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Abstract 

Workplace harassment and gender inequality remain pervasive issues across various industries, with female healthcare workers being particularly vulnerable 

due to systemic challenges and power imbalances. Harassment is characterized by unwelcome behaviors that create hostile work environments, with verbal 

and sexual harassment being the most prevalent forms. Gender discrimination further exacerbates these challenges, manifesting in unequal pay, limited career 

advancement opportunities, and micro-aggressions. Studies reveal that nearly half of female healthcare workers experience workplace violence, with nurses 

being disproportionately affected due to hierarchical dynamics. The psychological and physical toll of harassment includes anxiety, depression, and reduced 

job satisfaction, significantly impacting victims' mental health and professional efficacy. 

Cultural and systemic barriers, such as fear of retaliation and ingrained patriarchal norms, hinder reporting and seeking help. Organizational cultures often 

perpetuate these issues, failing to provide adequate gender diversity in leadership or effective mechanisms for redress. Existing legal frameworks, such as the 

Sexual Harassment of Women at Workplace (Prevention, Prohibition and Redressal Act) (POSH), lack specific provisions for healthcare workers, leaving 

them vulnerable. 

Addressing workplace harassment requires implementing anti-harassment policies, promoting awareness programs, and fostering open communication. Future 

research should focus on evaluating reporting systems and exploring the cultural barriers that sustain harassment. Strengthening legal protections tailored to 

healthcare workers and ensuring equitable workplace practices are essential steps toward a safer and more inclusive environment. By addressing these systemic 

issues, the healthcare sector can improve not only the well-being of female professionals but also the quality of care delivered to patients. 
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1. Introduction  

Harassment is defined as ‘any unwelcome and inappropriate 

behaviour that is likely to cause someone discomfort, offense, 

or embarrassment’. It can involve verbal, physical, or 

behavioural actions that irritate, threaten, insult, degrade, 

intimidate, belittle, humiliate, or embarrass another person, 

or that lead to the creation of a hostile or uncomfortable work 

environment.1 Women often encounter discrimination from a 

young age, particularly in societies where there is a strong 

preference for male offspring.2 Workplace harassment is 

receiving heightened attention across all economic sectors, 

mainly because of the prevalence of negative effects it has on 

individuals. In healthcare settings, medical workers are more 

prone to workplace violence than their non-medical 

counterparts, who also face the risk of physical violence.3 

Furthermore, in the medical arena, the female gender 

encounters unequal opportunities in career advancement, 

particularly in areas such as salary promotions, and job 

prospects. Several expressed that they were significantly 

underpaid compared to men, leading to feelings of being 

undervalued. Majority of female healthcare workers 

encountered different types of gender discrimination from 

both patients as well as colleagues.4 Earlier studies 

documented instances of sexual harassment, micro-

aggressions, anticipating motherhood and disparities in 
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career advancement, compensation, and workload 

distribution among female healthcare workers.4-12 Previous 

research has indicated that specific forms of discrimination 

can be tied to particular professions. For instance, female 

doctors often report being mistaken for nurses, a finding that 

aligns with results from previous studies.4,13,14 This narrative 

review aims to examine the prevalence, forms, and impacts 

of workplace harassment and gender-based discrimination in 

healthcare, with a focus on female healthcare workers. 

2. Prevalence and Types of Harassment 

2.1. Statistical analysis of harassment rates among female 

healthcare workers 

Some systematic review and meta-analysis emphasized 

gender as a key factor in predicting workplace violence, 

noting that nurses are at an increased risk as compared to 

other professions.15,16 A study conducted by Abdullah et al 

among female healthcare workers in tertiary care hospital, 

Saudi Arabia indicated that about 15.5% of female healthcare 

professionals, primarily nurses, have experienced sexual 

harassment, with verbal harassment accounting to 46.60% 

the most frequently cited form.17 This can be attributed to the 

power dynamics and hierarchical structure within the 

healthcare system, where physicians are viewed as superior 

and nurses as subordinate, making nurses more vulnerable to 

harassment from both doctors and patients.16,18 

A study conducted among 465 orthopedic surgeons 

revealed that women were much more likely to face both 

gender-based and sexual harassment, with an odds ratio (OR) 

of 16.2 (95% CI 4.8–54.0) for gender-based harassment and 

OR of 2.2 (95% CI 1.2–4.0) for sexual harassment.19 Based 

on the findings of meta-analytical study including 28 studies 

from 16 studies, the combined prevalence of workplace 

violence was estimated to be 45.0% (95% CI 31% to 58%) 

among female healthcare workers.20 

2.2. Specific types of harassment (e.g., verbal, physical, 

sexual) 

Common type of violence includes verbal abuse, verbal 

threats, physical assaults, sexual harassment, mobbing, 

bullying and discrimination. In a study conducted during the 

period 2013-2014 among Ghanian nurses, approximately 

83% were female nurses and whereas 17% were male nurses 

who experienced verbal form of harassment.  In the same 

study, females (93.1%) that experienced sexual abuse was 

greater than their male counterparts which were 6.9%.21 

About 12% of the participants experienced at least one 

incident of sexual harassment and 52·2% were exposed to 

verbal abuse. Giglio et al conducted a study among 

orthopaedic surgeons in 2019 and found that despite the 

smaller number of female participants, gender-based 

harassment was more frequently faced among female 

healthcare workers than males’ healthcare workers.19 Among 

the participants females were more vulnerable to sexual 

harassment in comparison to males. Verbal harassment was 

found to be more prevalent than physical harassment among 

the different forms of sexual harassment. 

3. Discussion 

3.1. Impact on mental and physical health 

3.1.1. Mental and psychological health 

Zeng et al reported that 44.6% of Chinese nurses who 

experienced harassment developed mental health issues, with 

61.26% facing emotional difficulties and 51.79% suffering 

psychological disturbances.22 A significant link was found 

between harassment and women’s feelings of depression and 

hopelessness. A meta-analysis confirmed that harassment 

victims often develop anxiety, depression, and post-traumatic 

stress disorder (PTSD). Chaudhuri P described sexual 

harassment as a traumatic life event, and in Saudi Arabia, 

female healthcare workers experiencing harassment showed 

a significant negative correlation between self-esteem and 

depression levels (r = –0.357).23 An Egyptian study among 

young physicians showed that sexual harassment was 

strongly associated with elevated anxiety and depression.24 

3.1.2. Physical health 

Zeng et al also found that 30.19% of nursing staff reported 

physical health problems following harassment.22 

3.1.3. Social and emotional well-being 

Zeng et al highlighted that 16.02% of victims developed 

social health issues.22 In India (Kolkata), harassment was 

linked to intimidation and anxiety across all categories of 

healthcare workers.23 In Pakistan, female trainee nurses 

reported harassment as significantly associated with low self-

esteem and reduced job satisfaction.26 

3.2. Barriers to reporting and seeking help 

3.2.1. Cultural and systemic obstacles to reporting 

harassment 

In professions with patriarchal origins or those historically 

dominated by men, there is a notable prevalence of 

competitive individualism, which discourages collective 

solidarity and makes it difficult for victims to speak out.27 

3.2.2. Fear of retaliation and impact on career 

advancement  

Concerns about retaliation or punishment deter both victims 

and bystanders from reporting disruptive behaviors. Fear of 

being labelled as “difficult” or “uncooperative” also restricts 

opportunities for feedback that could otherwise correct 

misconduct, thereby reinforcing silence and complicity.28,29 

3.2.3. Institutional deficiencies and grievance redressal 

mechanisms 

Despite legal frameworks mandating the creation of 

grievance redressal mechanisms, institutional deficiencies 

remain a significant barrier. For instance, in India, the Sexual 
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Harassment of Women at Workplace (Prevention, 

Prohibition and Redressal) Act, 2013 (POSH Act) requires 

the establishment of Internal Complaints Committees (ICCs) 

in all workplaces. However, evidence shows that many 

healthcare institutions either do not have functional 

committees, or if they do, they suffer from poor visibility, 

lack of awareness among staff, inadequate training of 

committee members, and minimal trust from employees. This 

results in underutilization of the system and a continued 

culture of silence. Similar deficiencies have been observed in 

grievance mechanisms in academic medical centers globally, 

where committees may exist formally but fail to provide 

impartiality, confidentiality, or protection from retaliation. 

Effective institutional support systems, including accessible 

grievance redressal, active monitoring of complaints, and 

visible leadership commitment to zero tolerance, are 

therefore critical in creating safer workplace environments. 

3.2.4. Gender dynamics in healthcare teams and leadership 

Healthcare professional associations, organizations, and 

regulatory bodies need leadership that better reflects gender 

diversity. A lack of gender-balanced leadership perpetuates 

decision-making that overlooks the concerns of women 

healthcare workers and further weakens institutional trust in 

grievance mechanisms.31 The barriers to reporting 

harassment or hindrance in seeking help in professions with 

patriarchal origins or those that have historically been male-

dominated, there is a notable prevalence of competitive 

individualism.27 

3.2.5. Organizational culture and gender dynamics 

The academic meritocracy and tenure system often 

perpetuate hierarchies by systematically excluding 

individuals and concentrating privilege.27 Although 

meritocracies are intended to provide opportunities based on 

accomplishments, talents, or skills, increasing evidence 

shows that systemic biases and gendered power relations 

consistently prevent women from advancing equitably in the 

medical profession.30,31 Women are more likely to face 

barriers in promotions, leadership appointments, and access 

to research opportunities, while men disproportionately 

occupy senior and decision-making roles. This imbalance not 

only sustains a male-dominated hierarchy but also limits 

women’s visibility, mentorship opportunities, and influence 

in shaping institutional policies. Gender dynamics within 

teams further manifest in women being undervalued, 

subjected to microaggressions, or relegated to subordinate 

roles, reinforcing structural inequities and undermining 

genuine meritocracy. 

3.3. Legal and policy framework 

The Sexual Harassment of Women at Workplace 

(Prevention, Prohibition, and Redressal) Act of 201332 was 

enacted to ensure a safe working environment for women, 

regardless of their employment status. Along with 

implementing measures to prevent workplace sexual 

harassment, employers are mandated to establish an internal 

committee to handle and resolve sexual harassment 

complaints promptly and confidentially. Employers are also 

mandated to carry out regular training for the employees on 

the subject. However, the POSH Act has several limitations 

in the healthcare context. While the Act provides a general 

framework for addressing workplace harassment, it was not 

designed with the unique challenges of healthcare settings in 

mind. For instance, women healthcare professionals 

frequently interact with patients, attendants, and caregivers 

who fall outside the formal employer–employee relationship, 

creating a grey area in the applicability of the Act. 

Furthermore, studies and audits have shown implementation 

gaps: many hospitals either do not have a functional ICC, 

staff are often unaware of its existence, committee members 

lack proper training, and there is limited monitoring of 

compliance. In some institutions, hierarchical power 

dynamics and fear of retaliation discourage women from 

approaching the ICC. Thus, while the POSH Act establishes 

an important legal safeguard, its inadequate implementation 

and limited scope in addressing patient-related harassment 

leave women healthcare workers vulnerable. To address this 

gap, there is a need for healthcare-specific legal and 

institutional mechanisms, including stronger oversight of 

ICCs, protection against third-party harassment, and sector-

focused guidelines for hospitals and medical institutions. 

3.4. Best practices for prevention and response  

3.4.1. Successful strategies for creating a safer workplace 

Ideally, every workplace should naturally be a safe 

environment for all healthcare workers, without the need for 

special measures. Unfortunately, that is not the reality, and 

proactive steps must be taken to ensure safety, particularly 

for vulnerable groups. Clear anti-harassment policies and 

regular sensitization workshops are essential in helping 

healthcare workers recognize, prevent, and respond to 

harassment, thereby fostering professionalism. Establishing 

safe environments where female healthcare workers can 

openly share their experiences, coupled with designating 

trained leaders or champions to oversee employee behaviour, 

has been shown to contribute to healthier workplaces. In 

India, despite the enactment of the Sexual Harassment of 

Women at Workplace (Prevention, Prohibition, and 

Redressal) Act, 2013, evidence suggests gaps in 

implementation. Chaudhari P et al33 highlight that internal 

complaints committees (ICCs) are often opaque and 

ineffective, particularly when senior staff are involved. A 

case study from R.G. Kar Medical College in Kolkata 

revealed that its ICC was improperly constituted, with 

members tied to management, undermining neutrality and 

trust in the system.34 Similarly, an ICMR-supported study 

published in the Indian Journal of Community Medicine 

documented a high prevalence of harassment among female 

healthcare workers with significant psychological impact, 

while also noting low awareness of POSH provisions.35 
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These examples underscore the gap between legal mandates 

and practical enforcement in healthcare. 

3.4.2. Training programs and awareness initiatives 

Training and awareness initiatives are crucial for fostering a 

culture of accountability. Programs should equip healthcare 

workers to recognize inappropriate behaviours, understand 

their consequences, and intervene safely as bystanders using 

both verbal and non-verbal strategies. Importantly, reporting 

mechanisms must be well-publicized, with clear instructions 

for staff on accessing institutional protocols and support 

systems, including HR and ICCs. Some institutions have 

begun experimenting with structured awareness drives. For 

example, workshops in select teaching hospitals have 

integrated gender-sensitization modules into medical 

training. However, national-level audits such as those 

reported by Advotalks, legal tech platform show that junior 

doctors still often work in unsafe environments, with existing 

mechanisms—including conciliation under POSH—

sometimes diluting accountability instead of empowering 

victims.36 

3.5. Gaps and challenges  

Despite the existence of policies, many healthcare facilities 

lack consistent enforcement, with widespread underreporting 

due to fear of retaliation, power hierarchies, or lack of trust 

in grievance redressal systems. Evidence from both Indian 

and global studies demonstrates that legal provisions without 

effective monitoring and institutional buy-in remain 

insufficient. There is also a lack of empirical research on 

healthcare-specific interventions and their outcomes. 

3.6. Future directions for research and policy 

Future initiatives must incorporate an intersectional 

perspective, recognizing that women healthcare workers’ 

experiences are shaped not only by gender but also by caste, 

class, age, ethnicity, and employment status (e.g., contract 

versus permanent). These intersecting vulnerabilities amplify 

risks of harassment and reduce access to redressal. Research 

in India should focus on evaluating the effectiveness of ICCs, 

institutional grievance redressal systems, and training 

programs in healthcare-specific contexts. Comparative 

studies across institutions can identify scalable models and 

highlight best practices to close the gap between legislation 

and lived workplace experiences. 

4. Conclusion  

Research has revealed that female healthcare workers often 

encounter gender inequality and harassment in their 

workplaces. This concerning reality highlights the systemic 

problems within the healthcare industry that 

disproportionately impact women, hindering their ability to 

carry out their responsibilities effectively and safely while on 

duty. These challenges not only influence the mental and 

emotional well-being of female healthcare workers but also 

have a negative effect on them. Introducing stricter 

legislation, such as a Central Protection Act, would establish 

a clear legal framework that defines harassment, prescribes 

penalties, and mandates institutional mechanisms for 

enforcement. Such measures could strengthen accountability, 

ensure better protection for victims, and reduce the 

prevalence of harassment.   
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