violence in the Home (N = 36) 

Violence Frequency % 

Strongly Agree 1 2.8 

Agree 4 11.1 

Not Applicable 5 13.9 

Disagree 4 11.1 

Strongly Disagree 22 61.1 

Total 36 100.0 
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Study Findings 

Data were analyzed using the Statistical Package for the Social 

Sciences, SPSS-X (SPSS, Inc., 1990) software program to answer 

characteristics of demographics research questions and and test eight 

hypotheses for this study. Each hypothesis will be listed below 

followed by the results obtained during the data analysis. 

Of the total sample of 100 health care workers, 36 respondents 

returned the SHAS (N = 36). The maximum score on the SHAS was 

95. The minimum score was 45. The mean was 66.91 (SD = 7.18). 

The standard error of the mean was 1.19 (SEM = 1.19). 

Hypothesis 1: There is no statistically significant relationship 

between the attitude levels of female health care workers and age. 

For this sample, no statistically significant relationship was 

found on the score on the SHAS by age (p_ = .201). 

Hypothesis 2: There is no statistically significant difference in 

the attitude levels of female health care workers by a rural or urban 

upbringing. 

For this sample, no statistically significant difference was found 

on the score on the SHAS by where a respondent was raised. The 

mean was 66.92 (SD = 9.95). The analysis of variance indicates F 

ratio = .08 and P = .92. 
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Hypothesis 3: There is no statistically significant difference m 

the attitude levels of female health care workers by religious 

upbringing or nonreligious upbringing. 

For this sample, no statistically significant difference was found 

on the score on the SHAS by religious upbringing or current 

attendance at religious services. The mean was 66.92 (SD = 9.95). 

Several religious sects were indicated by the respondents. The 

greatest number of respondents (n = 9) indicated being Roman 

Catholic. The next largest number (n. = 8) indicated being Baptist. 

The F ratio was 2.12 and p_ = .20. However, when a comparison was 

made between the Catholic group and all non-Catholic groups, a 

statistical significance emerged (p_ = .04 ). The mean of the catholic 

group was 72.30 (SD = 9.95). 

Hypothesis 4: There is no statistically significant difference m 

the attitude levels of female health care workers by ethnicity. 

For this sample, no statistically significant difference was found 

on the score on the SHAS by the ethnic background of the female 

health care worker. The F ratio was .49 (p_ = .69). 

Hypothesis 5: There is no statistically significant difference in 

the attitude levels of female health care workers and the number of 

years belonging in a particular demographic category. 



For this sample, no statistically significant difference was 

found between the score on the SHAS and the number of years a 

respondent belonged to a particular demographic category, that is 

-belonging in the rural community. The F ratio was .49 (12 = .69). 

Hypothesis 6: There is no statistically significant difference m 

the attitude levels of female health care workers by family 

composition and/or dynamics. 

54 

There were three questions on the demographics survey that 

dealt with family composition and/or composition. The three 

categories were alcoholism, abuse, and violence. For this sample, no 

statistically significant difference was found on the score on the 

SHAS by the level of alcoholism in the home. The F ratio was .29 (12 = 

.88). For this sample, no statistically significant difference was found 

on the the score on the SHAS by level of abuse in the home. The F 

ratio was .32 (12 = .86). For this sample, no statistically significant 

difference was found on the score by the SHAS by level of violence m 

the home. The F ratio was 1.84 (12 = .15). 

Hypothesis 7: There is no statistically significant difference in 

the attitude levels of female health care workers by educational level 

attained. 

For this sample, there was no statistically significant difference 
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found between the the score on the SHAS and the educational level 

attained. The Mean was 66.92 (11 = .10). 

Hypothesis 8: There is no statistically significant difference m 

the attitude levels of female health care workers by income. 

For this sample, no statistically significant difference was found 

on the score on the SHAS by the level of income attained. The F ratio 

was 2.24 (11 = .10). 

Summary of Findings 

Eight hypotheses were tested. Descriptive data for 

demographic information of the subjects, statistical analyses of the 

results, and additional findings were presented. When a comparison 

was made between the Catholic group and all non-Catholic groups, a 

statistical significance emerged. This was the only finding of 

significance. The next chapter will discuss and analyze the findings 

in detail. 



CHAPTER V 

SUMMARY, DISCUSSION, CONCLUSIONS, 

AND RECOMMENDATIONS 

In this chapter, the following sections are presented: (a) 

Summary of the Study, (b) Summary of the Findings, ( c) Discussion, 

(d) Conclusions, and (e) Recommendations. 

Summary of the Study 

The study was implemented to examine which selected 

demographic characteristics are associated with attitudes toward 

sexual harassment among women health care workers. The purpose 

is to provide descriptive information sufficient to aid the 

development of an appropriate intervention based on salient 

characteristics of the audience. 

This study was conducted during the month of November, 

1997. Thirty-six completed responses were received which were 

utilized in the analysis of data. Two instruments were used to collect 

data. The researcher developed the Demographics Questionnaire, 

which was used to collect demographic information that was 

independent variables of the study. The Sexual Harassment Attitude 
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Survey (SHAS) developed by Percival and Mazer (1989) was used m 

its entirety with permission by the author to assess attitude levels 

toward sexual harassment. 

Descriptive techniques such as frequencies and percentages 

were used in data analysis. In addition to descriptive techniques, 

parametric tests such as independent one-way ANOV As and a 

correlation coefficient were used to test hypotheses 1 and 5. 

Summary of Findings 

The target population of this study was women health care 

workers currently employed as health care workers. The 36 

respondents who completed the study ranged in age from 40 to 70 

years of age with a mean of 51.42 years. All were college graduates 

with 4 7 .2 percent having some graduate school education. 

One hundred survey packets containing a cover letter, the 

Demographics Questionnaire, and the Sexual Harassment Attitude 

Survey (SHAS) were mailed to members of a North Texas Health Care 

Workers Association. All were female, over 18 years of age, could 

read and speak English, and volunteered to be a part of this study. 

Each was employed as a health care worker at a particular 

institution. During the collection period, 36 responses were received. 
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Of the 36 responses, two were missing data on both the 

Demographics and the SHAS. 

Most of the women (n = 31) participating in the study were 

married, three were divorced, one respondent was widowed, and one 

respondent was separated. Most of the respondents (n = 16) had a 

family income in excess of $70,000. Eighteen had a family income of 

$25,000 to 69,999, and two respondents had a family income of 

$10,000 to 24,999. 

Of the women participating m .the study, most were white non

Hispanic (n = 31 ). Three respondents were Hispanic. One respondent 

was Asian/Pacific Islander. One respondent was African American. 

There were no respondents who claimed Native American or 

Multiracial ancestry. 

The respondents indicated 11 categories of religious 

background. These included: Catholic (n. = 9), Baptist (n = 8), 

Methodist (n. = 3), Lutheran (n = 3), Protestant (n = 3), Church of 

Christ (n = 3). Two of the respondents were Presbyterian. The 

remainder were Pentecostal (n = 1 ), Latter Day Saints (n = 1 ), Reform 

Church (n = 1), and Non-denominational (n = 1). 

One fourth of the respondents were Catholic while the other 

half of the respondents reported affiliation with a variety of 
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denominations. None of the respondents identified herself as Native 

American or multi-racial. Most were White/Non-Hispanic. In 

addition, all the respondents had attended college while half of the 

total had gone on to graduate school or professional School. 

Most of the respondents attended religious services. A large 

portion had a family income over $70,000. Almost half were 

married. A large majority lived with both biological parents. 

A majority of the respondents in each of the categories 

indicated that alcohol, violence, and abuse were not present in their 

homes when they were children. 

Of the 36 respondents, 18 were from rural areas, mne from an 

urban setting, six were from the suburbs, and two moved frequently. 

Most of the respondents had lived with both biological parents (n = 

27), 13.9% (n = 5) had lived with neither parent, and 8.3% (n = 3) had 

lived with one parent. 

Analyses of the data revealed the following findings: 

1. Statistical analyses utilizing independent one-way ANOV As 

indicated no significant difference existed between age and attitudes 

toward sexual harassment. 
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2. Statistical analyses utilizing independent one-way ANOV As 

indicated no significant difference existed based on where a 

respondent was raised. 

3. Statistical analyses utilizing independent one-way ANOV As 

indicated no significant difference existed by religious upbringing. 

4. Statistical analyses utilizing independent one-way ANOV As 

indicated no significant difference existed by ethnicity. 

5. Statistical analyses utilizing independent one-way ANOV As 

indicated no significant difference existed based on the number of 

years the respondent had lived in a particular demographic category. 

6. Statistical analyses utilizing independent one-way ANOV As 

indicated no significant difference existed based on family 

composition or dynamics. 

7. Statistical analyses utilizing independent one-way ANOV As 

· indicated no significant difference existed based on the educational 

level attained. 

8. Statistical analyses utilizing independent one-way ANOV As 

indicated no significant difference existed by income. 

Discussion 

Based on the literature review, there have been no studies to 

date that have directly addressed relationships between selected 



demographic characteristics and women health care workers' 

attitudes toward sexual harassment. This study is reflective of the 

need to examine this relationship and which demographic 

characteristics need to be addressed to determine attitudes toward 

sexual harassment. 

6 1 

Sexual harassment 1s a pattern of behavior that is a frequent 

and inescapable part of most women's lives on the job (Siegal, 1991). 

Based on the literature, understanding why some women may have a 

lower tolerance toward sexual harassment than other women was 

the purpose of this study. 

The most difficult part of this study was finding a population 

willing to discuss and study sexual harassment. Medical institutions 

may have rejected doing the study possibly because of the 

connection between the institution and the topic of sexual 

harassment. This may have limited the diversity of the population 

by the selected demographics. 

While it is encouraging that the EEOC published an amendment 

that reaffirms that sexual harassment is an unlawful employment 

practice, it is disappointing that harassment continues. In 1980, the 

term "sexual harassment" became an official part of the language 

used in the written amendment. 
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Though the study did not reveal statistically significant 

findings, several interesting results encourage the researcher to 

pursue additional investigation. Sexual harassment is well defined m 

the literature. Recent legislation and publicity have raised 

awareness of sexual harassing behaviors and have recognized them 

as unwanted advances that are inappropriate to the work place. 

The findings indicate there is little relationship between age, 

marital status, and family income and attitudes toward sexual 

harassment. Since most of the women who responded to the 

questionnaires were married, the few who were in the other 

categories did not significantly affect the findings. The respondents 

were all m the middle years of life. There were no women in their 

twenties or thirties. Eighteen of the women were in their fifties 

while 15 were in their forties. There were only three women m the 

60 to 70 year old category. This lack of heterogeneity of the 

diversity of ages through all of the available working ages may 

account for the similarity in attitudes toward sexual harassment. 

None of the respondents had a family income of less than $10,000. 

Half of the respondents had a family income between $25,000 and 

$69,999, while almost half of all the respondents had a family 

income of $70,000 or more. This limited diversity of earning 
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potential may also influence the similarity of attitudes toward sexual 

harassment. 

All the respondents were high school graduates with half 

having attended college and half having gone on to post graduate 

education. This high level of education may also contribute to the 

similarity of attitudes toward sexual harassment. 

With the largest ethnic group having identified themselves as 

White/Non-Hispanic, the few who belonged to the minority ethnic 

groups did not influence a diversity of attitude toward sexual 

harassment. 

Most respondents indicated that their religious denomination 

was of Christian influence. One of the respondents indicated no 

religion while none of the respondents were a part of a non-Christian 

religion. This similarity of background resulted in a similarity of 

attitude toward sexual harassment. Only when the Catholic 

respondents were separated from all non-Catholic respondents was 

there a statistically significant difference in attitude toward sexual 

harassment. 

A large majority of the respondents attended religious services 

four times or more per month. Only a few attended religious 

services once or twice a month and even less attended religious 
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services once or twice a year. These data indicate that the number of 

times one attends religious services provides no statistical difference 

in attitudes toward sexual harassment. 

Most of the respondents were raised in a rural community with 

a population of under 10,000. The data indicate that the respondents 

remained within that setting with little relocation to larger urban 

areas. In addition, most lived with both biological parents. This 

similarity of lifestyle resulted in low statistical significance as relates 

to a diversity of attitudes toward sexual harassment. 

When a comparison of the influence of violence, abuse, or 

alcoholism on the upbringing of the respondent, most indicated that 

this was not part of the childhood. The lack of heterogeneity and the 

similarity of upbringing had no statistical significance in affecting 

attitudes toward sexual harassment. 

Conclusions 

The maJor intent of this study was to examine relationships 

between selected demographic characteristics of women health care 

workers' attitudes toward sexual harassment. The results of the data 

were tested at the .05 level of significance, and the following 

conclusions were made: 



Null Hypothesis 1. There is no statistically significant 

relationship between the attitude levels of female health care 

workers and age. NOT REJECTED. 
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Hypothesis 2. There is no statistically significant difference in 

the attitude levels of female health care workers by a rural or urban 

upbringing. NOT REJECTED. 

Hypothesis 3. There is no statistically significant difference m 

the attitude levels of female health care workers by religious 

upbringing or nonreligious upbringing. NOT REJECTED. 

Hypothesis 4. There is no statistically significant difference m 

the attitude levels of female health care workers by ethnicity. NOT 

REJECTED. 

Hypothesis 5. There is no statistically significant difference in 

the attitude levels of female health care workers and the number of. 

years belonging in a particular demographic category. NOT 

REJECTED. 

Hypothesis 6. There is no statistically significant difference m 

the attitude levels of female health care workers by family 

composition and/or dynamics. NOT REJECTED. 
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Hypothesis 7. There is no statistically significant difference in 

the attitude levels of female health care workers by educational level 

attained. NOT REJECTED. 

Hypothesis 8. There is no statistically significant difference in 

the attitude levels of female health care workers by income. NOT 

REJECTED. 

Recommendations 

The following recommendations are made for future 

investigations: 

1. A larger sample size should be utilized among women health 

care workers. This will further establish validity and reliability of 

the SHAS (Mazer et al., 1989). 

2. A more diverse population of women health care workers 

would be sought for improved diversity of the population. 

3. The study should be conducted in a facility that includes a 

greater diversity of women health care workers that are more 

di verse in education, age, ethnic background, and religion. 
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October 13, 1997 

Ms. Virginia Lindsey 
5518 Bryn Mawr Drive 
Dallas, TX 75209 

TEXAS WOMAN'S 
UNIVERSITY 

DENTON/DALLAS/HOUSTON 
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HUMAN SUBJECTS 
REVIEW COMMITTEE 
P.O. Box 425619 
Denton, TX 76204-5619 

t!jl/-0 Phone: ~ / 898-3377 
9i'O Fax:~ /898-3416 

Dear Ms. Lindsey: Social Security # 058-36-4614 

Your study entitled "Relationships Between Selected Demographic Characteristics and 
Women Health Care Workers' Attitudes Toward Sexual Harassment" has been reviewed by 
a committee of the Human Subjects Review Committee and appears to meet our 
requirements in regard to protection of individuals' rights. 

Be reminded that both the University and the Department of Health and Human Services 
(HHS) regulations typically require that agency approval letters and signatures indicating 
informed consent be obtained from all human subjects in your study. These consent fonns 
and an annual/final report (attached) are to be filed with the Human Subjects Review 
Committee at the completion of the study. Because you do not utilize a signed 
consent form for your study, the filing of signatures of subjects with the Human 
Subjects Review Committee is not required. 

This approval is valid one year from the date of this letter. Furthermore, according to HHS 
regulations, another review by the Committee is required if your project changes. If you have 
any questions, please feel free to call the Human Subjects Review Committee at the phone 
number listed above. 

Sincerely, 

hair 
Human Subjects Review Committee 

cc. Graduate School 
Dr. Judy Baker, Department of Health Studies 
Dr. William Cissell, Department of Health Studies 

A Comprehensive Public University Primarily for Women 

An Equal Opportunity/Affirmative Action Employer 



APPENDIXB 

Graduate School Approval 

77 



058-36-4614 

THE GRADUATE SCHOOL 
P.O. Box 425649 
Denton, TX 76204-5649 
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5518 Bryn Mawr Drive 
Dallas, TX 75209 

Dear Ms. Lindsey: 

TEXAS WOMAN'S 
UNIVERSITY 

DENTON/DALLAS/HOUSTON 

October 27, 1997 
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Thank you for providing the materials necessary for the final approval of 
your dissertation prospectus in the Graduate School. I am pleased to approve the 
prospectus entitled "Relationships between Selected Demographic 
Characteristics and Women Health Care Workers' Attitudes toward Sexual 
Harassment", and I look forward to seeing the results of your study. 

If I can be of further assistance, please let me know. 

LMT/sjr 

Sincerely yours, 

Allz _ d/4~h,--
Leslie M. Thompson 
Associate Vice President for Research and 
Dean of the Graduate School 

cc Dr. Judy Baker, Health Studies 
Dr. William Cissell, Health Studies 

A Comprehensive Public University Primarily for Women 

An Equal Opportunitl{!Affirmative Action Emplol{er 
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October 27, 1997 

Dear Virginia: 

I hereby give you permission to use ouor association members for your 

study entitled "Relationships between Demographic Characteristics and 

Health Care Workers' Attitudes Toward Sexual Harassment. 

I understand that the name of our association will not be mentioned m 

your study. 

Dina Smith, RN 
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University of 
Prince Edward Island 82 

Dep.urmenr of Psyd1ology 
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artjcle by Donald Mazer and me in ex Roles). 

Eliz h F. Percival, Ph.D. 
Associate Professor 
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November 1 , 1997 

Dear Health Care Worker: 

I would like to invite you to participate in a study to measure attitudes toward sexual 
harassment among women health care providers. I consider your participation very 
important because it will help me develop a training to help make working conditions less 
stressful for women health care workers. 

This study in particular will seek to determine if certain demographic characteristics are 
associated with attitudes toward sexual harassment among health care workers. The 
intent is to provide descriptive information to aid the development of an appropriate 
intervention based on key characteristics of the audience. 

The study will take no more than 1 O minutes and consists of two questionnaires. The first 
questionnaire contains questions pertaining to demographic information about yourself. 
The second questionnaire contains questions that measure your attitudes towards sexual 
harassment. Questions in this section have been developed by individuals with 
expertise and knowledge in the field of psychology. These questions only ask about 
attitudes toward, not personal experience with sexual harassment. 

Participation in this study is completely voluntary and you may decide at any time not to 
continue completing the questionnaires. There will be no penalties if you decide not to 
participate. But I hope that you will choose to complete the questionnaires. Your input is 
very important to the purpose of this study. All questionnaires will be anonymous and 
when placed in the enclosed envelope, the returned, completed questionnaire will indicate 
your consent to participate. No questionnaires will be shared with anyone. Please do not 
put your name on any portion of the questionnaires. 

The results of the study will be available, upon request, after the study is completed. 

If you have any questions about the research or about your rights as a subject, please 
call me at (214) 353-0678 or send an email to DG_Lindsey@venus.twu.edu. I will be 
happy to answer any questions you may have. 

Please return the questionnaires in the enclosed preaddressed envelope by November 
26, 1997 

Sincerely, 

Virginia B. Lindsey 
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The Demographics Questionnaire 

This questionnaire will be used by the researcher in a study to determine attitudes toward sexual 
harassment. For each question, please check the box that applies to you personally. 

All answers will be kept strictly confidential. 

The following questions ask for some general information about yourself: 

1. Mysexis: 
O 1. Male 
O 2. Female 

2. My age at my last birthday was __ 

3. My marital status is: 
O 1. Single 
O 2. Married 
O 3. Divorced 
0 4. Widowed 
O 5. Separated 

4. My family income is: 
O 1. Less than $10,000 
0 2. $10,000-$24,999 
0 3. $25,000-$49,999 
0 4. $50,000-$69,999 
O 5. $70,000 or more 

5. The highest level of schooling I have completed is: 
o 1. Elementary school 
o 2. High school 
o 3. College 
o 4. Graduate or professional school 
o 5. Vocational school 

6. My race/ethnic background is: 
O 1. African-American 
o 2. Asian/Pacific Islander 
o 3. Hispanic 
o 4. Native American 
o 5. White/Non-Hispanic 
o 5. Multi-racial 



The following questions ask about your childhood upbringing (up to age 18). 

7. My religious denomination is: ·---------

8. I attended religious services: 
O 1. 4 times/month or more 
O 2. 1 or 2 times/month 
O 3. 5 or 6 times/year 
O 4. 1 or 2 times /year 
O 5. Never 

9. Which describes where you have spent most of your life? 
O 1. Rural area 
O 2. Urban area 
D 3.Suburbs 
O 4. Moved frequently 

10. I was raised in a town or city with a population of: 
O 1. Under 10,000 
0 2. 10,000 - 24,999 
0 3. 25,000 - 49,999 
0 4. 50,000 - 74,999 
O 5. 75,000 - or more 

11. The longest time I lived in one place was ___ _ 
12. I lived with: 

0 1. None of my biological parents 
0 2. One of my biological parents 
O 3. Both of my biological parents 

The following questions ask about your family during your upbringing through age 18. 

Please answer questions 13 through 15 according to the following scale: 

1 = Strongly agree; 2 = Agree; 3 = Does not apply; 4 = Disagree; 
5 = Strongly disagree 

Please circle the closest number that applies to you. 

13. One or both of my parents/guardians was an alcoholic. 1 2 3 4 5 
14. One or more of my relatives was abusive to me. 1 2 3 4 5 
15. There was physical violence in my home. 1 2 3 4 5 
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SEXUAL HARASSMENT ATTITUDE SCALE (SHAS) 

The following questions refer to your ~ toward sexual harassment. Please circle the closest number to indicate your attitude toward a statement according to the following scale: 

1 = Strongly Agree, 2 = Agree, 3 = Does Not Apply, 4 = Disagree, 5 = Strongly Disagree 

1. An attractive woman has to expect sexual advances and should learn how to handle them. 1 2 3 4 5 

2. Most women are sexually teased by many of the men with whom they interact on the job or at school. 1 2 

3. Most women who are sexually insulted by a man provoke his behavior by the way they talk, act, or dress. 

4. A man must learn to understand that a woman's "non to his sexual advances really means "non. 

5. It is only natural for a woman to use her sexuality as a way of getting ahead in school or at work. 

6. An attractive man has to expect sexual advances and should learn how to handle them. 

7. I believe that sexual intimidation is a serious social problem. 

8. It is only natural for a man to make sexual advances to a woman he finds attractive. 

9. Innocent flirtations make the workday or school day interesting. 

10. Encouraging a professor's or a supervisor's sexual interest is frequently used by women to get 

better grades or to improve their work situations. 

11 . One of the problems with sexual harassment is that some women can't take a joke. 

12. The notion that what a professor does in class may be sexual harassment is 

taking the idea of sexual harassment too far. 

13. Many charges of sexual harassment are frivolous and vindictive. 

14. A lot of what people call sexual harassment is just normal flirtation between men and women. 

15. Sexual assault and sexual harassment are two completely different things. 

16. Sexual harassment refers to those incidents of unwanted sexual attention that aren't too serious. 

17. Sexual harassment has little to do with power. 

18. Sexism and sexual harassment are two completely different things. 

19. All this concern about sexual harassment makes it harder 

for men and women to have normal relationships. 
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