
 
 
 
 
 

COVID-19 Related Harassment and Intimidation of Public Health Workers: A Qualitative Study 
 
 
 

by Mary Elizabeth L. Chesney 
 
 
 

B.A. in Anthropology and Sociology, May 2008, Emory University 
M.S.P.H in International Health Systems, December 2010, Johns Hopkins Bloomberg School of 

Public Health  
M.S. in Biohazardous Threat Agents and Emerging Infectious Disease, May 2013, Georgetown 

University 
 
 

A Dissertation submitted to 
 
 
 

The Faculty of 
The Milken Institute School of Public Health 

of The George Washington University 
in partial fulfillment of the requirements 
for the degree of Doctor of Public Health 

 
 
 

 May 18, 2025  
 
 
 

Dissertation directed by  
 

George Gray 
Professor of Environmental and Occupational Health 

 
 
 



i 

 
 

 
The Milken Institute School of Public Health of The George Washington University certifies that 

Mary Elizabeth L. Chesney has passed the Final Examination for the degree of Doctor of Public 

Health as of March 7, 2025. This is the final and approved form of the dissertation. 

 
 

COVID-19 Related Harassment and Intimidation of Public Health Workers: A Qualitative Study 
 

Mary Elizabeth L. Chesney 
 
 
 

Dissertation Research Committee: 
 

George Gray, Professor of Environmental and Occupational Health, Dissertation Director 
 
Khadidiatou Ndiaye, Professor of Prevention and Community Health, Committee 
Member 
 
Naomi Seiler, Professor of Health Policy and Management, Committee Member 

  



ii 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

© Copyright 2025 by Mary Elizabeth L. Chesney 
All rights reserved 

  



iii 

Dedication 
 

Actress Issa Rae confidently said during an acceptance speech of a prestigious award in 2019, “As 

women, we tend to downplay ourselves, to dim our light, and we’re conditioned, socially, to be 

humble. I grew up being a huge hip-hop fan, and none of my favorite artists are humble. They 

don’t even know what that means. So, in writing my speech, I decided to embrace this moment…I 

deserve this, bye.” And with that as inspiration, I dedicate this dissertation to myself. I deserve 

this. Bye. 
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Abstract 
 

COVID-19 Related Harassment and Intimidation of Public Health Workers: 
 A Qualitative Study 

 
 
Background: Harassment and intimidation of public health professionals has increased since the 

advent of the COVID-19 pandemic, leading to reports of increased mental health issues, desire to 

leave the field and feelings of marginalization and fear amongst the workforce. Complicating this 

increasingly polarized environment is the spread of mis- and disinformation online. 

Research Aim: This research aims to explore harassment tactics, personal and professional 

impacts, perceived drivers/causes of harassment, and potential solutions to the harassment of 

public health workers during the COVID-19 pandemic.  

Methods: The study population was limited to government public health employees at local, state 

or federal levels. A qualitative research approach was selected to help address some of the current 

gaps in the body of evidence. The research blended a phenomenological approach, and an applied 

approach, as well as a feminist approach, prioritizing the role of gender and power dynamics.  

Results: The study ultimately included 15 relevant interviews. Tactics: The tactics described by 

participants varied, ranging from attempts of physical assault, name calling and threatening 

language, to online shaming and doxing, with the most frequently cited form of harassment being 

name-calling and being insulted. At the peak of the pandemic, almost half of respondents 

experienced this daily or weekly. Impacts: The most common impact from harassment during the 

COVID-19 pandemic was a mixture of anxiety, self-doubt, cautiousness and hypervigilance 

around their work. Public health workers shared that they felt that any health topic could become 

politicized, or in some cases, already was. Causes/Drivers: When asked what participants thought 

were potential drivers of the harassment of public health workers during the COVID-19 pandemic, 
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most participants replied either the role of politics or the challenges of combating misinformation 

on social media as primary causes. Solutions: Most participants described the need for greater 

awareness that this is a problem facing public health as a field. Additionally, many responses 

focused on the need to better regulate or manage misinformation on social media, as well as the 

challenge of addressing the involvement of politics in public health and science. The research 

indicates that public health professionals see the future of addressing harassment and intimidation 

as a largely public education and misinformation management response, and less of an emphasis 

on more near-term, organizational solutions such as coworker support networks and workplace 

violence reporting systems.  

Discussion: When discussing the implication of this harassment and intimidation on the public 

health workforce, it is important to note the role of gendered language and implication of gender-

based violence. Additionally, many aspects of the digital environment made harassment and 

intimidation of public health workers harder to gauge, respond and prevent. Facets of this include 

the rapid spread of misinformation, the anonymity of digital threats, the unmeasured role of foreign 

interference in the pandemic response, as well as organized digital campaigns that utilize the web 

for intimidation and harassment.  
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Chapter 1: Introduction 

Problem Statement 

As the global pandemic of COVID-19 spread, public health professionals across the 

United States were suddenly thrust into the spotlight as the nation grappled with how to contend 

with the new threat. This sudden attention during such a stressful, uncertain time led many 

Americans to treat public health and medical professionals as heroes and saviors during a scary, 

unprecedented time. This wasn’t the only reaction to public health professionals during this time 

of fear and upheaval. Contrary to seeing medical professionals as heroes, polarization, 

misinformation, and fear combined to create an environment that emboldened others to take the 

opposite approach and vilify public health professionals and their professional legitimacy.1,2 This 

research will focus on both documenting the impacts of this reaction, but also seek to find 

avenues for prevention of future similar scenarios.  

Harassment and intimidation of public health professionals has increased since the advent 

of the COVID-19 pandemic, leading to reports of increased mental health issues, desire to leave 

the field and feelings of marginalization and fear amongst the workforce.3,4 Complicating this 

increasingly polarized environment is the spread of mis- and disinformation online, which fosters 

additional vitriol and harassment of the public health workforce as falsehoods spread online.5,6 

These trends have been seen in other similarly polarized fields, with journalists and election 

officials similarly receiving harassment online in increasingly politicized fields.7, 8,9,10  
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With an already overstretched 

workforce that currently needs an estimated 

80,000 more workers to address America’s 

public health needs, the additional burden of 

online and offline harassment, amplified 

through social media, creates a pressing 

challenge to address how to better protect the 

American public health workforce from this 

burgeoning occupational hazard.13 In the 

wake of the COVID-19 pandemic, it is vital that the United States ensure that we have a 

functioning, protected and equipped public health workforce to tackle pressing public health 

issues across the nation, as well as to ensure that we are well prepared for any future public 

health emergencies.  

This research seeks to better illuminate some of the experiences of public health workers 

during the COVID-19 pandemic. The research will focus on the intersection of three major 

components on the public health workforce as shown in Figure 1. This study seeks to look at the 

juncture of the intensity of the COVID-19 public health emergency, violence and harassment as 

a public health issue and the digital information environment, particularly social media use, on 

public health workers to better understand this phenomenon and its impact, while taking an 

applied approach to generate potential solutions to this issue. 

Research Aim 

This research aims to explore the tactics of online harassment and intimidation used to 

Figure 1 Research Overview 
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harass and target government public health employees at the local, state and federal level, as well 

as to assess the mental, emotional and professional impact of the harassment and intimidation on 

public health workers. It is the hope that this research can clarify the specific nature of this type 

of public health issue by documenting the way that the digital environment, violence and a public 

health emergency can interact to create a challenging public health concern that should be better 

understood for future public health emergencies, as well as to identify potential organizational 

and policy recommendations that will lead to increased protection of the public health workforce 

from these threats.  

This research will build upon previous preliminary research conducted as part of a DrPH 

Applied Practice Experience (DAPEx) project. Additional detail will be discussed further in the 

Methods section below, but this research seeks to treat the DAPEx research as a pilot preliminary 

research project and expand in the dissertation.   

Research Questions 

This research is guided by three main questions, which are loosely organized based on a 

socio-ecological framework. This framework was used in research by Shandell et al. exploring 

the impact of online harassment against scholars who published and shared their research 

online.11 The original framework is shown below in Figure 2, as well as the detailed example of 

harassment coping mechanisms from the Shandell et al. publication that shows the specific 

coping mechanisms at each level in Figure 3.  
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Figure 2 The ecological model. Adapted from Cukier et al. (2014). 

 

Figure 3 An ecological model of support from research 
Using this recent and related research as a starting point, this research will use the socio-

ecological model as a framework for questions, although slightly reworked, as this research does 

not solely focus on coping mechanisms. A visual of the structure of these questions is shown in 

Figure 4. Additionally, this research will take a phenomenological approach to focus on the lived 

experiences of public health professionals who have experienced this harassment. Additional 
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discussion of this will take place in the 

Methods section, but currently, there is a 

dearth of qualitative research in this 

space. This research seeks to provide an 

avenue for public health professionals 

that have been victims of this 

harassment and intimidation to speak 

about their perceptions and experiences, 

as well as to provide richness to this 

growing body of research. 

This research will center itself on the first two research questions exploring the 

experiences of public health workers during the harassment and intimidation. 

1. What harassment and occupational intimidation tactics were used against 

public health workers during the COVID-19 pandemic? 

2. What are the perceived emotional, mental and professional impacts of 

harassment and occupational intimidation during the COVID-19 pandemic on public 

health workers?  

The next layer of questioning will revolve around organizational support. This question 

seeks to highlight policies and solutions at the organizational level.  

3. What organizational support do public health workers feel is needed to 

help best support them during harassment and occupational intimidation? 

The broadest questions seek to understand the larger societal changes that public health 

workers perceive to be driving this harassment, as well as larger, workforce-wide solutions that 

Figure 4 Ecological Framework for Harassment and 
Intimidation Research 
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public health professionals feel might address this growing challenge across the public health 

workforce. 

4. What do public health workers perceive as the major drivers leading to 

harassment and occupational intimidation? 

5. What solutions to harassment and occupational intimidation do public 

health workers perceive as priorities for the public health workforce? 

These questions are not only meant to provide an avenue for public health professionals 

to share their direct experiences, perceptions and struggles in their own words, it is also meant to 

seek solutions to this growing challenge facing the public health workforce as a whole.  

Background  

The Public Health Workforce 

Public health is a wide and varied field, leading to a wide and varied workforce. The 

breadth of activities that are defined as “public health” can be broadly defined to include 

activities shaping the social determinates of health, such as factors affecting education and 

transportation, or more narrowly defined to include core activities such as addressing maternal 

and child health issues, public health laboratory services or infectious disease prevention. The 

wide variety of public health activities and the interdisciplinary blend of health and many other 

facets of society make defining the public health workforce complex. Public health workplaces 

include governmental agencies, including local, state, federal, tribal and territorial public health 

agencies, as well as non-governmental public health organizations, such as community-based 

organizations, direct care services such as hospitals and clinics and other private sector 

organizations. Given this complexity, much of the research and discussion about the public 
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health workforce center around governmental public health employees, as this is a large, 

trackable workforce and makes for a clearly defined population.12,13 This research will also focus 

on governmental public health employees when referring to “the public health workforce.”  

One of the most robust sources of information on the American governmental public 

health workforce is the Public Health Workforce Interest and Needs Survey, known as Public 

Health WINS. This survey was conducted in 2014, 2017 and 2021, and covers many facets of 

public health employment, including system strengths, gaps, as well as individual needs so as to 

inform future investment in the workforce.14 These studies have found that the governmental 

public health workforce has been declining for over 15 years and has lost almost 40,000 

employees over the past 10 years, and that state and local public health departments would need 

an 80% increase in workforce to meet America’s public health needs.12,15 Issues such as low pay 

and limited opportunities for advancement within the field have made recruitment and retention 

of the public health workforce challenging, as outlined in a recent report to President Biden from 

the President’s Council of Advisors on Science and Technology.16 This report also lists 

workforce shortages, COVID, burnout, as well as harassment as major hurdles facing the 

workforce.16 Additionally, the public health workforce is 80% women and almost 40% people of 

color. This means it is a workforce largely made up of people who occupy minority status within 

the United States, and thus would be at greater risk for online harassment and occupational 

intimidation, as research as shown.17,18  

The 2021 Public Health WINS report shared that this underfunded, low-staffed 

environment, coupled with the challenges of responding to COVID has left many public health 

professionals intent on leaving their positions. The report found that almost a third of workers 

intended to leave their job in the next year, with almost 40% of those reporting the pandemic 
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fueling the decision to leave.12 Of those surveyed, half of respondents reported at least one 

symptom of post-traumatic stress disorder (PTSD) along with other mental health issues, such as 

anxiety and depression. In addition, 16% of public health employees surveyed reported feeling 

bullied, threatened, or harassed by the public as part of their job, with over 40% of public health 

executives feeling harassed or threatened, likely due to the higher visibility of being in a 

leadership role.19 

In summary, the public health workforce plays a critical role in helping to improve the 

health of Americans, but underfunding, limited opportunities for advancement, burnout and 

stress from responding to COVID, as well as harassment, play major roles in creating an 

untenable work environment for many. While this has been documented and was of clear priority 

to the Biden Administration, understanding the specific types of harassment and intimidation, the 

impact in qualitative terms as opposed to large scale surveys, as well as learning potential 

solutions directly from the public health workforce itself is needed. 

COVID-19, Rapidly Changing Culture and Social Media Behaviors 
 

The COVID-19 Pandemic was officially declared a public health emergency by the US 

Government in March 2020 and officially ended as a public health emergency on May 11, 

2023.20 During this roughly three-year window, the public, healthcare and public health system 

were thrown into an unprecedented turmoil, adjusting to the novel coronavirus that swept the 

globe. 

Many frameworks exist to illuminate dimensions of the complex, global phenomenon of 

the COVID pandemic.  The disaster lifecycle helps to understand the cultural disruption during 

emergency response and the disease progression over time, and a thorough study of crisis 

communications and risk perception can explain public behavior during a crisis. That said, one of 
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the most critical components for understanding the rise in the harassment and intimidation of 

public health workers during this time is understanding the rapidly changing cultural context in 

which public health workers were responding. This includes changing cultural norms around 

civility, politics, social media and news consumption behaviors, as well as violence and 

workplace harassment. Understanding this environment is foundational for painting the full 

context in which the harassment of public health workers has arisen, and hopefully will 

illuminate ways to address it.  

Assessing Culture 

Starting at the most 

fundamental aspect of this context is 

culture. Geert Hofstede’s Cultural 

Dimensions Theory, shown in 

Figure 5, creates a broad, but 

simplistic framework for culture that 

allows us to dimensionalize and 

visualize the components of culture 

and, in this case, American 

culture.21 While there are a variety 

of frameworks available, this one serves the purpose of providing functional categories for 

conceptualizing such complex and nuanced concepts. Using these broad categories, we can 

structure our thinking of how certain cultural changes arose during this time of great ambiguity 

and uncertainty. Within this framework, weighing the six categories of culture differently can 

lead to varying perceptions of a culture, such as those that will feel more collectivism, which is 

Figure 5 Hofstede’s Cultural Dimensions Theory 
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the cultural leaning towards collective identity and the degree to which members of a society are 

integrated into groups.21 These changes will alter a person’s social orientation and thus 

behavior.22 Additionally, this framework includes a power distance index which examines how 

members in a culture expect and accept power differentials and inequality. Some may be 

comfortable with a hierarchical structure and thus, accept inequality as part of norm. Others will 

have a different view of power and hierarchy and balk at the perception of inequality within a 

culture. This creates a variety of groups and perspectives in a culture and helps to outline how 

Americans can have responded to the phenomenon of COVID in a such varied manner. 

While Cultural Dimensions Theory helps to explain varied groups and priorities at a 

national level, Moral Foundations Theory can help to explain an 

individual’s actions and perspectives.23 This theory breaks down a 

person’s moral priorities into six dimensions and uses these 

dimensions to help explain not only a person’s moral leanings, but 

also their political alignment, from being more progressive to more 

conservative. The theory looks at six factors on a spectrum. For 

example, the concept of “liberty” focuses on individual concerns of domination and coercion, 

ensuring someone is highly sensitive to policies and behaviors that might threaten this moral 

priority.  Individuals will fall on certain ends of each spectrum based on their individual moral 

priorities and sensitivities and thus respond to policies in varying ways depending on their 

perception of its alignment with their values. The most recent addition to this theory is the 

concept of “purity”, which is rooted in perceptions of sanctity and physical disgust.24 This is an 

important factor and underlying impetus for considering why people may seek to harass and 

intimidate certain groups, such as public health workers.25 Disgust is a universal and basic 

Figure 6 Facets of Moral 
Foundations Theory 
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human emotion evolutionarily rooted in disease contamination and health, but can also be more 

broadly felt as an emotion when behaviors are seen as immoral.25 When individuals feel disgust, 

as opposed to anger or contempt, this changes the nature of violence and aggression.25 Research 

highlighted by the Federal Bureau of Investigation states that the psychological roots of disgust 

shift the focus away from the actions of perceived perpetrators and onto who they are as people, 

leading people to make moral assessments of the characteristics of a person or group.26 Moral 

Foundations Theory, including consideration of feelings of disgust, liberty and authority, has 

been used to evaluate how certain moral foundations might indicate compliance with COVID 

mitigation behaviors, such as mask wearing and social distancing. This theory has also been 

applied to understanding violence broadly, but has not yet been applied to topics of harassment 

or violence in a public health context.26 

Definitions of Civility 

Returning to understanding culture and the context of harassment of public health 

workers during the COVID-19 pandemic, it is important to understand cultural definitions of 

civility. A focus on civility as an aspect of shifting cultural norms has been a prominent area of 

discussion within the field of digital harassment and intimidation.27,28,29  With over 75% of 

Americans agreeing that there is a “crisis” of civility as early as 2016, there is clearly a stark 

change in social and cultural expectations around behavior.27 Bonotti et al. describe civility as 

having two main components: politeness and public-mindedness. Politeness, by their definition, 

means “complying with norms of behavior that aim to facilitate peaceful exchange and positive 

social interaction” and public-mindedness is “using speech or behavior that respects other 

people’s fundamental rights, liberties, and equal civic standing.”28 Additional factors critical in 

civility include “inclusions of different perspectives in public debate”, as the variety of beliefs 
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should allow for new beliefs that have previously been on the periphery of public discourse to 

become more mainstream.27 This research looks at how COVID’s speed and uncertainty has 

impacted American culture and led to ambiguity around social norms specifying civility, polite 

behavior and public-mindedness. Bonotti et al.’s work posits that the unprecedented nature of 

COVID has led to a rapid shift in cultural definitions of what is polite and civil within the United 

States, which left room for a variety of interpretations of what is acceptable behavior. 

A key component of moral civility includes “refraining from perpetrating physical 

violence against others.”22 While violence exists on a spectrum ranging from harassment all the 

way to physical harm, the authors stress that this social disruption of norms has led to increases 

in harassment and violence in workplaces, private interactions, the public sphere, and 

particularly against certain groups.28 They also posit that COVID’s disruption to cultural norms 

has led to opportunities for political actors to advance their own agendas that do not align with 

previous definitions of civility by espousing “controversial beliefs” or by prioritizing certain 

groups or political values at the expense of others, including racial minorities, women, LGBTQ+ 

people, and the elderly.28 The research proposed here takes the groups outlined above and seeks 

to build off of it by looking at public health workers as one of the targeted groups for 

increasingly uncivil behavior that has been recently normalized. 

Militarized, Violent Language and the Politicization of the COVID Response 

As we explore how COVID has impacted culture and norms of civility, it is important to 

note that there is a political component to the COVID response. Pre-pandemic polling not only 

noted this “crisis of civility”, but most American’s saw the 2016 election and politicians as the 

driving forces of this civility breakdown.27 In early 2020 as the COVID pandemic developed, it 

became clear through study and polling that political affiliation and political discourse that had 



13 

previously been identified as playing a role in uncivil behavior was affecting the COVID 

response. By 2021, polls and surveys showed that political party affiliation became the 

predominate predictor of COVID vaccination status, with 90% of Democrats being vaccinated 

compared to 58% of Republicans.29 Additional research utilizing Moral Foundations Theory 

showed that those with more conservative political leanings found violations of COVID 

prevention mandates morally permissible. 30 Later research also highlighted the high overlap 

with political affiliation and levels of institutional trust, showing that those that trusted President 

Trump during the COVID response often had low levels of trust in public health institutions.31 

The research showing an increase social permissibility of harassment of public health workers 

also showed similar rates of permissibility of justification of harassing politicians, as well, 

leading some in the field to conclude that public health and politics had become intermixed.3,32 In 

addition to COVID-specific statistics, recent research from the political science sphere shows 

that self-identified Republican research participants were more likely to condone violence 

against those with differing political beliefs than their Democratic counterparts.33 

Additionally, the first Trump Administration contributed to the increasing politicization 

of the COVID response, and thus public health workers as the face of the response, by using 

politically charged language. As the adage goes, words matter. Describing the virus as “the 

China Virus” or “Wuhan Virus” shifted focus to the national origins of the virus and framed the 

issue as one of militarized combat where President Trump described himself as a “war time 

president.”34,35 This language has been described as evoking “an us/them tension that is 

inherently problematic” for the unity needed to foster civility and a collective response to a 

crisis.36 Creating this additional tension, as well as drawing parallels to other political issues, by 

stating “We’re at war with COVID-19, we’re at war with terrorists, and we are at war with the 
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drug cartels as well” in a press briefing furthered the “us vs them” mentality and framed the 

pandemic in a militarized, combative, binary fashion.37 Using this militarized language also 

evokes visuals of violence in the framing. Those that are particularly sensitive to the 

“purity/disgust” facets of culture, which as discussed above, are those that tend to lean politically 

conservative. These groups could be particularly sensitive to this type of message and may be 

influenced in their behaviors.  

Additional publications from the field of bioethics also highlight the harms caused by this 

militaristic, violent rhetoric, stating that even other public health issues have suffered from this 

wartime framing, including the “War on Alzheimer’s” and the “War on Cancer.”38 This type of 

language is dehumanizing and draws away from images and metaphors of healing and care 

inherent in public health and medicine as fields.38  Even in larger non-health contexts, the 

framing of the “war on poverty” for many social safety net policies has often been critiqued as 

leading to a “war on the impoverished” instead, showing that this type of language can shift 

away from the problem and onto a population.39 In a COVID-specific context, research has 

shown that a wartime framing of the COVID-response did not have the desired effect of 

enhancing compliance with COVID prevention behaviors and civil support for pandemic 

response, and may have occasionally resulted in people acting in the opposite manner than 

desired.40 This research also notes that militarized language shifts the discourse away from 

individual behaviors and focuses on the government’s response, which may have also 

contributed to the targeting of public health workers as the governmental face of the COVID 

response.40  

Anti-Intellectualism and Politics 

In addition to the politicized, militarized language leveraged domestically during the U.S. 
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COVID-19 response, there has been research examining the changing cultural and digital 

landscape that fosters the spread of misinformation and the dual “legitimation and epistemic 

crises.”41 The theory of legitimation crisis, first defined in the 1970s, outlines a tension between 

the political and governmental administrative spheres of life with the sociocultural system, 

essentially a tension between government and the social lives of the citizenry.24 A crisis, defined 

as an event that challenges the “subjective stability and confidence in the regular course of life”, 

challenges societal norms and social integration, leading to a reduction in confidence in 

institutions and leadership.24 Recent research has thoughtfully expanded this theory from the 

original intention of explaining an economic crisis into explaining phenomenon during public 

health crises, such as COVID, thus showing how this theory can explain the eroding trust in 

institutions during a public health emergency.  

Secondly, this research has sought to explore the “epistemic crisis” facing the U.S., 

which is fueled by a coinciding rise of populism in the United States and the “synergistic 

relationship” with anti-intellectualism.41 Anti-intellectualism is the “generalized distrust of 

experts and intellectuals.”34 The epistemic crisis is a crisis of shared perceptions and a common 

reality, which Morelock et. al describes as a “lack of clarity about where to find truth and how to 

determine it.”41 Research has shown that those that felt more trust in scientists as experts where 

more likely to adhere to COVID-related prevention behaviors, but also that partisanship and 

political affiliation also played a role in the perception of scientists and their perceived 

expertise.42 While anti-intellectualism has been on the rise in the U.S. prior to the Trump 

Administration, anti-intellectualism has been argued to be the “theme” of his 2016 campaign and 

political brand, including prior to COVID when referring climate change research as “politicized 

science”.43 This anti-scientist bias coupled with a broader anti-intellectual frame of current 
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political leadership at the beginning of the COVID-19 pandemic came together in a unique and 

challenging way at the onset of the pandemic. Combined with the crisis of trust in the 

government, reduced trust in experts, and a crisis of determining shared sources of truth, has led 

to fertile ground for COVID-related misinformation, particularly online on social media. 

Social Media Behaviors During COVID 

Unsurprisingly, the average American’s time spent on the internet, and particularly social 

media, increased during the pandemic, as lockdowns and other socially limiting public health 

measures were implemented. In a Pew study, 90% of US adults stated that the internet was either 

“essential” or “important” for them personally during COVID.44 Relatedly, social media usage 

went up in 2020 at the time of the pandemic, and has stayed elevated from pre-pandemic rates, as 

American’s social media consumption behavior has remained consistent despite the advent of 

COVID vaccines, reductions in social distancing guidelines and the official end of the pandemic 

by the U.S. government.45 Social media usage varies across age groups, as does platform of 

choice, but in aggregate, the average American consumes over an hour of social media content a 

day.45 Age groups vary in their social media consumption. For example, almost half of U.S. teens 

share that they are “almost constantly” on a social media platform, primarily YouTube or 

TikTok, and almost half of U.S. adults, typically over the age of 40, visit Facebook several times 

a day.46,47 Depending on age, between 25-50% of Americans report getting news from a social 

media source on a daily basis and 35% of U.S. adults state that social media makes it easier for 

them to participate in politics, making the increase in consumption, particularly political news 

consumption, a critical factor in the rapidly changing social contexts arising during the COVID 

era.48,49  

While the public’s consumption of news and politics on social media has gone up, 
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governmental and political usage of social media has also increased. Politicians in particular 

utilize social media heavily to engage with the public, with a study showing Republican 

politicians leveraging social media more than their Democratic counterparts.50 Most public 

health departments and agencies already had social media accounts prior to COVID, but with the 

public health emergency found it a much more direct way to participate in the digital 

conversations happening across the country and the world. Unfortunately, not all perceived 

“experts” online were providing sound information, complicating the task of ensuring the public 

had access to trustworthy, up to date information during a crisis. The clinical workforce also took 

to social media to share their thoughts and perspectives on the pandemic, and while many were 

combatting mis/disinformation, many others provided inaccurate information.51 This complexity 

further eroded the public’s trust in the legitimacy of public health and clinical expertise and 

added to the perception of an epistemic crisis, as discussed above.  

Mis/Disinformation during COVID 

In addition to changing cultural definitions of civility, public health measures have been 

increasingly politicized during the COVID response and the deep reliance of most Americans on 

social media for news and political information has grown. These phenomena coupled with the 

rise in mis/disinformation online have also drastically changed the environment in which public 

health professionals have responded to COVID. At this time, no study has directly linked the rise 

in mis/disinformation online with threats and harassment of public health workers. Despite this, 

there have been many media articles exploring this connection, as well as research in the fields 

of election integrity and journalism showing a connection between mis/disinformation online and 

attacks on the respective workforces. 7,8,9,10  Mis/disinformation was not a new phenomenon, but 

the widespread impact of it during the COVID pandemic, coupled with the change in social 
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media behaviors of Americans and the political context under the Trump Administration brought 

it into new, heightened context. It also makes it worth noting as a complexity to the COVID 

response and a factor in public health worker harassment and intimidation. Numerous threads of 

health-related misinformation abounded on the internet, ranging from the origins of COVID to 

perceived harms caused by the COVID vaccines. Many of these fast-paced, multifaceted 

conversations included demonizing public health professionals themselves as facilitators of these 

perceived harms. Ranging from vaccine hesitancy to fringier QAnon-related conspiracies, public 

health topics often blended with political topics and government distrust resulting in an 

complicated, rapidly-changing information environment where separating public health 

messaging from information of unknown origin was increasingly complex.52 Coupled with 

President Trump’s militarized language and the general confusion of a public health emergency, 

misinformation online exacerbated a stressful, overwhelming situation, particularly for the public 

health workforce.53  

Considering the rapidly changing political and public health context of the past few years, 

the definitions and use of these terms are evolving. The Office of the Surgeon General and the 

Johns Hopkins Center for Health Security define misinformation as “information that is false, 

inaccurate, or misleading according to the best available evidence at the time.”54,55 This 

definition for misinformation, while straightforward, is also limited given that the very definition 

is time-bound and evolving, which is particularly challenging during a crisis where the 

information environment is rapidly changing. Additionally, the definition lacks a clear indication 

of who is the decision-making body that assesses the best available evidence and what degree of 

agreement across deciding bodies should be accepted and expected. Some researchers feel that 

using the term “rumor” instead of “misinformation” is a more apropos term given it is seen as 
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more linguistically neutral and lacks the highly politicized context of “misinformation” in the 

wake of the COVID pandemic.56 That said, misinformation is still predominately used in 

research and thought leadership as the primary term of use at the time of this writing. For 

additional clarity, disinformation is a related concept, but differs in that it is a form of 

misinformation that is “spread intentionally to serve a malicious purpose, such as to trick people 

into believing something for financial gain or political advantage.”14 This term has its roots in 

Soviet-era government propaganda campaigns and continues to be utilized widely, as it is 

narrower in scope and easier to label relative to the broader term of “misinformation.”56  

The Broader Media Environment and Crossover with Traditional Media 

Any discussion of social media, politics and news would be remiss without noting the 

crosspollination between traditional media and social media. Traditional media, such as 

television, print media, and radio, blends either in creating media content that is then distilled 

and discussed on social media, or originates on social media and is then discussed or reported on 

using traditional media channels. This back and forth creates a much more fluid media 

environment, but also one that can cater to specific audiences based on their preferred platform 

and tone. Boatright et al. highlights this by showing that the narratives constructed around certain 

news issues, particularly crises, is heavily shaped by several factors, including the earliest to 

report on an issue, occasionally referred to as “opinion entrepreneurs” and the originating 

platform or media of choice.27 Hierarchical platforms, such as Facebook, can prioritize which 

voices and ideas initially shape a conversation in the early stages of a crisis by creating group 

conversations on the platform. X, formerly known as Twitter, on the other hand, can create a 

more flattened, egalitarian conversation with the platform structure and focus on a single hashtag 

to unify the conversation around a topic. These examples, compared with the more unilateral, 
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summary of facts on traditional news programs, like television and radio, can heavily shape the 

overall tone of a response, and thus shape the degree of civility discussions take on in the wake 

of a crisis.27  

In the case of COVID, the heavy role of government in the crisis centered President 

Trump and his shifting, often militarized or dismissive tone towards the COVID response, as 

well as other government officials, such as Dr. Anthony Fauci, who served as the director of the 

National Institute of Allergy and Infectious Diseases at the National Institutes of Health, during 

COVID at the epicenter of the original COVID narrative. These influential, albeit differing, 

voices, coupled with the widespread and near-constant media coverage of COVID made for a 

complex media environment that included traditional media and journalism, official political 

channels, as well as the numerous social media conversations across a variety of platforms. This 

complexity, as well as Trump as an “opinion entrepreneur” early in the tone-setting of the 

COVID narrative, created and exacerbated an environment of doubt and confusion.57  

Violence and Online Harassment 

Workplace Violence (WPV) 

A relevant approach to exploring this complex issue is taking the lens of workplace 

violence. This area of research does not focus on the digital environment, but does have a 

longstanding history of study. The original focus on workplace violence began in the 1980s 

when CDC’s National Institute for Occupational Safety and Health (NIOSH), developed the 

National Traumatic Occupational Fatalities (NTOF) surveillance system.58 Eventually, the 

Occupational Safety and Health Administration (OSHA) under the Department of Labor and the 

Bureau of Labor Statistics (BLS) began tracking types of workplace violence, as well.58 This lens 
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breaks violence in the workplace down into four categories: 1. Criminal intent, 2. 

Customer/client/patient, 3. worker-on-worker and 4. personal relationship. Criminal intent 

workplace violence ranges widely from acts like violence committed against a worker during the 

commission of a crime such robbery or shoplifting of a store all the way to harm caused by 

terrorism. Customer/client/patient violence is most often seen in the healthcare industry, where a 

clinician may be harmed in the provision of healthcare services. Worker-on-worker is as it 

sounds, where a current or past employee harms a fellow employee. The final category, personal 

relationship, includes violence that occurs at a workplace, but the employee has a personal 

relationship with the perpetrator, such as in the case of domestic violence.58  

For the purposes of this study, the most likely form of workplace violence against public 

health workers during COVID will fall under the customer/client/patient form a harm where the 

public is loosely defined as the “client” or “patient” of the public health department or agency. 

Additionally, there could be cases of worker-on-worker violence as a smaller subset where 

disgruntled current or former public health workers may harass, intimidate or threaten their 

colleagues. This seems to be far less commonplace for this particular topic and context, but is 

still a possibility given the stress and polarization of the COVID response as discussed above. A 

study conducted early on in the pandemic quantified the specific types of WPV that public health 

professionals received, reporting that 75% of WPV events were “customer/client/patient” events 

and roughly 15% were worker-on-worker.59 The majority of events in this study centered around 

public displeasure over COVID prevention measures, such as masks mandates, where the public 

harassed or threatened public health workers over these policies. 

While the use of the term “violence” in this framework may seem to imply only physical 
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harm, workplace violence includes a wide range of harm. This can include nonphysical forms of 

WPV such as bullying, verbal abuse, intimidation and threats, as well as simply exposure to 

these harms, including exposure to offensive or threatening language or exposure to physical 

violence. This is important to note because a worker does not need to be the direct recipient of 

these forms of harassment to constitute being a victim of WPV, even exposure to others 

experiencing WPV can have an impact on the mental health and wellbeing of a person.59 Recent 

studies focusing on the public health workforce during COVID have also included the concept of 

experiencing professional stigma as a factor in this form of harassment, intimidation and 

bullying.59  

Digital Harassment 

While recent studies and surveys of the public health workforce show that rates of online 

harassment and intimidation are increasing and affecting the public health workforce, defining 

these terms has been challenging. Much of the history of online harassment and intimidation 

research has stemmed from work in the adolescent cyberbullying space, which has taken time to 

mature and translate to the adult population. Early cyberbullying research often relies on 

identifying the intent of the perpetrator, as well as a perceived power imbalance between the 

perpetrator and victim.60 Alternative models, coming from the field of workplace and sexual 

harassment, have had a different focus moved from the intent of the harassment or intimidation 

towards focusing on the impact on the victim. Given the rapidly changing digital environment 

and the recency of COVID, this area of research is evolving and rapidly changing. For the 

purposes of this research, Slaughter and Newman’s definition, defined below, will be utilized 

since the public health workforce has most often been harassed and intimidated while 

functioning in a professional capacity, making this phenomenon a form of occupational 
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intimidation. Additionally, by treating this as an occupational hazard, potential solutions shift 

from the responsibility of the employee or individual to an onus on organizational leaders and 

policymakers. 

Slaughter and Newmans’ definition of online harassment and intimidation is 

“interpersonal aggression or offensive behavior(s) that is communicated over the internet or 

through other electronic media”.60 To appropriately label harassing behavior, Slaughter and 

Newman assume the reader takes on the perspective of “a reasonable person who shares the 

perspective of the victim” to define what behaviors, comments and language are considered 

aggressive or offensive.61 These types of behaviors can include things such as, social media 

backlash, individually targeted messages, “doxing”, which is public sharing of personal 

information like a home address or personal cell phone number, direct threats to personal or 

family safety, coordinated demonstrations online or at personal residence, and vandalism of 

property.62 Where the study of harassment becomes more complex and difficult to capture is that 

measuring online harassment and behaviors is unique compared to harassment or intimidation 

that occurs offline. A single instance of harassment, thanks to the nature of the internet, can be 

repeated, such as retweeted or screenshotted and reshared, multiple times, leading a single 

incident to live on and repeatedly harass, intimidate or harm a public health professional through 

the longevity of harassment in an online, often public forum. Given this nuance and the 

importance of all forms of harassment and intimidation, questions during this research will seek 

to capture both the details of tactics used, such as online harassment or harassment that 

transitions from online to in-person, as well as the frequency of these occurrences. 

Digital harassment is also discussed in the literature as “cyber incivility” and can focus 
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on a variety of forms, including in the clinical space where doctors and nurses are harassed 

through patient portals directly from their patients in addition to on social media and via email. It 

is important to note that interactions can be in a variety of digital interactions from the high 

volume of interaction with the public through social media to more personalized digital 

interaction such as email or aggressive notes or complaints logged through organization 

websites. Research in regard to emails directed through websites and portals has shown that the 

emotional response to these digital interactions is strong, but often short lived.63 With this 

research in mind, it means that asking professionals that have experienced this harassment after 

the fact may downplay or minimize their responses. While this research is useful to note, 

particularly the short-lived nature of the emotional response, it does not account for the potential 

effect of a multi-year pandemic which could shift the extent of the impact of this type of 

harassment. That said, research shows that these uncivil and threatening interactions can lead to 

sadness, anger, emotional exhaustion, and increased turnover intention.63 While this is a 

burgeoning field with a mixture of terminology, this research will refer to harmful and harassing 

behaviors as “harassment” and “intimidation” and not “digital incivility”, as “incivility” 

minimizes the intense emotional reaction and harm that recipients feel in response to these 

actions. Additionally, incivility fuels harassing actions, shifting focus away from the actions and 

responses of the victims and focuses on the intentions or feelings of the perpetrators. While 

research in this space uses both terms, and others, this research will seek to keep the focus on the 

actions and the resulting harm of victims.  

COVID-Specific Harassment Context 

In a survey of public health workers at local health departments done during the first year 

of the pandemic, many responded that mask mandates, business closures and other policy 
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decisions were often phrased as decisions by public health practitioners as opposed to political or 

policy decisions made by politicians with the proper authority. This redirected public sentiment 

and led public health employees to be seen as the source of the public’s frustration and fear 

regarding restrictive public health measures.62 During this same timeframe, a nationally 

representative study was conducted to assess the public’s feelings towards harassing or 

threatening public health workers due to public health measures taken during the height of the 

pandemic. This study found that over 20% of American adults surveyed felt “justified” in 

threatening or harassing public health officials, with rates increasing as the pandemic 

continued.64 This study also showed that respondents that had traditionally considered 

themselves “pro-science” and those of higher education rates felt more justified in harassing than 

prior research had shown.64 This dovetails the discussion above regarding COVID’s impact on 

shifting cultural definitions of civility and acceptable behavior, as well as the increasingly 

politicized and violent language that was used to frame the pandemic. 

Gender, Harassment and Risk in the Public Health Workforce 

As discussed above in the description of the public health workforce, 80% are women.17 

This means that in the context of workplace violence, and in particular, digital and online 

harassment, it is important to note the unique risk that faces the public health workforce as 

opposed to other workforces. Gendered and sexual harassment is an incredibly important subset 

of harassment and violence and should not be overlooked as an additional context to 

understanding COVID-related harassment of public health workers.  At an individual level, 

gender-based harassment in a professional environment results in mental health impacts on the 

recipients and can lead to diminished professional and psychological well-being.65 It also has 

larger, systemic effects, as well. As discussed in the recent work of Dr. Sarah Sobieraj, “Digital 
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publics are rife with male resistance to women who participate in public discourse.”66 While this 

research does not focus on the harasser’s identities and seeks to focus on the public health 

professionals’ experiences and perspectives, it is important to note the potential of digital 

misogyny in spurring some of the harassment and intimidation of a vastly female-identifying 

workforce. Sobieraj’s work highlights the structural and systematic nature of gender-based 

digital harassment from across a variety of workforces and she seeks to highlight the fact that 

this gendered harassment is “rooted in hostility toward the voice and visibility of individual 

speakers as representatives of specific groups of people.”66 She also notes that digital attacks 

increase when there are overlapping identities that have traditionally been devalued, such as 

women of color, and when their perceived power and influence has increased, as the need for 

public health expertise did during the height of the pandemic.66 Additionally, research shows that 

women’s responses to prior forms of harassment and intimidation result in changes to behavior, 

often resulting in a form of self-constraint after the fact as a result of fear and intimidation. This 

can inhibit women’s use of public spaces, such as social media, and even when no direct 

harassment has transpired, the knowledge and fear of this harassment can result in altered, 

protective behavior..67,68 This is important to note in professional spaces made largely of women 

that the impact of harassment of certain public health professionals, such as those that manage 

social media accounts or function in the public eye, can still have an impact on the behavior of 

other female public health colleagues even if they were not the direct recipient of the harassment 

or intimidation. This can result in a much wider impact of harassment, beyond the direct 

experiences of those harassed.  

In addition to the research cited above, the importance of gender as a factor in this 

occupational intimidation and harassment was also relevant in the pilot/DAPEx research 
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conducted earlier in 2023. Of the six public health professionals interviewed, all were women, 

with one being a woman of color. The harassment described in these interviews was noted by 

some participants to include sexual harassment and threats, leading one participant in particular 

to step back from any public-facing roles to minimize the sexual nature of her harassment. With 

this context, it is important to note not only the unique harm facing public health professionals as 

a workforce of primarily women, but also the importance of addressing the potential for systemic 

harassment as a tool to minimize the influence, expertise and value of public health professionals 

in public discourse.  

Documenting, Assessing and Preventing  
 

By providing this overarching context for COVID-related harassment of public health 

professionals, it can be seen that there were a variety of aspects creating a unique confluence of 

factors. From political leadership and scientific uncertainty, to increased usage of social media, 

the COVID-19 pandemic created a challenging work environment for public health 

professionals. This research seeks to take a systematic approach to understanding and 

documenting these experiences while taking an applied approach to generating potential 

solutions for future public health emergencies and politicized public health responses. In the 

wake of the COVID-19 pandemic there will be many publications and assessments seeking to 

understand lessons learned and ways to improve. This research seeks to capitalize on this period 

of assessment by ensuring we do not overlook the importance of the field itself and the valuable 

workers within it.  
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Chapter 2: Literature Review 

COVID-Related Harassment of Public Health Workers 

The most directly applicable searches for literature in this space have resulted in only a 

few, but heavily cited quantitative studies and one qualitative study using focus groups. The 

limited literature in this space reflects the recency of this issue and the natural delay in published 

literature. Much of the widespread discussion of this issue has come from newspaper articles and 

journalistic interviews providing personal descriptions to illustrate the emotional impact of 

harassment as these forums can be published in a timelier manner, albeit lacking in scope and a 

systematic approach. As for formally published literature, there are only a handful of studies in 

this space. The majority of the most robust studies have been quantitative, with two of these 

studies being large surveys, one being mixed-methods and one using focus groups. The one 

mixed-methods study of this topic also did not include interviewing or conducting focus groups 

with public health professionals, but combined a quantitative survey of local public health 

professionals with a qualitative media analysis of news and media articles on public health 

worker harassment.69 Only one qualitative study has been currently published detailing the surge 

of COVID-related harassment of public health workers and it consists of relevant, closely related 

research questions to the research discussed in this dissertation. 

The most closely-related surveys were conducted by the Centers for Disease Control and 

Prevention (CDC) within their workplace safety branch, The National Institute for Occupational 

Safety and Health (NIOSH), Johns Hopkins University in conjunction with the National 

Association of County and City Health Officials (NACCHO) and the 2021 Public Health 

Workforce Interests and Needs Survey (PH WINS), which was conducted by the de Beaumont 

Foundation in partnership with the Association of State and Territorial Health Officials 
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(ASTHO). These were all large-scale surveys including 45,000 employees in state and local 

government public health departments with the PH WINS report, 25,000 public health workers 

in the CDC NIOSH survey and roughly 250 cases of public health worker harassment from the 

Hopkins and NACCHO collaboration.13,62,70   

These large-scale surveys did create an early-stage assessment of the scale and general 

impact of this harassment. They have done much to ground the research in the mental health 

impacts, namely PTSD, anxiety and depression as a result of harassment. Unfortunately, there 

was no direct follow up on these surveys to build upon these insights utilizing a qualitative 

approach or exploring beyond impacts and into the tactics used, perceived causes and potential 

solutions. NACCHO, as a national advocacy organization representing local public health 

officials, has proposed potential solutions through literature reviews and expert opinion and in 

2024 published their results from conducting several focus groups of local public health 

department leaders regarding the impact of harassment on their workforces.96 Their proposed 

solutions include a variety of options including improved partnerships and collaboration with the 

political sector, as well as training for public health workers in policy, advocacy and media 

management, creating colleague networks that encourage a sense of belonging, inspired by 

similar clinical networks amongst physicians and nurses, better reporting systems for 

harassment, increased awareness of harassment as an occupational issue and better access to 

legal protections for those harassed.62 They also highlight protective and aggravating factors for 

harassment, as well as professional and personal impacts of harassment. That said, their focus 

was workforce-specific and did not dive into the specifics of individual cases, which this 

research has focused on, as well as the fact the focus groups were local health department (LHD) 

only and did not include state or federal employees. Other than these methodological differences, 
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there were many overlaps in their findings, including the role of limited funding in adequately 

supporting and preparing the public health system to handle an emergency like COVID, which 

they hypothesize fueled some of the harassment LHD employees received. They also discussed 

the importance of having allies in the police/law enforcement realm to have avenues for outreach 

when harassment occurs. 

Overall, while the solutions covered in the surveys and NACCHO’s focus group study 

are all sound suggestions, these were not solicited from public health professionals on the ground 

as direct recipients of the harassment. Additionally, none of these surveys focused on the role of 

identity, such as race or gender, on the tactics and impact of the harassment, leaving out 

important systemic components facing the workforce as a whole. Additionally, many think 

pieces have been written about solutions that could address this phenomenon, but so far no study 

has discussed these proposed solutions with the recipients of any of the proposed changes.  

COVID-Related Harassment of the Clinical Workforce  

While there is limited research looking directly into the experiences of public health 

professionals during COVID, there are studies in other fields, namely in medicine. Workplace 

violence, (WPV) is well-studied and documented within the clinical fields. This includes 

statements from the American Medical Association, the American Hospital Association, the NIH 

and others to directly advocate for protections for their respective workforces and 

memberships.71,72, 73 The American Hospital Association went so far as to recommend the 

passage of the Safety from Violence for Healthcare Employees (SAVE) Act, which would 

provide legal protections to clinical workers from violence and harassment, similar to protections 

that exist for airline and airport workers, as well as flight crews. This research is useful for a 

variety of reasons, including the fact that those in the public inclined towards harassing public 
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health workers may see the clinical workforce in a similar light as the frontline faces of the 

COVID pandemic. This may mean that the origins of the harassment of the clinical workforce 

may be similarly rooted to the harassment of public health workers, but there are notable 

differences. The conversation around defining the clinical workforce and developing protections 

for them is a much more mature conversation. There are global and domestic resources for these 

issues, including WHO frameworks.74 The issues still suffer from the challenges pertaining to 

vocabulary with some research calling it “bullying”, while others call it “violence” and still 

others referring to it as “harassment” or “discrimination” based on employment status.75,73,72,71 

There is such a volume of research in this space that meta-analyses exist specific to the COVID 

timeframe.76 Additionally, much of the research in this space treats this as an issue of mental 

repercussions and burnout and less as a specific focus on violence or gender-based harassment. 

The CDC and healthcare worker specific groups, such as the American Urological Association, 

have specific guidance on the issue of WPV against healthcare professionals, particularly related 

to, or since the advent of COVID.77,78 These more recent attempts to address the issue of WPV 

facing clinical workers tends to take an approach that focuses on the mental health impacts of the 

harassment and WPV. While this is a serious and real outcome of the harassment, this research 

does not seek to address more system, or organizational-level prevention and policy solutions, 

but instead seeks to enhance human resources responses to healthcare worker mental health 

impacts from WPV.  

Additionally, much of the harassment written about and studied within the clinical 

workforce is in-person, as opposed to having a digital element. The digital experiences of 

clinician’s digital harassment are often from a desire to advocate for clinical or public health 

measures on social media.79 This differs from the occupational hazard of health department 
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social media managers or public health department leadership that directly deal with the public 

on social media or are in the public eye as a direct component of their job. It is also worth noting 

that with the privatized healthcare system in the United States, many clinicians are employed by 

private entities that will pay to protect their highly trained and specialized workforce and as 

private employees or employers, there is not the constitutional or legal conundrum of how to 

treat the public as government employees, that arose in the findings of the pilot/DAPEx project. 

That said, this is still a workforce subject to anti-science, politicized, COVID-specific 

harassment and violence and it is worth noting that much literature exists in this space. 

Harassment of Other Workforces 

Journalists 

Other relevant research exists from other politicized workforces, particularly during the 

recent years of the COVID pandemic. Journalists have also suffered from increases in 

harassment, particularly digital harassment, as much of the media landscape is online now. 

Research shows that much like the public health workforce’s experiences, female journalists, 

particularly women of color, experience harassment at higher rates.80 Research from this 

workforce is relevant in that there is also a high level of politicized, digital interaction with the 

public as with public health professionals. Research has shown that the experiences of harassed 

journalists mirror the experiences of public health workers that were found in the pilot/DAPEx 

research, including the transition from digital harassment that public health workers face in a 

professional context transitioning to in-person, personalized harassment outside a professional 

context. Additionally parallels show that the harassment can take on a sexual nature and can 

include lewd comments and sexualized threats, as seen with the pilot.80 Interestingly, a study of 

harassment of American journalists described the experiences of digital harassment experienced 
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by journalists as falling into three categories, acute harassment, including verbal abuse, chronic 

harassment, which is often attributed to repeated social media users over time and escalatory 

harassment that is more personalized and directly threatening.80 These categories also reflect 

similar findings in the pilot. Additionally, this research of American journalists also showed a 

similar lack of systemic solutions. Much of the suggestions for addressing these varying forms of 

harassment included solutions for how individuals should handle the problem on their own, 

including ignoring the digital harassment, trying to counter harassing comments online with 

humor or positivity, flagging comments for review by social media platforms or talking with 

peers. These solutions were also proposed to and by public health workers during the COVID-19 

response, as discussed in the pilot/DAPEx report. 

While there is a lot of relevance to the harassment of public health workers, namely in 

targeting women and women of color employees, the escalating harassment from online to in-

person personalized harassment and the lack of systemic solutions, there are notable differences 

with this population. Journalism as a field often encourages digital authenticity in a journalist’s 

personal brand online in a way that public health does not.81 Public health suffers from anti-

science and professional de-legitimacy that differs from this field in that journalists are often 

perceived to be conduits for what is happening in the world, as opposed to experts from a 

specialized field. Additionally, journalists enjoy a degree of constitutional legitimacy as the 

members of the press, where public health professionals, as government employees, are not 

similarly protected, but are public servants. While there are professional nuances, there is still 

much value to be found in research from this field, particularly as it relates to gender, digital 

interaction with the public and potential organizational solutions. 
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Election Workers 

There are other relevant fields, such the harassment of election workers, which also 

provide some interesting parallels, particularly when looking at the political and misinformation 

angles of COVID-related harassment of public health workers. Reports of harassment during the 

2020 election show that harassment of this politicized and polarizing workforce have increased 

in the same timeframe as COVID-related harassment of public health workers.82 The spread of 

election-related misinformation has resulted in Congressional reports related to specific 

misinformation and disinformation about the 2020 election’s legitimacy and the resulting 

harassment of election workers.83 While this does show the role that misinformation, 

disinformation and politization can play in the harassment of workforces, particularly 

government workforces, election officials enjoy a degree of legal protections that do not apply to 

public health workers.84 That said, there is a relevant conundrum of where the line of protected 

speech blurs into unprotected speech meant to intimidate and interfere with election official’s 

duties.84 There is relevance to the plight of harassed public health workers as government 

employees and exploring protections for election officials may prove useful for context and ideas 

for potential policy solutions for public health professionals.85 

Academics and Researchers 

Another relevant area of research is online harassment of academics. Research has been 

done on internal harassment, particularly sexual harassment of academics and researchers, but 

given the focus of this research on external, often digital sources of harassment of public health 

workers, there is a much smaller pool of relevant research. The most relevant body of research is 

still fairly nascent, but there have been multiple surveys, seeking to capture the scale and scope 

of online and external harassment of academics.11,87,86 Only one qualitative study was found that 
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sought to explore the specific impacts of harassment on researchers and academics’ personal 

wellbeing and professional costs.88 Researchers in higher education institutions have reported 

politicized harassment and a growing body of research is delving further into the role that 

politics, the internet and other factors, such as gender and race, play in the impact on this 

workforce and the impact that this harassment may have on research itself. Several studies have 

looked at the increase in politicized harassment of academics showing that researchers face a 

complex push to engage with the public more and to disseminate their research, but also increase 

their risk for harassment and intimidation because of this organizational expectation.11,87,88 

Studies show that researchers, particularly of gender and racial minorities, experience higher 

rates of harassment than their white, male peers, but also that the topic of research, and it’s 

politicization, also impact the likelihood and volume of harassment.87 Fields such as politics, 

issues of diversity, equity and inclusion, feminist topics, or research that aligns with popular 

concepts of liberal political issues and social justice are often the most politicized, which leads to 

greater harassment. Studies in this area show that harassment can be heavily topic-dependent, 

particularly when it aligns with popular concepts of politics, and is therefore disproportionately 

felt, both due to the topic and due to researcher characteristics.87 Research in this space 

highlights the need to understand both the “political and social climate that scholars navigate.”87 

Taking this into account, much of the relevant research covered in this space takes into account 

gender through a feminist lens of research, as well as an emphasis on the broader social and 

political context. This research focus was particularly relevant for this work, especially in the use 

of the socio-economic framework to anchor research around not only the harms, but also the 

coping mechanisms and policy options to address academic harassment.11  

In addition to traditionally published research, there is a growing movement to take an 
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occupational hazard lens when viewing the politicization of academic research. In the digital age, 

there is an institutional expectation of engagement with the public as well as an expectation to 

disseminate research as widely as possible. These occupational expectations have been seen as 

the foundations of an occupational hazard that many academics face.89 Researchers at the George 

Washington University Institute for Data, Democracy, and Politics have compiled research on 

the growing problem facing researchers, as well as a compendium of potential solutions for 

individuals and research organizations.89 Overall, this research also lends itself to a socio-

economic conceptual framework given the emphasis on individual-level solutions, organizational 

onus to this growing occupational hazard, and the broader impact of the socio-political 

environment on these harassment experiences. It is with this body of literature that the 

conceptual framework for this research was based, as well as much of the broader framing of the 

discussion, including the emphasis on trauma-informed interviewing techniques, as well as the 

multi-layered socio-economic model. 

Climate Scientists 

A closely related and relevant workforce to consider in the literature is the role of anti-

climate science harassment of climate and environmental researchers. This workforce is relevant 

to this work in that it includes some of the first examples of politicization of science in the digital 

age, with anti-climate science online harassment going back many years, even decades.90,91 

Recent studies show that almost 40% of surveyed climate scientists report experiencing 

harassment and that they have many of the same reported professional and emotional impacts as 

public health professionals, including increased anxiety, fear of damage to their professional 

reputation, loss of productivity and other mental health impacts.92 It is also a relevant field to 

study in this burgeoning area of research given the length of time that the workforce has 
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experienced politicization and harassment. In addition to traditionally published research, 

scientific journals, such as Nature, have also done a multi-part podcast on the impacts of 

harassment of climate scientists.93 Interviewees discuss the role of gender, threats to their 

families and professional reputation and the role of social media in their harassment, much of 

which is relevant to the experience of public health professionals during COVID. Many potential 

lessons learned and policies could be learned from this field given how long anti-climate science 

denialism and harassment has been going on and the unique role that politics and the internet 

play in this type of harassment. While published literature has not expressly covered best 

practices in a systematic, published sense, there are still potential areas of inspiration such as the 

fact that organizations such as the Climate Science Legal Defense Fund exists to legally protect 

climate scientists from harassment and take particular harassers to court.94 The Climate Science 

Legal Defense Fund report does state that they’ve seen increases in demand for legal defense of 

climate scientists and also in a demand for training on climate scientist rights since 2023. So 

there is distinct relevance to COVID-19 related harassment of public health professionals, but 

ultimately, this issue has little published literature on the topic and continues to struggle with the 

problem of WPV against their population despite having a longer term awareness of the problem. 

Overall, the directly related research stemming from COVID-related harassment of 

public health professionals is slim and limiting in firsthand accounts of victims of harassment. 

While there are other workforces with similarities in digital exposure to threats, anti-science and 

anti-COVID harassment, as well as mis and disinformation-related and politicized threats to 

workforce safety, there is still a dearth of qualitative research documenting and analyzing these 

experiences, as well as generating potential solutions. 
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Chapter 3: Methods 
This research utilized qualitative methods and sought to explore the firsthand experiences 

of harassment amongst the public health workforce. As discussed above, there have been limited 

surveys done exploring this topic, and thus far only one other study has been published using 

language directly from the affected population allowing them to describe their experiences and 

proposed solutions. As shared previously, it is the hope that this research will help to provide an 

avenue for some of the public health professionals that have been traumatized, vilified and 

burned out in the wake of COVID-related harassment to not only have an opportunity to provide 

richness and detail in sharing their experiences, but also that they can contribute in helping to 

craft applied, actionable ideas that might contribute to helping protect the public health 

workforce in the face of future politicized emergencies.  

The Pilot Research - DAPEx Research Project 

The pilot of this research was conducted in mid-2023 as part of a DrPH Applied Practice 

Experience (DAPEx). This pilot of the research included in-depth interviews with six local 

public health employees that reported receiving both online and offline harassment as a response 

to the COVID-19 pandemic on behalf of the CDC and the Surgeon General’s Office. The 

research went through review and approval of George Washington University’s Institutional 

Review Board (IRB) and included approval for additional participants as part of the dissertation 

portion of the research. The results of the DAPEx research were consolidated into a report and 

findings were shared with numerous other agencies and organizations to ensure that the voices of 

harassed public health professionals were heard, particularly by decisionmakers. The pilot results 

were shared on a panel with members from the Institute for Data Democracy and Politics (IDDP) 

from George Washington University and with other federal government agencies.95 
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The DAPEx research was critical in piloting interview questions and learning how to 

properly address issues of trauma from the combination of COVID and individual harassment. 

Trauma-informed interviewing techniques were employed and numerous steps were taken to 

ensure that participants knew they could end the interview at any time, as well as skip any 

questions they chose not to answer. Despite these measures, there were still lessons learned from 

the pilot research and the interview questions were reworked to incorporate these learnings. One 

of the most notable changes was providing proposed ideas or prompts to participants as they 

responded. Since the interview covers harassment tactics and experiences as well as potential 

proposed solutions, it was found that this combination of retrospective questions and future-state, 

imaginative questions was a difficult mental transition for participants. Later interviews during 

the dissertation attempted to better bridge this transition by providing easier, more reactive 

questions before asking participants to generate novel responses to this issue towards the end of 

the interview.  

Additionally, the pilot research found that gender and perceived political affiliation were 

major factors shaping the respondents’ experiences. Only one question briefly touched on 

gender, while the dissertation questionnaire provided more opportunity for respondents to speak 

about how their identity, both in terms of gender, race, and sexual orientation, as well as political 

affiliation, may have been a factor in their harassment. Additional areas of change for the 

interview guide included asking more questions around how behavior has changed over time in 

reaction to the harassment to explore if there are lasting behavior changes. This was not fully 

addressed in the pilot, but was an area of richness in the responses that should have been 

explored further. Lastly, the dissertation research strove to include local, state and federal public 

health employees, so this altered the questions to include more discussion of organizational 
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experiences to better illuminate any differences that may arise from differing public health 

employers at different governmental levels. 

Dissertation Research 

Overarching Design and Approach 

Given the importance of adding firsthand, detailed experiences to the body of research on 

public health worker’s experiences of harassment during COVID-19, a qualitative research 

approach was selected to help address some of the current gaps in the body of evidence on this 

topic. The large-scale surveys discussed in Chapter 2 show how there is a limited understanding 

of direct, detailed experiences of public health professionals, as well as the need for greater depth 

in understanding the impact professional and personally on the workforce. Additionally, there is 

only one other study that utilized qualitative research methods, in this case focus groups. While 

the NACCHO study that utilized focus groups was qualitative in methodology, it focused on 

harassment at a largely workforce level, as researchers aimed to speak to senior level public 

health leaders about harassment and intimidation on a larger scale.96 By selecting interviews as 

the method of choice, participants could expound on their personal experiences in a way that 

would allow them to provide greater detail, while also providing them a safe space to answer as 

honestly as possible regarding the potentially traumatic events covered in the interview guide. 

While there is currently no gold standard for taking a trauma-informed approach to research, 

given the body of evidence on this topic provided by the large-scale studies conducted, which 

indicated that many public health professionals suffered from negative mental health impacts 

from harassment during COVID, it was decided that creating a private space during interviews 

would allow for the privacy and agency for public health professionals to discuss their 

experiences with harassment and intimidation in a way that would be the least retraumatizing 
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while maximizing depth and richness of data. 

A Trauma-Informed Approach 

Traumatic events are defined as exposure to “death, threatened death, actual or threatened 

serious injury, or actual or threatened sexual violence.”97   Exposure to traumatic events can lead 

to “trauma” which is phenomenologically characterized by “an extreme sense of powerlessness 

as well as a disruption of beliefs and expectations.”97 Research has described trauma as an 

experience where a person “is confronted with a shattering of basic assumptions. The sense of 

invulnerability, the idea of the benevolence of the world, and the idea that other people can be 

trusted are devastated. The obvious certainties of life have disappeared.”97 

With these definitions in mind, best practices from trauma-informed research were 

included, such as how the interview guide was structured, to allow for rapport building at the 

outset and to provide an opportunity for participants to contribute to solving the problem through 

a discussion of potential policy solutions at the end of the interview.98 The researcher repeatedly 

reminded participants that they were not required to answer all questions and had agency during 

the interview to expound or skip topics as they saw fit. Mental health resources were available to 

all participants, as well, should they have indicated mental distress or upon request. With a focus 

on trauma-informed research, the methodology was chosen by emphasizing participant 

wellbeing, community wellbeing, in this case, the broader public health community, and safety, 

including both emotional and mental safety, as well as digital privacy.98  

Prioritizing Participant Protection  

One of the primary concerns raised during the IRB approval process was the risk to 

employability and reputational harm, particularly since participants are asked to critique their 

employers support and response to the harassment. Given this concern, all outreach and 
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communication was encouraged to be done through personal email accounts, although IRB 

allowed participants to use their preferred email account, even if that was a professionally-

affiliated one. All information and digital materials were stored separately from each other in 

secured digital clouds, transcripts were de-identified and all quotes shared in this document are 

de-identified so as to not indicate the particular professional interviewed, nor their county, state 

or agency of employment. 

While IRB was primarily concerned with employability and reputational harm, the 

researcher wanted to also prevent psychological harm that could be potentially caused by 

discussing and recounting traumatic experiences. This led to blending the protections during 

outreach and contact along with the incorporation of taking a trauma-informed approach in the 

interviews themselves. This approach also shaped the dissertation document itself to ensure that 

no identifiable information is shared. A balance was struck between contextualizing the findings 

and protecting participants. 

Study Design 

With this as context, a phenomenological approach was selected for this research. 

According to Creswell, phenomenology “describes the common meaning for several individuals 

of their lived experiences of a concept or a phenomenon” while seeking to “reduce individual 

experiences with a phenomenon to a description of the universal essence.”99 This allows the 

researcher to distill the variety of interview responses and harassment experiences to a shared 

description of the beliefs and perspectives of those harassed. Additionally, given the largely 

female nature of the public health work force, the researcher felt it was important to provide a 

private and accommodative space that would allow mostly women’s voices to be heard in an 
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uninterrupted manner. As discussed in the Literature Review section, only one other qualitative 

study had been conducted prior on this topic and that had used a focus-group format. Focus 

groups, while useful, could limit public health professionals from truly sharing their experiences 

and the impact of them, given the group setting and the potentially traumatic topic for those 

participating.  

This research sought to blend a trauma-informed research approach, coupled with the 

broad goals of the Belmont Report in human-centered research.98 In-depth interviews with a 

phenomenological approach allowed the primarily female study population to define their 

experiences in their own words in a space that provided them agency and an uninterrupted 

opportunity to speak.98 With this context, the student researcher blended a phenomenological 

approach, an applied approach, which allowed for an emphasis on potential solutions to 

harassment, and a feminist approach, prioritizing the role of gender and power dynamics that 

could have potentially shifted when collecting data in a less private, less dedicated space than the 

one selected. 

Study Population  

As discussed earlier in this document, the public health workforce is varied and complex, 

but to keep the study population succinct and reachable, as well as to minimize the variability of 

experiences, the public health workforce was limited to government public health employees at 

local, state or federal levels. The dissertation research expanded on the research conducted for 

the DAPEx. The DAPEx had included participants only from local public health departments, 

while the dissertation research strove to include broader range of governmental public health 

workers. While the proposal had prioritized including equal participants from local, state and 

federal government positions, to compare their experiences and highlight the potential for 
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differences in organizational support, this was not how the research worked out in practice. 

Recruitment and engagement of state and federal workers proved to be incredibly difficult for a 

variety of reasons, leading the respondents to be largely from local public health departments. 

The final breakdown of respondents ended up being 12 respondents from local public health 

departments, two respondents from state levels and only one from a federal level position, 

although the position was a field-based position, leading the participant to be embedded at a local 

public health department.  

Data Collection Strategy 

Interviews were semi-structured to balance asking direct questions that align with the 

broader research questions, but also allowing for follow-ups and probes which prompted 

interviewees to expand on their answers. The semi-structured approach also allowed for the 

creation of a trauma-informed space, as participants often found questions hard to answer at first 

given the emotional weight of the topic, and allowed for the researcher to return to questions if 

she detected that the interviewee needed a break from a particular topic. This also allowed for the 

fact that recounting traumatic events may make for a disjointed, or non-linear narrative when 

recounting difficult and traumatic experiences.98 The semi-structured format allowed for a more 

flexible flow of questions, yet balancing the structure needed to get at key questions across all 

participants.  

Recruitment 

During the DAPEx, only personal emails were used for contacting participants as the GW 

IRB felt that there was the potential for professional risk given that the interview guide included 

questions about how employers of public health professionals may have performed in their 

support of public health professionals during and after harassing incidents. This was amended in 
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the dissertation research as the use of only personal emails was found to be a hurdle in 

maintaining contact with potential participants, particularly since outreach was done through 

professional organizations and their respective listservs. This meant that most outreach originally 

went to a participant’s professional email and the transition to a personal email often led to 

attrition and failure to follow up. Given this, the IRB approval was amended to allow for the 

participant’s preferred email. Additionally, informed consent forms were sent to all participants 

at least 24 hours in advance of the interview to allow for any questions to be answered prior to 

the interview. 

Approved outreach materials were sent to contacts at the Surgeon General’s Office and 

the CDC’s Health Information Integrity Unit, which convenes a multi-organization monthly 

partnership group, including NACCHO, ASHTO, and National Public Health Information 

Coalition (NPHIC), amongst many others. As stated earlier, only NACCHO sent out the outreach 

materials to their own listservs, which represents over 13,000 individual members from roughly 

1,500 local health departments. Additional contacts shared the outreach materials through 

personal contacts in public health at various governmental levels, as well as online on Reddit 

forums and LinkedIn. When recruitment challenges had become apparent, COVID-19 

harassment researchers at the Johns Hopkins School of Public Health recommended that the 

researcher review news articles that had chronicled the harassment of public health workers at 

the state level and directly reach out to them. The Hopkins researchers felt that if public health 

professionals had been interviewed for public news articles, that they may be amenable to being 

interviewed for research. So with this, 14 respondents responded to outreach materials through 

one of the various channels of outreach and only one respondent at the state level was the result 

of direct contact through LinkedIn as the result of a news profile. At the end of each interview, 
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the researcher offered up the suggestion of snowball sampling to participants who had completed 

their interviews, although no additional respondents were found this way. 

Challenges with Recruitment  

While the researcher cannot explain with certainty as to why recruitment at the state and 

federal level was so difficult, there is speculation as to contributing factors that made for 

outreach to non-local governmental levels more difficult. Firstly, local public health 

professionals are truly the on-the-ground, first responders of much of the public health 

workforce. The large response at the local level may indicate that local public health 

professionals experienced the brunt of harassment and therefore were the most impacted and 

therefore more likely to respond to research recruitment efforts. Secondly, this could be a 

byproduct of their organizing body, the National Association of City and County Health Officials 

(NACCHO) being very proactive about researching and discussing this phenomenon amongst 

their workforce, leading to a more aware and unified local workforce than at the state or federal 

level. From a practical lens, outreach was conducted via email on listservs from across numerous 

public health agencies, and NACCHO was the only organization to assist in sending out the 

recruitment and outreach information on their own listservs. ASTHO, the Association of State 

and Territorial Health Officials, NACCHO’s state-level counterpart, did not respond to any 

attempts to reach them, and therefore did not send out any outreach about the study. 

With that said, many attempts were made to reach out to state and federal level workers. 

This included reaching out through direct emailing of professional contacts at the CDC, APHA 

and ASTHO, posting on Reddit forums designated for federal employees, and reaching out 

directly to relevant contacts on LinkedIn to see if they may have been able to disseminate 

outreach materials. Additionally, the student researcher also contacted researchers from other 
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studies in the field, discussed in the literature review, to see if they had recommendations about 

surmounting the outreach challenges to reach state and federal workers. Despite these many 

attempts, it became clear that reaching state and federal workers in a more systematic way would 

be either extremely slow or unlikely. With this knowledge, the proposal of equally interviewing 

across each governmental level was abandoned and more local public health workers were 

included in the study to ensure a larger sample size.  

Sampling Strategy  

Given the nature of the population, the problem and the research questions, this meant 

that purposive, criterion sampling was used. Criterion sampling is a strategy of qualitative 

research sampling designed “to review and study all cases that meet some predetermined 

criterion of importance” with the goal of understanding information rich cases that “may reveal 

major system weaknesses that become targets of opportunity for program or system 

improvement.”100 This type of sampling is helpful for topics like discrimination, or to identify 

where a system or organization has weaknesses or problems. Not only is this highly relevant 

when using the socio-ecological model to explore the phenomena of harassment and intimidation 

across the public health workforce, it is a sampling strategy often used with both 

phenomenological and applied approaches to qualitative research.   

As stated before, the public health work force is vast and complex and this work sought 

to keep the inclusion criteria straightforward. To keep things straightforward, yet information-

rich, the inclusion criteria limited participants to those employed by a local, state or federal 

public health agency sometime between March 2020 (the beginning of the pandemic) and May 

2023 (official governmental end to the pandemic). Secondarily, participants must also have self-

reported that they have experienced harassment or intimidation due to their role as a public 
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health professional.  

As a lesson learned, there was technically a third inclusion criteria that was not 

specifically called out until the research was underway. The third criterion is that harassment 

must have originated from outside the place of employment, such as from a member of the 

public or a non-public health professional. This was originally an assumption in the research left 

over from the DAPEx. The DAPEx research directly referenced mis- and disinformation in the 

outreach materials and within the interview guide. Those words had been included at the request 

of the CDC’s Health Integrity Branch lead and the misinformation lead from the Surgeon 

General’s Office, both of whom had been the primary recipients of the data collected in the 

DAPEx. The dissertation research was not focused on immediate use by either of these groups 

and thus allowed for changes to the outreach language and research questions. 

Additionally, it was felt by the dissertation committee that by using the words 

“misinformation” and “disinformation” in materials that it may introduce bias into the 

participants answers by assuming misinformation played a role in harassment of public health 

workers. Given the change in goal from the DAPEx to the dissertation, as well as the desire to 

remove bias, those words were removed from the outreach materials and the interview guide. 

The removal of the words “mis- and disinformation” from outreach materials subtly broadened 

the outreach materials and allowed for ambiguity as to where the harassment in the study may 

have originated. When the words “misinformation” and “disinformation” were used in the pilot 

research, it indicated that the harassment would to have likely originated from the public or 

outside a public health organization. When these words were removed the criterion of external 

harassment was no longer clear to potential participants. This confusion did result in a handful of 

interviews that did not meet the inclusion criteria and eventually it was identified that delineating 
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“internal harassment” and “external harassment”, depending on where the harassment was 

originating, was important language to add to the recruitment materials. Despite this challenge, 

the vast majority of respondents experienced harassment from external parties outside of public 

health. Given this lesson learned, it does highlight the need for future research exploring the 

potential for harassing internal environments within public health during COVID and how crises 

may shape the work environments within public health agencies.  

Interview Structure 

Interviews were conducted over Zoom and were recorded, both audio and video. 

Participants were given option to turn off their video if that was preferred, although none did. 

Recording the interviews allowed for Zoom transcription of the interviews for analysis and 

reduced the notetaking burden on the researcher. If requested, participants were provided the 

domains of questions prior to the interview, but specific interview questions were not provided in 

advance. 

The anticipated size of the dissertation research included estimates from qualitative 

research textbooks, which stated that phenomenological research studies could range from 5-25 

participants, as well as more recent research that shows that the average phenomenological study 

consists of about 16 participants.101,102 Additionally, the DAPEx study was able to recruit six 

participants at the local level, and considering this, it was assumed that it was reasonable to 

attempt to recruit about five participants from each governmental level, making for a study of 

roughly 15 participants. While there is no set or ideal size for a phenomenological qualitative 

research study, it was leveraging these factors, while still bearing in mind the goal of reaching 

saturation. Saturation of meaning in qualitative research aims for the point where there are “no 

new ideas coming out of the data.”103 Green and Thorogood describe this as “the notion of a 
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conceptually dense theoretical account of the field of interest in which all categories are fully 

accounted for, the variations within them explained, and all relationships between the categories 

established, tested and validated for a range of settings.”103  Given the fact the range of 

interviewees is both close to an average phenomenological study, and saturation of meaning was 

reached, it was decided to end recruitment and limit the study to 15 participants. 

Interview Guide 

Through the literature review, a standardized list of questions to solicit harassment 

experience was found and used as the basis for the categories of harassment.104 This series of 

questions was used because it included digital forms of harassment, as well as how it can bleed 

and blend into in-person harassment. The Online Harassment Experience Questionnaire (OHEQ) 

was designed for social science research, using workplace and sexual harassment research as the 

foundation of the questions. It also allows for distinct categories of harassment, which prevents 

confusion, overlap and inflated prevalence.104 It was also utilized in other GW research assessing 

the harassment of journalists and was found to be an effective tool. With this background, the 

questionnaire sought to capture both the types and frequency of harassment experienced.  

With these definitions, this research again takes a trauma-informed approach, as well as a 

phenomenological approach that allows participants to define their own experiences. While the 

OHEQ questionnaire is incredibly helpful and was used in this research, it does label certain 

types of harassments as inherently “traumatic” or “non-traumatic.”104 This research does not seek 

to pre-judge the impact of the types of harassment as being traumatic or not, and allowed each 

participant to rank, discuss and label their individual experiences as they saw fit.  

Data Analysis  

To analyze the transcripts, NVivo was used as the qualitative research tool to organize 
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and structure themes and findings. Transcripts were analyzed using an inductive analysis to 

generate salient themes from the research. While there were definite similarities between the 

pilot and dissertation research, the dissertation research included both different levels of 

governmental public health employees, as well as new questions, including a de-emphasis on 

mis- and disinformation in the questions. This meant that the coding was still inductive, although 

there were definite overlaps in some of the themes that were found in the pilot. While the 

research had been originally designed to find a GW master’s student assistant to help in both 

cleaning transcripts and coding, unfortunately funding was not available and the student was 

only able to help with data cleaning.  

During interviews, the researcher had a hardcopy of the interview guide for each 

interview to allow for brief handwritten notes during the interviews. Following interviews, the 

researcher wrote a brief memo, including notable topics or potential themes that stood out during 

responses to questions in the interview, protocol concerns, such as the length of time for an 

interview, wording of questions etc. and any notable takeaways from the interview. They also 

included initial thoughts and feelings from the interview immediately upon finishing them. These 

memos not only helped to capture initial thoughts and salient takeaways, but they were also 

written in a de-identified manner to protect interviewee privacy. In advance of coding, half of the 

transcripts were cleaned and de-identified by the researcher and half were cleaned and de-

identified by a GW Master’s of Public Health (MPH) student to expedite the process. The IRB 

approval process was amended to include the GW MPH student to ensure appropriate training, 

awareness and protocol before any access to the transcripts.  

Maximizing Study Credibility 

There are numerous ways to strength and prioritize the validity and reliability of 
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qualitative research. These include activities such as employing multiple analysts or researchers, 

creating protocols and audit trails to enhance transparency, conducting respondent verification or 

“member checking”, including reflexivity and positionality statements, soliciting peer review of 

approaches and findings and triangulating data or sources.105 Many of these were used in this 

research, while others proved too difficult or were inappropriate for this particular topic. Taking 

into account these strategies, the focus of this research was to have strong clarification and 

justification for the research methods, as well as to have procedural rigor, interpretative rigor, 

and reflexive rigor.106 

While NVivo 14 offers an AI coding option within the program, it was discussed with the 

committee and jointly decided that it would not be used for secondary analysis of the transcripts 

given the newness of AI technology, and the potential for privacy risks. This means that the 

primary analysis of the transcripts was done by the doctoral student researcher. To ensure that 

themes and codes were sound and defensible, the code book, themes and an outline of 

preliminary findings was shared and discussed with the methodology expert on the researcher’s 

dissertation committee. This protected any interviewees from additional sharing of potentially 

sensitive transcripts, but allowed for robust discussion and a check on findings and themes as 

they emerged from the data, enhancing interpretative rigor. Multiple touchpoints were had during 

the data analysis phase and the student researcher and committee member expert met on a three-

week basis to ensure they were in close contact about potential themes and findings. Themes 

were also discussed with other committee members and professional experts and researchers in 

the field to provide additional perspectives throughout the process. 

Once the committee and student researcher were comfortable with themes and findings, a 

high-level summary and outline of findings was shared with participants. This member checking, 
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or respondent validation, allowed for participants to validate and weigh in on the findings from 

their contribution, as well as to have something they could refer to as an interim outcome of their 

participant in the research. This was done as a shortened, high-level summary document that not 

only provided background, but also organized themes and findings into 5-page document that 

strove to balance providing sufficient detail to react to, but also minimize the burden on 

participants so they were not asked to read a lengthy dissertation.  

To enhance the credibility of the data, the researcher considered requesting alternative 

sources to further describe the harassment, but it was seen by the committee, external experts and 

the student researcher that requesting additional documentation and attempting to triangulate the 

sources of the harassment and intimidation events could be retraumatizing and would lead to an 

undue burden on participants to find harassing emails, voice mails, documentation etc., as well as 

might serve to make them feel as if they needed to prove their experiences instead of seen as an 

effort to strengthen the research. Given the tension between incorporating triangulation of data 

with being trauma-informed, this avenue of additional data collection was not utilized. Also, by 

leveraging experts from a variety of fields throughout the process, including on the dissertation 

committee, additional perspectives and potential conflicting perspectives have been considered 

to enhance the validity of the findings. Also, this research has the benefit of learning from 

shortcomings and challenges from the DAPEx, as well, which has allowed for changes to 

recruitment and outreach, the interview guide and the population of study. Additionally, the 

combination of both the DAPEx and dissertation research being on such overlapping topics has 

also increased the researcher’s depth of expertise on the topic and provided additional time with 

the data, the findings and potential interpretive biases. 
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Data Management  

Interviews were recorded using Zoom to collect both the audio and video recording of the 

interview, as well as the transcript generated by Zoom. Each participant was assigned a number 

based on the order of their interview (1-15) to protect their privacy. The document linking the 

participant to their number was stored on GW Box for privacy reasons, along with all transcripts 

and recordings. 

Chapter 4: Results 

The study ultimately included 15 relevant interviews. Each in-depth interview lasted 

between 60-75 minutes long, with the shortest interview being 45 minutes and longest interview 

lasting almost 2.5 hours. The large range of time for interviews seemed to hinge on firstly, how 

impacted the participant was by their harassment, and secondly, how much the participant had 

processed their experiences. There were wide ranging experiences of harassment, from harassing 

phone calls to physical altercations to death threats, and the impact of these experiences was 

highly personal. With this range of experiences, it is understandable that there was variation in 

how much certain participants had to discuss in the interview. Additionally, given that these were 

opportunities to recount experiences that had happened as early as a couple of years prior to the 

interview, some participants had gone to therapy, spoken extensively with spouses and friends 

and were able to recount their experiences in succinct, somewhat academic terms. Others had 

never discussed their experiences with anyone, including spouses, and were too ashamed or 

traumatized to revisit the experiences regularly. This led to much longer interviews where 

participants were still actively processing their experiences and often provided rich detail about 

their emotions and the impact, but did make for extended interview lengths.  
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The research questions 

centered around several topics: 

tactics, impacts, drivers/causes, 

and solutions. Given this general 

structure and to ensure all research 

questions are appropriately 

addressed, findings and themes 

have also been bucketed using these categories. That said, as with any research, there are other 

findings that go beyond the anticipated categories and are either cross-cutting or novel. This led 

to having a series of findings that aligned with the research questions more directly, while also 

allowing for overarching or macro-level themes that cross-cut and intersected with each of the 

previously structured buckets.  The pervasive impacts of gender and the complexities of the 

digital environment were infused throughout each research question domain. Greater detail will 

be discussed in this section but is important to know that these cultural dynamics should be 

considered when interpreting any section of the results and would likely be present when 

addressing some of these challenges at the workforce level. 

Figure 7 Overarching and Intersecting Themes 
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Tactics 

The relevant research question here asked “What harassment and occupational 

intimidation tactics were used against public health workers during the COVID-19 pandemic?” 

The tactics varied, ranging from attempts of physical assault, name calling and threatening 

language, to online shaming and doxing. As Figure 8 shows, the most frequently cited form of 

harassment was name-calling and being insulted. At the peak of the pandemic, almost half of 

respondents experienced this daily or weekly.   

In addition to direct insults and name-calling, other common forms of harassment included 

threats to harm public health workers, as well as the spread of untrue rumors. One local public 

health professional described her experiences with the harassment at her office: 

“I had phone calls that came to the office. People would call and ask for me and then get 
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me on the telephone and start cussing and swearing and berating me about what we're 

doing in public health. We had people that showed up in-person asking for me and we 

really had to streamline our screening protocols with the front office, like asking if they 

had an appointment or what it was regarding…We had to implement more strict 

screening guidelines so they couldn't have direct access to me. I also had emails, letters 

were written, public meetings where we had people that would be very vocal, shouting 

out loudly, during the meeting, booing and doing that kind of a thing while I was 

presenting.”- Participant 1 

Harassment and intimidation tactics often used the accessibility of public servants against them. 

Having accessible public servants and fostering accountability to the public is vital to a 

responsive government, but this coupled with limiting exposure to harassing and threatening 

behavior created a challenge to balance on top of an incredibly challenging public health 

emergency.  Harassers often used professional avenues for harassment, including hijacking or 

disrupting public Zoom meetings, voicemails, mailed physical letters to offices, as well as 

physical disruptions such as protesting inside and outside public health organizations. Many 

participants felt conflicted about balancing their accessibility and feeling obligated to be 

available to the communities they serve, while struggling to protect themselves from the intense 

backlash that often felt harassing to them. Two local health directors recounted their experiences 

with members of their community using these publicly available avenues: 

“He wrote me every day, weekends, sometimes as many as four times a day. And then 

he'd call. He got my cell number…My personal cell number was distributed. He had 

posted my office number. He did find out what my personal email address was and then 

he later tracked me down on LinkedIn.” – Participant 10 
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“I had a situation once where I was working in the office late at night, and my office is on 

the ground level with a window. I was alone in the office and a member of the public 

emails me with kind of an off-the-wall question, but I tried really hard to respond to all 

the questions I got, because I wanted people to feel like I was accessible to them and on 

their side. So I emailed them back right away and said, Okay. this is the guidance... And I 

got an email back a second later that said, I'm watching you. And so, yeah, that was 

scary. I left the office very quickly that evening.”- Participant 5 

Continuing with the challenge of balancing the accessibility of public servants, public health 

professionals were also often threatened with a loss of their personal privacy. This harassment 

tactic often took the form of the threat of being photographed or videoed on smart phones and 

posted online. This added complexity because of the threat of an image or video being taken out 

of context or coupled with a misinformation-style story to damage the credibility and public 

image of a public health professional. These threats could take place while the public health 

professional was in an official capacity, such as enforcing a regulation out in the community, but 

many participants described these encounters happening while they were in their daily life, such 

as grocery shopping with their children, leading to a sense of being watched and perceived by 

harassers no matter where they were. One local public health professional recounted an 

experience with his children at his home: 

“[I’m] just doing something as mundane is mowing the lawn waiting for my in-laws to 

arrive and then, realizing that there's a guy who's climbed out of this pickup truck 

photographing me. My kids were coloring chalk drawings on the driveway to welcome 

my in-laws. And I got this [person] sitting there photographing everybody. And then I ran 

towards him and he left. And then knowing that I've seen the pickup truck in town and 
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we're still trying to get the plate number, but you just became a lot more hyper-vigilant.”- 

Participant 10 

In addition to the more commonplace forms of harassment often perpetrated by individuals, 

public health professionals were on the receiving end of organized efforts from groups. These 

coordinated efforts often attempted to fire, investigate or reprimand public health professionals 

for doing their job during the pandemic, spurred on by more organized and savvy groups online. 

These groups attempted to weaponize proper channels and systems originally intended to ensure 

appropriate professional behavior, but in a way that would deter, shame or fire a public health 

professional as a means of deterring them from enacting public health measures during the 

pandemic. These groups would also periodically involve the legislative branch of the county or 

state to attempt to intimidate or bully public professionals into compliant behavior by threatening 

politicized legislative oversight. One local health director shared the multitude of avenues that 

organized groups took to create a campaign against her: 

“There were so many people that wanted me fired. They wrote letters to the State 

legislators. They did Facebook Live recordings to have me fired. They wrote emails to 

have me fired. And that happened on several different occasions, and there were blog 

articles and that kind of stuff written about ‘she should be fired’. It's bizarre and all that, 

I think back. But why? For doing my job?”- Participant 1 

A state-level public health professional recounted her similar experience with organized groups 

campaigning against her, as well: 

“A public group in my community that was against anything having to do with any kind 

of COVID mitigation measures. [They] created memes about me…said that I should be 

thrown in jail for trying to vaccinate children and said that I was on the take from 
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pharmaceutical companies. [They] suggested that I wanted to cause harm to people, or 

that I was knowingly causing harm to people by recommending masking or vaccination, 

especially to children. [They] made allegations. The group formed to try to influence 

decisions made by the State or by the County Board of Education. [They] had influence 

with some of the legislators and eventually pushed legislators to work to get me fired 

from my position.”- Participant 13 

This shows a range of 

tactics, perpetrated by both 

individuals to groups, as 

well as targeting public 

health professionals in both 

professional capacities, as 

well as in personal ones. 

 
 

Impacts 

Combined together, the tactics paint a picture of the manipulation and exploitation of 

existing systems intended to make public health professionals accessible and accountable, as 

well as the variety of physical and professional threats made against them often on a daily or 

weekly basis. Additionally, the threat to their personal privacy and lives outside of their 

professional role through photographing or filming them made for an incredibly challenging 

environment on top of responding to a global pandemic. It is little wonder many public health 

professionals experienced trauma-like symptoms following these experiences, especially given 

the prolonged nature of the pandemic and the harassment that went along with it. To better 

Figure 9 Overall Themes: Tactics 
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understand the impact of these tactics and the harassment, the next research question asked 

“What are the perceived emotional, mental and professional impacts of harassment and 

occupational intimidation during the COVID-19 pandemic on public health workers?”  

By far, the most common impact from harassment during the COVID-19 pandemic was a 

mixture of anxiety, self-doubt, cautiousness and hypervigilance around their work. Public health 

workers shared that they felt that any health topic could become politicized, or in some cases, 

already was, and would lead to a COVID-style backlash from the public and thus more 

harassment. This residual fear and hypervigilance made public health professionals more 

cautious and hesitant when producing work or interacting with the public. This professional 

anxiety cumulatively slowed down the pace of work and also made public health workers feel 

that they were still at risk, despite the official pandemic declaration eventually ending. One local 

health department participant recounted her hypervigilance and caution when presenting or 

interacting with the public: 

“I guess I just probably am more cautious or more aware, hypervigilant to kind of think 

through everything. If we're asked to come do a presentation, or we're asked to 

participate in something, I think, through every possibility. Who's going to be there? How 

could it be interpreted or misinterpreted or used against us? You have to kind of try to 

think through what could possibly happen here that could be negative. And how would 

we react if it were to occur. I hate to have to do that.” – Participant 6 

Another local health department professional echoed this by describing the deliberateness she 

now takes when communicating with the public: 

“Even still today, I take more time to craft messages and really make sure that I know 

what I'm putting out there. While it is good to be clear and thorough on a job like that, 
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sometimes I definitely do think…I'm sort of lingering, due to some anxiety about putting 

out this message and having my name on it. I think it would be a lower anxiety job 

without that harassment and intimidation.” – Participant 8 

In addition to broader impacts, a series of questions was asked about the specific day-to-day 

impacts that harassment and intimidation had on the participant’s behavior. While there was 

quite a variety of responses, potentially due to the specific of the individual’s work 

environments, most participants had difficulty concentrating on work and felt irritated or 

disconnected from colleagues and supervisors as a result of their harassment. When asked about 

arriving late for work or leaving work early, most people expressed that because of the crisis 

response to COVID and the dire nature of the pandemic, they felt they could not have changed 

their work hours, nor could they have missed deadlines. This personal investment to the mission 

of their work compounded their exposure to harassment by extending their work days and 

prevented them from changing their behavior despite the harassment they received.  
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Figure 10 Public Health Worker Behavioral Changes After Harassment Incidents 
In addition to the behavioral changes, the interview covered public health professionals’ 

coping techniques.  These answers were of note as they highlighted the impact of the harassment 

by illuminating the extent to which public health workers needed to cope, as well revealing the 

capacity of the professionals to handle the environment they had been thrust into.  Coping 

mechanisms varied, as to be expected, given the range of respondents demographically, 

regionally and the variety of harassing experiences they each experienced. Despite the variety, 

there were two main buckets of coping mechanisms, including numbing techniques, where 

participants either used substances or mental avoidance techniques to shut off their thoughts 

about the harassment, or, alternatively, they leaned into connectedness through relationships or 

through mental health best practices like meditation or exercise. It is also important to note the 

potential impact of social desirability bias in these specific answers. As public health 

professionals, this population is likely very familiar with mental health best practices and most 
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socially desirable responses to handling mental health challenges. The most common responses 

were relying on family and close colleagues for emotional support to validate the difficulty and 

impact of the harassment, although running, online meditation groups or therapy were not 

uncommon replies. Others mentioned attempting to focus on the good they were doing to 

mitigate the impact of the harassment they were receiving. 

One federal public health professional shared her experiences struggling to manage the 

harassment: 

“[The harassment] led me to see a psychiatrist. But no, there, there really wasn't a lot I 

could do to cope. It was just kind of like: work, go home, get high, go to sleep. Nothing 

was open.” – Participant 3 

One local public health professional recounted her attempts to manage the emotional impacts of 

the harassment through connection: 

“So I think from my own perspective, I was helping myself and finding ways to get some 

of the support I needed. I had just joined a weekly online meditation group. So going to 

that…and really just connecting with one another as humans who are really concerned 

about the isolation that people were experiencing. And that, honestly, was an important 

part of what helped get me through.” – Participant 6 

Another local public health professional shared his struggle with how to cope and the 

hypervigilance: 

“I bought a lot of booze… It’s not even a joke. I have an entire refrigerator filled with 

beer and spirit. People were dropping bottles off all the time. You couldn't [drink] 

though. My camera would go off, like my alert would go off that someone was at the 

house. I didn't want to be, you know, drunk or impaired [if someone threatened their 
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home].” – Participant 10 

Similar to the local public health professional above, this local health director found solace and 

balance with her personal support network and the positive messages from her community: 

“Just I tried to talk to my friends, you know, and garnered support from them. I also held 

on to when I would get emails or comments of support. Those really spoke volumes to me. 

One lady called me and left me a voicemail about how she appreciated everything we 

were doing and I held on to that voicemail for a long time, and I would replay it if I was 

having a tough day.” – Participant 14 

Tying into the emotional and professional impacts of these harassment experiences is the 

underappreciated financial impact of harassment on both individuals and organizations. 

Collectively, the phenomenon of harassment and intimidation is a costly challenge for an already 

underfunded field to face. Many participants mentioned the cost of addressing the harassment of 

public health professionals at an individual or organizational level. These costs can include the 

direct costs of implementing security measures, including at the place of employment, as well as 

at private residences for targeted staff. This can also include the cost of physical building 

security and as well as digital programs, such as those to filter out harassing correspondence to 

protect public health professionals. Additionally, participants mentioned the cost of lawsuits as 

the response from the public over COVID mitigation measures played out in the courts. Legal 

challenges to controversial COVID mitigation measures not only costs public health departments 

to defend, but also included personal legal costs for individuals also targeted. One local 

participant described the costs of legal battles for herself and her department: 

“I was sued by a store that had over a dozen complaints and we were getting complaints 

from community members about the lack of measures in the store. The store owner hired 
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a lawyer that had developed a reputation for suing health officers and health 

departments for these types of issues, closures, orders, whatever it might be. They hired 

that person, and they came down to the county, and they filed a lawsuit against our 

health department and myself. We ended up doing a settlement at some point. It wasn't 

ideal and it wasn't fully science-based. But at that point in time the orders had been 

lifted. And it was weighing [on us]…I didn't have time to deal with it.” – Participant 2 

In addition to implementing security measures at places of employment, numerous participants 

described buying and installing security measures at their own homes or sending their loved ones 

away during when harassment became concerning enough, which also incurs a personal and 

financial cost. At a workforce level, the collective cost of early retirements, increased turnover, 

recruiting issues, empty positions unfilled, as well as the reduced productivity from those 

traumatized from COVID-related harassment all add up to, not only an overall challenge to the 

productivity of the department, but also have financial implications for public health 

organizations. One state public health professional lamented about the impact on hiring for 

public health in general: 

“It was hard to recruit public health before the pandemic. It's about near impossible 

now. We had people that left to stay in public health, but go to other programs that were 

less under the bright hot spotlight. We had people who left public health altogether, 

[those] who’ve retired unexpectedly.” – Participant 13 
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Overall, there were individual impacts, from professional behavioral impacts, such as 

hypervigilance, and self-

doubt about public health 

efforts, as well as emotional 

and relational impacts on the 

professional in- and outside 

of work. Lastly, as a macro- 

and workforce-wide impact, 

financially having a politicized, harassed workforce is costly to address at the professional and 

personal level. 

Drivers 

This section attempts to answer the research question, “What do public health workers 

perceive as the major drivers leading to harassment and occupational intimidation?” Having an 

understanding of what public health professionals saw as the causes of this harassment is 

important to understand how they see the problem itself and coupling that with what types of 

solutions they feel might best address it. 

In an effort to learn from the challenges of the pilot/DAPEx research, where some 

participants struggled to articulate their thoughts on more widespread or workforce-related topics 

after recounting their individual traumatic experiences, questions were structured with an open-

ended question first, followed by their reaction to a multiple choice or ranked question where the 

content was taken from relevant literature. This not only allowed for open-ended, unprompted 

replies, but also provided some structure for the participants that needed the scaffolding of 

research to give them something to react to. It also provided the opportunity for proposed drivers 

Figure 11 Overall Themes: Impacts 
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from literature to be validated and reviewed by those with firsthand experience to harassment. 

First, participants were asked what they thought were potential drivers of the harassment 

of public health workers during the COVID-19 pandemic, with most people replying either the 

role of politics or the challenges of combating misinformation on social media as primary causes. 

While those were the most common, there were additional suggestions citing a range of other 

factors, including poor leadership during the pandemic, a negative perception of public health as 

a regulatory field that only restricts the public’s freedom, as well as poor science or civic literacy 

amongst the population. One local public health department participant shared her perception of 

the drivers: 

“I think it's misinformation and politicization of something that should have never been 

politicized. I think it's really… piss poor leadership at the public level. Lack of policies, 

project protecting public officials in the course of their official duties and really poor 

civic literacy among our population.”- Participant 5 

Another local public health professional shared similar sentiments about the public’s perception 

of the power dynamics during this time: 

“I think there's a large population of people who also just don't really enjoy being told 

what to do, and for the most part, before that, public health has a tendency to be in the 

background. If public health is working, you shouldn't really know it's there, cause it's 

“preventing”. So I think a lot of people were upset at this perceived new power that we 

had, even though it was the same thing that we were doing before and they didn't really 

understand.” – Participant 8 

A local public health professional shared similar views on the public’s perception of the 

regulatory role of public health: 
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“Similarly to the law in some states about having to wear a seat belt. People hate that. 

They don't want to be told what to do. Then people are sort of upset and irritated that 

we're taking these steps or doing these inspections or making these regulations to limit or 

stifle their ability to freely move about or interact with society in a way that they feel is 

unnecessary because they can't see it and more fully understand it.”- Participant 7 

After being asked an open-ended question, participants were provided six options for the causes 

of harassment of public health workers, which were collected from a review of the relevant 

literature published at the time.107,108,109,110At the time of the interviews, no research had 

surveyed or asked public health professionals directly as to their perceptions of the causes of 

their harassment. Asking this question allowed for the proposed causes to be discussed with 

public health professionals themselves and either validated or dismissed as potentially unlikely to 

have contributed. 

 

Figure 12 Top Ranked Causes of Harassment by Participants 
By far, the most common driver according to public health professionals was politics and 

politicization, closely followed by coordinated digital campaigns and the role of social media. 
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These results aligned closely with the open-ended question of a similar phrasing, but also 

highlighted the role of coordinated groups, which was a popular ranked answer, but had not been 

discussed in the open-ended question. These three answers led the discussion as the most 

impactful causes of the harassment and intimidation that public health professionals received 

during the pandemic. A local public health professionals recounted her thoughts on the role of 

social media contributing as a driver of harassment: 

“The first - politicization of the situation. And then, honestly, I think, social media. I think 

wrong things can be spread so quickly and then people are very quick to post their 

reactions or experiences, which you know is fine, but then it increases the attention and 

kind of aftermath of it.”- Participant 12 

This local public health professional shared the role of coordinated groups using oversight 

channels in a punitive way: 

“Yeah, coordinated digital campaigns. That's what this guy did. He came after me with 

my license. He was part of a group that was coordinated.” – Participant 9 

While the coordinated digital 

campaign option was 

primarily discussed after being 

prompted, it was a common 

thread and theme during the 

earlier discussion of tactics, as 

discussed above. This was 

interesting in showing that few 

public health professionals thought of coordinated groups as a driver of the harassment until they 

Figure 13 Overall Themes: Drivers 
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were provided that as a potential ranked option, even if they described coordinated groups in the 

discussion of their harassment earlier in the interview. This does raise questions as to how public 

health professionals envision or perceive the perpetrators of their harassment, and how that may 

shape their discussion of solutions.  

Policy Solutions 

Once there was a better understanding of how public health professionals perceived the 

causes of their harassment, several questions were asked regarding potential solutions and 

support needed. The questions regarding potential solutions within an organization, as opposed 

to at the societal level or beyond public health, brought up a fair amount of similarity. Most 

participants described the need first and foremost for greater awareness that this is a problem 

facing public health and something that public health organizations should address systemically. 

This local public health professional had clear thoughts on how to inform and educate the 

broader workforce: 

“I think it's important for us to educate our workforce. As to those definitions, you know, 

what is intimidation, what is harassment, what is threat threatening behavior, what is 

doxing? I didn't know what doxing was until somebody said they were going to do that to 

me online. And I asked somebody at the sheriff's office. What is that? We need to learn 

this language.”- Participant 2 

This state level professional shared her thoughts about acknowledging the harassment as an issue 

publicly: 

“Not once was our office ever directed to even talk about what happened with us. I think 

it's important for an organization to name what's happening and denounce what's 

happening.”- Participant 4 
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Additionally, public health professionals mentioned practical in-house resources such as training 

on dealing with politicized or sensitive topics and having readily available toolkits or resources 

for dealing with topics that might have controversy around them, as well as having better trained 

and more robust staff to deal with social media. Many hoped that by having better digital 

engagement with the public that they may prevent some of the misinformation and harmful 

online rhetoric from fomenting harassment.  

As with the driver and causes questions, an open-ended question about potential solutions 

was asked first, before providing a variety of ranked solutions based on a review of the 

literature.107,108,109,110 Literature included articles specifically addressing the harassment of public 

health workers and potential causes of this harassment. As stated earlier, at the time of the 

interviews and of this dissertation, no additional research has directly asked about the causes of 

harassment and intimidation directly to those affected. 

Open-ended questions provided a variety of potential solutions, with many focused on the 

need to better regulate or manage misinformation on social media, as well as the challenge of 

addressing the involvement of politics in public health and science. Many participants stated that 

they felt ill-equipped and overwhelmed when thinking of the political challenges facing the 

United States and the complexity around addressing better social media policies. Nonetheless, 

they still cited these challenges as things they wish would be primarily addressed, even if they 

did not have tangible solutions themselves. This local health participant shared her thoughts on 

the need for policy: 

“It is my opinion that there needs to be better regulatory policy on social media 

platforms. Not censorship, certainly, but better explaining the kind of drivers and 

indications of misinformation.”- Participant 5 



73 

This state level participant shared the challenge of civility on digital platforms and creating 

solutions for that: 

“On social media and digital platforms and stuff, I don't have a solution for that. I don't 

know how you teach people to be nice, because that's really what it boils down to…Have 

you forgotten that there's another person that you're talking to? So I don't know how to 

restore people's humanity on those digital platforms, but that's really what it's going to 

take.”- Participant 4 

This local health director recounted her thoughts on the rapid social change with social media 

and the challenges around addressing it: 

“I mean with regards to social media, I feel it has changed our entire world just because 

the number of people that you can reach with social media. And what can travel so 

quickly. And I think can be the most dangerous because it can go so fast. I don't know 

how it's possible to do some of that.” – Participant 1 

The overall overwhelm and frustration with social media came through strongly and shows 

opportunity for where other fields, such as technology, computer science, AI and social media 

reform fields, could directly benefit public health, even though the problem is further upstream 

than the direct impact of public health professionals themselves. 

Additionally, many participants cited the need for various literacy and educational 

campaigns, including civic, media and scientific literacy campaigns, as necessary for helping to 

educate the public on the process of responding to a crisis, how to interpret or value new 

scientific information, as well as how the government works. Educating the public on topics such 

as separation of powers or regulatory capacities was a common focus. This state public health 

professional felt that an upstream focus would be best: 
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“For public education. which I think needs to begin way, way, way upstream. With 

respect to discerning credible resources of information. understanding science, critical 

thinking and executive functioning and then countering those groups [online] that that 

have those agendas that are set to causing chaos and distrust and spreading 

misinformation.” – Participant 13 

This local public health participant shared her thoughts on the need for greater science literacy: 

“I do think it's critical for us to reestablish a better understanding of science, [including] 

the general American public's understanding of science, the process of science and the 

emergence of science during actual events. For example, there’s a plethora of non-peer 

reviewed articles being spilled out into the public space and then reported in the media. 

[We need to teach] what that means. The science and critical analysis and critical 

thinking of the American public.” – Participant 2 

Additionally, a common suggestion was doing a public image-style campaign for public health 

as a profession itself. Many participants suggested citing public health wins more readily and not 

leaving public health as a silent field in the background of American life. Many participants felt 

that educating the public on the importance and value of public health would work to build better 

rapport, public trust and hopefully mitigate the likelihood of harassment. This local public health 

professional shared an idea for how to frame an image campaign: 

“[We need] an advertisement, Like Oh, [City or County]! Public health is doing such a 

good job in your area. There haven't been any foodborne outbreaks in X days.” – 

Participant 9 

This local public health professional also spoke to the variety of roles that the public health 

discipline encompasses:  
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“[We need] a national campaign of the different types of public health professionals, and 

how they are critical to different roles in public health. I think people don't understand 

the breadth and depth of the field. So when they hear these different positions, they 

probably don't see them as educated or capable. But I think, knowing what public health 

is and the type of work that goes into it, and the type of research and rigor would be at 

least one step.” – Participant 11 

Supplementing the open-ended questions were numerous potential solutions pulled from the 

literature mentioned above. In effort to narrow down their preferences, as well as to provide 

structure to the interviews, participants were asked to select their top three choices from amongst 

the listed solutions. The most popular solutions did have heavy overlap with the open-ended 

suggestions, particularly when it came to addressing the role of misinformation on social media. 

It is important to note that many of the literature review options were equally popular, showing 

that there are multiple potential popular options that could be implemented in the future and that 

more research may be needed to breakdown a clearer path forward post-COVID. In an area of 

divergence, the suggestions from literature did not directly list any options for educational or 

literacy campaigns, nor did they mention an image-repair campaign, which was popular with 

participants in the open-ended question. That said, the sentiment about the variety of potential 

policy solutions was quite positive and many participants appeared heartened at the variety of 

potential solutions in the literature, even if they had not originally thought of them themselves. 

This highlights that the concept of addressing harassment itself is still relatively nascent and 

more discussion and brainstorming across public health is needed to truly garner feedback on 

potential solutions. 
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Figure 14 Top Ranked Proposed Solutions by Public Health Professionals 
One of the local public health directors interviewed shared how she felt about the need for legal 

protections: 

“So if I have to pick 3…I like the legal protections. Just knowing that I have something 

legally that can protect me, and not just to say, ‘Oh, I should just get over it.’  Knowing 

there's actually legal aspects to it, would be helpful. In addition, I would add social 

media. I think that would be really good too, just because we're so unsure on it. People 

think they can just do a free-for-all. But if there were some guidelines or some clarity, as 

far as what is allowable, and what is really crossing the line. And the public 

condemnation one. Because I know it takes a lot to be able to do that, but it says a lot 

when somebody doesn't [condemn harassment].” – Participant 1 

Supplementing that, this local public health professional shared the need for addressing the 

trauma of the harassment with colleagues and community support: 

“I like the trauma informed support [option]. That really resonates with me. I think many 

people I've talked to who we're doing public health work during the pandemic to feel a 

little bit traumatized and so I do think that that kind of approach would be very helpful.”- 
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Participant 4 

This local public health professional described the desire for more support from law enforcement 

and addressing misinformation: 

“The ones that really jumped out to me [include] providing law enforcement support with 

how to protect and assist local health officers. I think that would have been really helpful. 

Not that they necessarily would have listened to it, but at least it would have been 

available…And then I think the misinformation one, about addressing misinformation in 

a more systemic way. I think that people were almost never mad about something that I 

actually did. 90% of the time they were mad about something that they were either 

worried I was going to do, or had heard that I did, but that I actually didn't do.” – 

Participant 11 

Additionally, this local public health director also recounted the need for tangible solutions and 

not simply tracking incidents: 

“You know, if someone keeps harassing me and putting whipped cream on my car and 

says slang words all over or if someone keeps damaging my property. So what if we 

report it? They're just going to turn it into data for research. It's got to turn into 

something practical that does something for somebody. So, I like the idea of a reporting 

system, but it would have to have teeth.”- Participant 15 

With all of these varied suggestions, it was clear that public health professionals, as an applied 

field, were naturally concerned with the impact of potential solutions. Many worried about 

solutions that wouldn’t be implemented effectively or would simply sound good theoretically, 

but wouldn’t work to actively help. It is important to ensure that any policy solutions moving 

forward are implemented in a way that ensures real, on-the-ground change to ensure that public 



78 

health professionals are better protected and that solutions are not for show or, as stated above, 

for simply research and data collection.  

Additionally, there was only one clear preference across groups and that was addressing 

misinformation online. The variety of positive reactions showed that not only is further research 

needed to dig into what it would mean to fully implement these types of changes, but also that 

public health as a field is shown a strong preference for prevention-type solutions. This may 

differ from other fields, such as journalism, academia and others and may show a professional 

bias towards upstream, prevention activities, which is the bread and butter of public health 

policy. More research is needed to build out future policy steps, but this does indicate that public 

health professionals are seeing the future of addressing harassment and intimidation as a largely 

public health education and misinformation response, and less of an emphasis on more near-

term, organizational solutions such as coworker support networks and workplace violence 

reporting systems. 

Additional Policy Themes and Recommendations 
In addition to the direct reactions to open-ended questions, as well as responses to 

solutions from literature, the 

discussion surrounding potential 

solutions was quite robust and 

yielded valuable insights into what 

public health professionals need 

moving forward. This section will 

cover areas for improvement and 

recommendations that were clear 

themes from the qualitative analysis.  
Figure 15 Overall Themes: Policy 
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Moral Injury and Stigma 

Firstly, public health professionals felt stigmatized in the aftermath of the COVID 

pandemic. Certain harassed individuals felt stigmatized given their work in public health, leading 

them to obscure their employment or ties to the field of public health for fear of backlash. This 

local public health director recounted how she circumvents speaking about being in public health 

directly: 

“So now I'm more cautious about when people ask me what I do, I think about it in a 

different way and for people that I don't know, I usually just say I work in healthcare. We 

are in the healthcare field, and I keep in general, and I don't like to elaborate specifically 

to public health, which is unfortunate because it's an important place to be working. But I 

don't need the extra commentary that comes with it.” – Participant 1 

This aligns with the suggested policy solutions regarding a branding or public image-style 

campaign that was suggested in the open-ended responses to discussed above. From the variety 

of responses, as well as the fact that many public health professionals are in the field as a calling 

or from a desire to help others, addressing this damage to their personal and professional image 

is critical to making any potential solutions holistic. 

It is important that it is not forgotten that many respondents in the pilot/DAPEx research 

cited struggling with “moral injury” in the aftermath of their harassment. This shows that a 

public-image campaign should also bolster the confidence and pride that public health 

professionals have in their work.111 Moral injury is a facet of trauma that happens after 

individuals experience traumatic events that “contradict deeply held moral beliefs and 

expectations.”111 This can be a person doing something that goes against their beliefs, such as 

fellow community members harassing public health professionals violating the public health 
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professional’s sense of community, belonging and trust. This facet of trauma can lead to feelings 

of betrayal, and distressing “psychological, behavioral, social, and sometimes spiritual 

aftermath” to traumatic events. Common feelings in the aftermath include guilt, shame, disgust 

and anger.111 These can all be seen in throughout these responses and should be considered as a 

critical part of repairing the damage done by COVID-related harassment of the public health 

workforce and can help explain why there was a preference for upstream, or public image style 

policy solutions proposed by public health professionals. 

A Comprehensive, Yet Flexible Approach 

When getting more specific into building out potential policy solutions, one of the largest 

challenges discussed with potential solutions was the variety of targets that arose from the 

harassment, as well as the need to factor in and address the variety of threats. The diversity and 

variability of experiences, both in the targets of the harassment, as well as the types of harm, 

mean that policy solutions should be structured enough to be consistent and available to all 

potential victims of harassment, but flexible enough to allow for the individuality of harassment 

experiences and its impact. Additionally, the lack of systematic and holistic protocols around 

responding to threats was a major barrier to public health workers feeling supported, as well as 

mitigating the impact of the harassing incidents the participants experienced.  

Targets 

For the variety of targets, many public health workers cited fear for their physical safety 

as a primary concern regarding harassment, but they also cited concern for their families, loved 

ones, homes, and staff, as well. It should not be overlooked when designing and prioritizing 

solutions that the vulnerabilities and concerns of public health professionals exist beyond 

themselves and the workplace, and have a major impact on the professional and their needs. 



81 

Given the digital context in which we now live, workplace harassment and professional 

vulnerabilities can easily bleed into a professional’s personal life and potential policy solutions 

should address the ease with which these harassment experiences can include people and family 

members outside the workplace. 

Types of Harm 

Additionally, professionals described multiple types of harm from harassment, including 

physical harm or threats, psychological harm, including harm to self-esteem and personal image, 

as well as professional harm, such as threats to credibility and expertise. Policy solutions should 

address the variety of harm and the varied facets of potential impacts on public health 

professionals. 

Violence and Ambiguity about Protocol 

A running theme when discussing the fear and lack of protocol surrounding the response 

to harassment within organizations was a fear of physical threat, particularly gun violence. The 

lack of organizational support made it hard for an individual public health professional to gauge 

when something was “just talk”, as compared to a credible threat. The need for threat 

assessments to better distinguish potential escalation from harassing language is crucial to 

helping direct resources, as well as reassure and support those harassed. This local public health 

director shared the challenge of trying to figure out what was a real enough threat to warrant 

taking protective actions: 

“I had to modify how I would get home. You don't know what's paranoia versus what's 

real. And so in the moment when there's all that stress, and you're not really sure what's 

real and what's just you being paranoid. I would take a different direction home, or I 

would turn in this parking lot so, and then I would circle back if I saw somebody waiting 
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in the parking lot by my car for an extended period of time.” – Participant 2 

Additionally, this local public health professional compared other workplace violence 

precautions and the need to find balance with accessibility:  

“There have been [prevention] measures even just with the level of shootings that happen 

in this country. There are things in place for that. But I don't think [we have that] at my 

workplace. If someone wanted to walk into our office and try to harm us, they could. It's 

open to the public and I do appreciate the value of a building like that and the local 

government being open to the public and accessible to the public. There's an extent of 

that that is valuable. And then there's an extent of that that can breed a lack of safety. I 

think that that could probably be improved. [Especially] in fields where there are a lot of 

people who don't agree with what you're doing.” – Participant 8 

The lack of organized responses to protect individuals from harassment and intimidation within 

public health organizations left targeted individuals often feeling like they were alone, not only 

in dealing with the repercussions, but also gauging what was an actionable threat that should be 

immediately addressed by law enforcement. They were left to deal with this on their own or cope 

by talking with colleagues, as opposed to feeling supported by their employer for an 

occupational hazard of their job and proactively protected from escalation and harm. 

Relationship with Law Enforcement 

Another field with experience in assessing threats and gauging the potential for physical 

violence is law enforcement. One of the major variables described across participant accounts 

was the relationship with law enforcement. It appeared to vary greatly, but was a highly 

impactful factor in how people felt about the harassment incidents.  Some participants felt 

supported and greatly appreciated their fellow public servants coming to their aid during these 
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harassing events. One local public health director recounted her experience with her local law 

enforcement:  

“Our local law enforcement was incredibly supportive. We have a really strong 

partnership between our health department and our local sheriff's office. They were 

extraordinary and, interestingly enough, we're a very conservative county, and it's a 

conservative sheriff, and law enforcement is traditionally has been stereotyped as a more 

conservative body. And so, despite all of that, we had this incredibly strong working 

relationship, understanding of the importance of safety and the public health measures. 

They may not have agreed with everything, but they fully offered their support and 

understanding. They provided security at my house, they provided security at or 

workplace, they provided security at our mass vaccine and testing sites. It was really 

pretty incredible.” – Participant 2 

Other participants, such as this local public health professional, experienced the opposite, feeling 

largely dismissed and ignored by their local law enforcement: 

“So our sheriff at the time was pretty vocally anti-public health and so, if I received a 

threat at work, which is part of the in the sheriff's jurisdiction, I would show it to them, 

but oftentimes they said, ‘you think that's bad. Let me show you some of the threats I've 

got’ and kind of didn’t take it seriously. My local law enforcement made me feel that 

when I reported threats that I was being dramatic.  So, I told the police chief ‘ I'm not 

going to report anything to you because I feel like your staff think it's ridiculous that I'm 

reporting this’. So when I got doxed again this year, I did end up reporting it. But I 

specifically said, ‘I know, you guys aren't going to do anything about this’ And 

yeah…they didn't. They said, there's nothing we can do about this” – Participant 5 
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Any solutions at the organizational level should include building better relationships and rapport 

between public health and law enforcement agencies. There should be an ongoing, productive 

avenue for public health professionals being harassed or intimidated to reach out and receive 

support, especially in determining the credibility and likelihood of physical violence. 

Additionally, law enforcement should share best practices and collaborate on addressing the 

digital and physical threats made to public health professionals, especially as the field is dealing 

with the perceived politicized and stigmatized image post-COVID.  

Workforce and Macro-level Themes 

Gender 

Despite the central research questions anchoring many of the findings, there were several 

cross-cutting themes that are also of note. Firstly, as mentioned throughout this paper, the public 

health workforce is largely made up of women. When discussing the implication of this 

harassment and intimidation on the public health workforce, it is important to note the role of 

gendered language and implication of gender-based violence.  This local health participant 

shared her assessment of the role of gender in her harassment: 

“I do think that some of [the harassment] was gendered. I would say the worst 

harassment I got was from men, or maybe that's just the harassment that I remember the 

most clearly because it was the scariest. Because there to me, there was a perceived 

physical threat.”- Participant 14 

It is important that any policy solutions work to incorporate this as a foundational component of 

their solutions. From the sample of participants interviewed, all but one were women and many 

participants noted that gendered language was used to threaten them, as well as including 

harassment regarding their appearance or their children. One local public health director 
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described it almost as a playbook:  

“It’s this whole stereotype of how do you most hurt a woman, right? You criticize how 

she looks and her weight and whatever you can find a criticize about her physically. 

Those comments come out by people who are just trying to hurt me.” – Participant 2 

Taking into account the needs of a largely female workforce throughout the process, from 

the tactics, to the gender-based impacts on trauma and mental health, as well as the policy 

solutions, should be central to building out solutions when it comes to combatting harassment 

and intimidation. 

Additionally, while physical threats were the primary concern of public health workers, 

social media and the digital environment complicated addressing and combating harassment and 

intimidation. Many aspects of the digital environment made harassment and intimidation of 

public health workers harder to gauge, respond and prevent. Facets of this include the rapid 

spread of misinformation, the anonymity of digital threats, the unmeasured role of foreign 

interference in the pandemic response, as well as organized digital campaigns or groups that 

utilize the web for intimidation and harassing purposes. One local public health professional 

highlighted the role of foreign interference as a factor in his harassment: 

“My local police chief said that the number of bots that targeting my public health nurse 

and I was incredible. They were bots, you know. They were Russian bots.” – Participant 

10 

Another local health professional lamented the changing digital norms around civility and 

etiquette: 

“People now have no filters when they're online. They say whatever they want. There 

used to be an etiquette [to digital correspondence] that there are some things you just 
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don't do. That filter is completely gone.”- Participant 9 

Additionally, the role of convoluted, secretive far-right groups that can thrive on the internet 

contributed, as recounted by this local public health professional: 

“And then I got my first death threat. The signature was similar to a [Far Right Anti-

Government Extremist Group]. It was addressed to me, but the introduction was, ‘Hey, 

cunt’ and so really misogynistic. The letter that said that my personal information had 

been posted all over their social media and dark web accounts, whatever that means, and 

they knew my home address. They knew my previous home address, and they listed my 

kid’s names, and where they went to school and everything. And then it ended with how 

they were going to kill me and how they would enjoy watching my slow, painful death.”- 

Participant 7 

The range of impact from social media and the digital environment needs to be integrated into 

any policy responses and protections for public health professionals from harassment. This 

includes addressing educational needs at the societal level, such as scientific and digital literacy 

of the public to combat misinformation, but also for individual protections of workers from 

specific threats, such as doxing and protocols around assessing when a digital threat might 

transition into a physical threat. 

Noting these two macro-level findings works to ensure that the foundational gender 

context of these threats and their perception by a largely female workforce is a key consideration 

of any potential policy solutions and specifically addresses the perception the physical threat of 

violence. Lastly, addressing the ambiguity, anonymity and global nature of the digital 

environment in which the public health workforce operates needs to be central to any solutions 

adopted by the field or by organizations moving forward. We cannot assume that we as a field 
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know exactly who is perpetrating the harassment and intimidation and the complex ways in 

which coordinated campaigns are built online, and the interconnected, global way in which 

misinformation and threats are spread. More research is needed to illuminate these areas of 

uncertainty, but in the meantime as potential policy solutions are addressed, it should not be 

overlooked that the internet is a vast and expansive place, and the nature of threats and 

perpetrators should not be assumed when building out solutions.  

Chapter 5: Discussion 

As shared throughout this document, the harassment and intimidation of public health 

professionals during COVID has been both unexpected, and yet brewing as a result of long-

standing declining trust in science, an increasingly complex digital information environment and 

increases in the politicization of science. This understudied issue facing the field of public health 

has left many public health workers struggling. From name calling with gendered language to 

threats of physical violence, many public health professionals have been left with damage to both 

their personal and professional self-perception, feelings of isolation and residual financial costs 

at the individual and organizational level. Not only is this an issue of vital importance to a 

critical infrastructure for our country, but it is also an issue of gender equity, national security 

and the complexities around the digital environment in today’s modern world. It is the hope that 

by taking a feminist, social justice and trauma-informed lens that this research can help to 

highlight the varied and interdisciplinary approach that is needed to holistically address this 

phenomenon and the varied impact it will have on the field of public health and the country. 

Applying the socio-economic model allows us to structure this complex problem so we 

can detail the tactics, describe the impact, explore potential perceived drivers, while prioritizing 

potential solutions at the organizational and societal level. This is a truly a broad problem facing 
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the public health workforce that requires a holistic, interdisciplinary, empathic and trauma-

informed approach that is directly addressed at the organizational level, through protocols, cross-

field relationships with law enforcement, and consistent protocols to protect targeted individuals. 

In addition, this problem also requires a broad lens to look at some of the drivers with social 

media misinformation, politicization of science, the role of coordinated digital groups, and a lack 

of various forms of literacy across the American public, including media, science and civic 

literacy.  

Future Directions: What was Learned 

This research strove to answer the specific research questions regarding the tactics, 

impacts, drivers and potential solutions facing the public health workforce in the tsunami of 

change that was the COVID-19 pandemic. By taking a qualitative and phenomenological 

approach, this research was able to add to the limited body of research in this space and provide 

firsthand accounts and direct responses to proposed solutions from public health professionals 

that experienced the harassment directly. It was able to illuminate some of the complex 

professional and personal impacts and the nuanced way in which public health professionals, as 

dedicated public servants, saw themselves, the problem and potential solutions. The data were 

rich and the interviews were constructive and illuminating.  

That said, there were several areas that proved to be interesting and in need of further 

research, but that fell outside the scope of the current research questions. Firstly, future research 

is needed on the internal harassment that may have occurred during the COVID pandemic. Many 

potential respondents indicated that the stress of the pandemic, coupled with low pay and 

understaffing may have led to toxic and unprofessional work environments within public health 

organizations. This phenomenon is worthy of future study and should be coupled with the work 



89 

on external harassment from the public and non-public health groups addressed here. 

Additionally, while this research attempted to study public health professionals at the local, state 

and federal levels, the majority of respondents were at the local level and the lone federal 

respondent was detailed to a local level position. This raises questions around what 

governmental-level and types of organizations might have experienced differing harassment, but 

also if certain organizations were better able to protect their employees from harassment. A 

future comparison of types of organizations that had workforces that experienced harassment and 

their potential solutions should be done. Lastly, there was not a clear consensus around preferred 

solutions, with many participants replying that they liked many of the potential solutions from 

literature, as well as suggesting educational or image campaigns for the field. With this general 

positivity, but lack of shared preferences, additional research, perhaps using focus groups, to 

delve further into preferred solutions would illuminate best next steps with a larger, and more 

representative sample of the workforce.  

Finding a Balance: Interdisciplinary Best Practices and Professional Preferences  

Unfortunately, given the recruitment challenges at different levels of government, this 

study was unable to fully explore potential differences at different levels of government as it had 

hoped. That said, there are many rich and fruitful takeaways. One of the things that is most clear, 

not only from the research itself, but from the literature review, is the need for industry-specific 

research. While there are many universal themes with harassment, including references to 

“playbooks of harassment” techniques, one thing that should not be overlooked is the uniqueness 

and nuance that specific fields may prefer in how they perceive and conceptualize the issue. An 

example of this would be how recommendations for academics and researchers that experience 

harassment for their area of expertise have found coworker support groups to be some of the 
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most helpful solutions, public health professionals in this work listed that as one of the least 

popular policy solutions.89 This may indicate that different fields and industries may 

conceptualize the problem and solutions differently, or may have a professional bias or 

preference to a certain type of policy solution. It is unsurprising that a group of public health 

professionals, a field focused on educating the public and addressing upstream, social 

determinant challenges, would prefer addressing misinformation over the support of their 

colleagues during incidents of harassment. This shows that more research is needed to explore 

the uniqueness of each field’s struggles with politicized and digital harassment, and while there 

is much to learn from an interdisciplinary approach, it cannot and should not be assumed that all 

professions will understand and respond in similar ways to what may appear to be similar 

problems. This is a burgeoning body of research and it is important to capture the individual way 

that each field sees themselves and the challenges they face.  

That said, there is much to learn about how fields that have already experienced this may 

have dealt with this issue and any best practices they may be able to share. The challenges of the 

digital age, the ubiquity of social media and the politicization of science, particularly during 

crises, are not phenomena that will go away. So while it is critical that more research is 

conducted to capture how the field of public health sees this problem and how they would prefer 

to solve it, there may be suggestions and ideas that public health professionals and leaders can 

react to as our field builds out a strategy for addressing harassment and intimidation. Other high-

stress fields such as first responders, military personnel, emergency room physicians and others 

may have recommendations for how to build organizations that provide support, understanding, 

resilience and protection to their staff. The body of evidence is slim when applying learnings to 

this particular population and it is important to see what translates across fields and what is 
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unique to public health and what might translate best at the individual level compared to what 

might be useful to learn at an organizational or societal level. 

An Ongoing Problem needs a Systemic Solution 

As stated, the challenges of scientific misinformation online, American’s heavy use of 

social media, the politicization of science and scientists, as well as challenging reactions from the 

public during crises are not going to go away in American society. Additionally, with the re-

election of Donald Trump, some of these challenges may reappear or worsen as time goes on 

given the importance of leadership in setting the tone for the perception and value of a workforce 

and the shaping of national conversations around some of these challenges. With this uncertain 

future, it is important that public health as a field take this problem facing its workforce 

seriously. This means addressing education, recruitment and retention challenges in light of the 

potential normalization of harassment of public health workers. While this research is not 

focused on higher education, it is reasonable to assume that incoming classes of public health 

students have seen the changes in the perception of public health as a field and may have felt or 

heard the rhetoric stigmatizing or denigrating public health, science and the professionals who 

support this work. Given this, it will be important to address harassment and intimidation at the 

educational level for schools of public health. Training students on best practices, preparing them 

for the potential of harassment and creating a supportive environment that acknowledges this as a 

problem and occupational hazard, can go a long way to helping the field mitigate the impacts of 

harassment of public health workers, as well as hopefully address some of the challenges around 

recruitment and retention. Fields such as medicine teach their students to anticipate patient-based 

harassment and WPV and provide different approaches to addressing this. Educational 

approaches such as role-playing common harassment scenarios or just-in-time training while in 
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practicum or classroom settings could better prepare students for how to prepare and respond to 

harassment.112,113,114 

In addition to incoming public health professionals, organizations that already employ 

public health professionals need to proactively and consistently acknowledge and address this 

issue. This can include various WPV trainings, holding seminars at public health conferences, 

such as those hosted by ASTHO, NACCHO and APHA, as well as having conversations with 

fields such as academia to see how other organizations create policies and protocols around these 

challenges.89 Additionally, to address some of the gaps in knowledge in this space, particularly 

around policy and solutions, providing additional funding for research in this space would 

contribute to ensuring any systemic solutions were evidence-based. 

Treating a Critical Workforce as Critical 

Thinking broadly, as well, about the impact of harassment and intimidation on public 

health and the challenges it faces from a workforce standpoint raise concerns as a critical 

infrastructure for the United States. The United States has long established industries as “critical 

infrastructures” in the aftermath of the 9/11 attacks in 2001 and this legal framework was 

activated and utilized again during the COVID-19 pandemic, showing the legal and policy value 

of this approach from 2001 to 2020. Homeland Security Presidential Directives (HSPD) 7 and 8, 

which were both established in 2003 and 2011 respectively, create much of the homeland 

security policy structure to help bolster the stability, resilience and protection of critical US 

government functions during crises.115,116 These directives created the 16 critical infrastructures 

that the United States has today, which include everything from banking to food and agriculture 

industries. Critical infrastructures are “key resources [that] provide the essential services that 

underpin American society. The Nation possesses numerous key resources, whose exploitation 
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or destruction by terrorists could cause catastrophic health effects or mass casualties comparable 

to those from the use of a weapon of mass destruction, or could profoundly affect our national 

prestige and morale.”115 While the original language in 2003 focused on terrorist attacks as the 

primary threat, since then it has become far more common to take an “all-hazards” approach to 

treats and include all crises and emergencies that may threaten these national resources, 

including infectious disease threats such as COVID. This legal and policy framework also 

includes the workforces of each of these industries and helps to identify “essential workers” and 

provide them protection and resources. Medicine and Public Health is one of the critical 

infrastructures identified in these policy directives. Perhaps in the wake of COVID, there may be 

room to leverage some of these existing policies and frameworks to create additional protections 

for the public health workforce if it can be shown that harassment and intimidation of this 

workforce poses a significant enough threat. There are already existing protections for these 

workforces as a whole, but as evidenced by this research, there is still much work to be done to 

recognize harassment and intimidation as a threat to this workforce. Additionally, 

operationalizing these policies into tangible protections that spreads across the various levels of 

government down to the local jurisdiction would take time, concerted effort and political will, 

but in the wake of COVID, as well as with the strong indication that many public health workers 

intend on leaving their jobs in the next year, it could be a worthwhile endeavor to push for 

additional protections for public health workers through these existing legal frameworks.  

Limitations  

While this research does have the benefit of resting on the previous DAPEx research to 

inform and shape this dissertation work, as well as multiple attempts to strengthen the rigor and 

justification for the findings, this research is still subject to limitations. 
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Firstly, with this research being several years after the peak of the pandemic and asking 

people to recall their experiences, this research is subject to recall bias. While the most salient 

and traumatic experiences are likely to be crystalized in someone’s mind and the emotional 

response they provide in the interviews is still valuable, the questions regarding the frequency or 

types of harassment may be subject to limited recall, as these more specific questions are asking 

someone to recall interactions that happened over the span of several years and as far back as a 

few years ago. This is a known limitation and will only affect a couple of questions from the 

research given that most of the research centers around the impact and solutions and less on the 

specifics of frequency and tactics. There is a risk with the research having taken place years ago 

that participants may downplay the difficulty of their experiences given that they may have 

healed or distanced themselves from the experiences of the pandemic. 

As for the specific questions of the interview guide, there are a few questions that are 

specifically subject to certain limitations. Firstly are the questions around coping mechanisms. It 

was a point of note that during interviews when asked about coping mechanisms around dealing 

with the harassment that many participants, especially as public health professionals, listed very 

healthy responses to handling harassment, yet describing harrowing impacts on themselves and 

their families. This made the researcher make note of the limitation of social desirability bias that 

may have been present in the responses to this particular question. Particularly for public health 

professionals as the population of study, it could be seen as a professional failing if they 

answered that they did not cope in professional ideal and “healthy ways”. Secondly, the DAPEx 

showed that there was a risk of biasing participants by providing prompts and suggestions when 

generating solutions. The original study had attempted to balance the transition in the interviews 

from the retrospective personal questions to the future-focused workforce questions by providing 
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a question that participants could react to. In an effort to address this potential for bias, the 

opportunity for open-ended responses was asked first and then followed up with a multiple-

choice, ranked question that allowed for a reaction from the participant, particularly when 

shifting from individual-based questions to workforce-based questions. That said, future research 

that focuses solely on idea generation for solutions is probably done best by organizing multiple, 

robust focus groups in order to generate a wide spread of solutions instead of leveraging 

individual interviews of those harassed.  That said, given the timeliness of this topic and the need 

for voices and solutions from those that have experienced this harassment, this research will help 

to provide some preliminary ideas. 

In order to tease out how participants felt about solutions, participants were prompted to 

rank the solutions so that it can be clear which ones are most preferred and to limit the reaction 

of respondents simply saying that all solutions are good. This was a fairly common response in 

the pilot/DAPEx research where respondents had not thought of solutions and reacted positively 

to any and all solutions suggested. By asking them to rank solutions, it was an attempt to limit 

the potentially over-eager response that says all solutions would be good and provide participants 

a format that allowed them to weigh and consider. That said, there were still definite differences 

between the open-ended questions and the ranked, multiple-choice questions, which could imply 

that the question format introduced bias. 

Conclusion 

In summary, this research sought to not only fill a gap in the current body of research by 

documenting experiences of public health workers on the ground during this harassment and 

intimidation, but also take an applied approach to generating and prioritizing solutions from 

those with direct, lived experience. Balancing these two goals has hopefully generated some rich 
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insights that will further the conversation about how we treat some of our most critical civil 

servants and how we tolerate threats and violence in our society and in a digital age. With so 

much emphasis and research on COVID as a disease, it is of vital import that we do not forget 

the hardworking, courageous workforce that is needed to implement these solutions.  

Additionally, this research hopes to have highlighted that there is no improvement in 

America’s public health without a capable, functional workforce and seeks to remind readers in 

the wake of COVID, that the degradation of our public health workforce is also a national 

security concern.  We cannot be prepared for the next public health emergency without a 

functional public health workforce and a major component of that is ensuring public health 

professionals across the country are not harassed and intimidated. We owe it to them, and we 

owe it to ourselves, to ensure they are safe from harm when performing these critical duties. 

Dissemination and Use 

The impact from the pilot/DAPEx resulted in furthering the nascent national conversation 

around protecting the public health workforce, particularly during crises, online and during 

polarized times. This research hopes to build out additional research and to flesh out the evidence 

base to move protective policies forward. The panel discussion that was part of the DAPEx was 

successful in creating a forum for connection amongst those in public health that worry about 

this as a growing issue as well as to help anchor discussions about solutions in experiences from 

those directly affected. While a detailed dissemination plan is not included here, it is intended 

that once the research is concluded, the original organizations that were involved in the 

pilot/DAPEx, which include multiple branches of the CDC, the Surgeon General’s Office, 

NACCHO and others, plus the participants from both phases of research will be direct recipients 

of one- or two-page summary and infographic to ensure that the results are shareable to 
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interested parties that may not want to read the full dissertation. Depending on the timing and 

availability of the student researcher, there is the option to formally publish in an academic 

journal this research, as well.  
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Appendices 

Appendix A: Reflexivity Statement 
As a public health professional that seeks to study other public health professionals, it is 

important to include an assessment of who I am and how that lens has influenced my research. I 

am a member of the population I wish to study, including that I am a public health professional, 

with many friends, colleagues, mentors and classmates that are also public health professionals. I 

have heard numerous stories from the public health professionals in my life that have detailed 

their own harassment, online and offline, during the COVID pandemic, as well as having 

experienced my own instances of harassment from non-public health professionals. I have found 

that this has allowed me to relate to the public health professionals I am interviewing, allowing 

them to trust me and allowing me to speak their language and understand their perspectives more 

quickly compared to if I were in another field. 

Additionally, as a woman, I have experienced unwanted professional and personal 

interactions, which also enhanced my ability to relate and understand the population of study. 

Additionally, I have received personal treatment for PTSD and sought to bring a trauma-

informed technique to my interviews. I also come from the American South, providing me 

insight, and hopefully empathy, for those that may not align politically with my own beliefs or 

those generally of field of public health, as well as personal insight into the political tensions that 

can arise in communities.  

I hope that I have successfully leveraged these experiences and perspective to help me 

generate insights from the interviews and research I conducted. That said, while all of these are 

valuable and relatable factors that will likely make me more sensitive to my research population 

and grounded in the human experience of the participants, I also may have been biased in my 

own research because of these lenses. I have built a dissertation committee with a variety of 
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backgrounds, in gender, race, educational discipline and training, with both domestic and 

international specialties in hopes that my committee was able to help me to leverage my life 

experience and positionality to strengthen my research, while helping me to strengthen it where I 

may be blinded or too close to some of the ideas and findings 
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Appendix B: Interview Guide 

Opening Script: 
Hello. My name is Liz Chesney and I’m a doctoral student from the George Washington University 
Milken School of Public Health. Thank you for participating in this discussion today. I really appreciate 
your time and feedback. 
As I mentioned previously, we are working to better understand the experiences of those who have 
been harassed or intimidated in their role as a public health professional during the COVID pandemic. 
We are interested in hearing your feedback on issues, as well as your perspective on what public health 
agencies and policymakers can do about it.  We hope to capture the impact of this issue on the public 
health workforce and recommend strategies to address this problem. 
As part of the assessment process, we are conducting interviews with public health professionals like 
yourself to understand different perspectives and we greatly appreciate your insight, openness, and 
honesty with us so we can paint as accurate a picture as possible. 
Our interview will last approximately 60 minutes. No names or organizations will be connected to 
anything that any one person said in the interviews. Any quotes we put in final documents will be will be 
de-identified. Additionally, nothing sensitive that can be connected to any organization or individual will 
be discussed in the report. 
Do you mind if we record audio of our session today so we can make sure our notes are accurate? We 
will erase the recording once we complete our notes. With that said, please refrain from naming specific 
individuals during the interview. Additionally, you are encouraged to be in a private space for the 
duration of the interview to enhance privacy and confidentiality. Are you comfortable with your current 
location before we begin the interview?  
The information you provide is a valuable part of this process and will help us better understand how to 
achieve the goals of this initiative most effectively. Your input will be critical as this process moves 
forward. Do you have any questions before we begin? 
Wording highlighted in red should be replaced with the chosen terminology identified by the 
interviewee at the beginning of the interview (Question 2) 

Interview Questions: 
Opener & Context: 

1. To start us off, can you please describe your role and responsibilities at your organization?  

a. How long have you been at your organization? 

2. What drew you to the field of public health and how long have you been in the field? 

3. Our team uses the term “occupational intimidation and harassment.” Occupational intimidation 
is a form of harassment meant to discourage or otherwise harm a person’s ability to carry out 
duties related to their work. This may be achieved in many ways, including experiencing or 
witnessing online or offline harassment. Although we know many people experience varying 
levels of online harassment and intimidation, so we are interested in all experiences, including 
experiences that transitioned from online to in-person.  

a. While we have chosen these terms if you do not feel the words “intimidation” or 
“harassment” are accurate to describe the negative experiences you’ve had as a public 
health professional, how would you best describe the experiences you’ve had? We will 
use your chosen terms as we interview. 
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Tactics & Support: 
The next series of questions will focus on a description of your experiences and the tactics used against 
you and any support you may have received. 

4. We’d like to get a sense of what your experience with intimidation and harassment is/was like 
during an average month over the course the pandemic. I understand that there were many 
waves and phases of the pandemic, so please describe “average” however makes the most 
sense to you based on your perception of harassment over the years. We’re most interested in 
the most impactful and memorable experiences that come to mind. 

a. I’m going to list a few types of harassment experiences and I’d like you to express 
whether it’s 1. never happened, 2. happened infrequently or sporadically 3. happened 
monthly, 3. happened weekly, 4. happened daily. 

1. I was impersonated by someone 
2. I was excluded from an online or offline group 
3. Offensive or hurtful comments were directed at me or posted about me or I 

was insulted/called names 
4. Someone spread untrue rumors about me 
5. Someone threatened to harm me 
6. I experienced unwanted sexual attention 
7. My personal information was posted online where others could access it 
8. Someone hacked, stole, or otherwise gained access to my online account(s) 

without my permission 
9. My family members or loved ones were targeted using one of the tactics 

listed above 
10. Other tactics not mentioned above [open for respondent to share 

experiences] 
 

5. Have you seen a change or shift in the intimidation and harassment after the start of the 
pandemic? If so, in what way? 

6. Can you walk us through a memorable experience you have had with occupational intimidation 
and harassment? What happened first, where, when, how?  

a. Why do you think this happened?  
b. Did this harassment have anything to do with your identity (e.g. gender, race, sexual 

orientation)? If so, how? 
c. Were you offered support by your institution or others? 

7. Did you involve colleagues/supervisors? To what extent did you find this helpful? 

a. What did you do to handle the situation? 
b. What did you do to cope? (e.g. did you avoid the office, avoid the platform, did you 

distract yourself) 

8. At the outset of the intimidation, what did you most need? 

a. Did your needs change over time? If so, how? 
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9. Thinking more about your experience, did any of the following happen after the incident? Did 

you … 
1. Leave work earlier than usual 
2. Have difficulty concentrating on work 
3. Miss deadlines 
4. have co-workers or supervisors ask if something was wrong? 
5. feel disconnected from colleagues or supervisors? 
6. Feel irritated with colleagues or supervisors? 
7. Arrive late for work 
8. Other [please explain] 

Impacts & Drivers: 
The next series of questions will focus on a some of the impacts of this intimidation and harassment as 
well as better understanding your perspective of the drivers and causes.  

10. What are your primary concerns with regard to occupational intimidation’s effect on yourself? 
(e.g. your personal safety, professional costs, personal costs? 

11. How might your work be different if you did not have to deal with occupational intimidation?  
12. Speaking broadly, how have you seen occupational intimidation impact your team or 

workforce? (e.g. workforce turnover/retention, reduced workforce performance, workforce 
safety, trouble recruiting/filling positions etc.) 

13. Were certain members of your team or workforce impacted more than others? Where there 
factors that you think made them targets? (ex. demographic/minority status risk factors) 

14. We are interested in better understanding your perspectives on drivers of these challenges. 
What are the major drivers or causes of this occupational intimidation and harassment in your 
opinion? 

15. Previous research has proposed some early ideas/hypotheses for causes of this harassment. 
Since COVID is so recent, we’re trying to get a better understanding of what public health 
professionals think about this, as current research has not yet surveyed them directly. I will list a 
few potential drivers below and I’d appreciate it if you could select the top three drivers of this 
harassment that resonate the most with you. 

a. Politicization & Politics 
b. The public’s fear/stress during an emergency (a general emergency’s impact on the 

public’s behavior, not specific to COVID) 
c. Changing American culture & norms 
d. Social media/digital platform use/Online behaviors 
e. Coordinated digital campaigns of groups with specific agendas 
f. Natural byproduct of increased scrutiny from additional coverage of the pandemic 

16. Based on your rankings and discussion above, are there other drivers you think were missed or 
changes to the list you would make? Are there any you think did not have an effect on the 
harassment and intimidation of public health workers? 



119 

17. Where would you recommend attention and resources to address these drivers be directed 
first? What do you think is the most immediately pressing? 

Solutions & Advice: 
Diving into that discussion more, the next series of questions will focus on potential solutions and 
hearing your suggestions.  

18. Thinking now broadly, if you could wave a magic wand and have a solution to the problem of 
occupational intimidation and harassment, what would that solution look like within your 
organization?  

19. Thinking now broadly, if you could wave a magic wand and have a solution to the problem of 
occupational intimidation and harassment, what would that solution look like beyond your 
organization? (This can be at the federal level, industry/field level or even more broadly at the 
societal level)  

20. Within your organization, what about solutions that didn’t work or only partially worked? 
 

21. If you were giving advice to someone trying to solve this problem, what tactics, strategies or 
factors would you recommend not be overlooked or forgotten when addressing harassment of 
public health workers?  

 
22. Again, this is an evolving topic. Early conversations about this issue have generated some 

potential solutions, but they have not been discussed with public health professionals yet. I will 
list a few below and I would appreciate it if you could select your top three that you think are 
most likely to help or jump out at you as being the most needed. 

a. Training public health workers to respond to political conflict 
b. Better training of public health workers in social media management 
c. Improving colleague support networks within public health organizations 
d. Providing trauma-informed worker support within organizations 
e. Investing in long-term public health staffing and infrastructure 
f. Establishing workplace violence reporting systems 
g. Establishing legal protections for workers 
h. Establishing relationships for law enforcement support for those harassed 
i. Better management of misinformation on social media platforms 
j. Establishing legal clarity for social media management of harassing content 
k. Direct outreach to specific groups that may be generating harassing content, such as 

those skeptical of public health for ideological reasons 
l. Public condemnation of harassment of public health workers from political leadership, 

such as the President or Governor of a state 
 

23. Are there any potential solutions we just discussed that you think would not be worthwhile to 
invest in? If so, why? 
 

24. Are there any other solutions you can think of, at the organizational level or beyond, that you 
would make you feel safer to do your job? 
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Wrap Up 
Closing Script: Thank you so much for your time and sharing your opinions. We really value your 
feedback and help in making any recommendations we develop relevant to others who experience this 
in the future. Before we end the discussion, is there anything that you wanted to add that you did not 
get a chance to bring up earlier? 
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Appendix C: Informed Consent Form 
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Appendix D: Outreach Email to Potential Participants 
Subject Line: Study on the Impact of Harassment and Intimidation on the Public Health Workforce – 
Request for Participants  
 
Hello [NACCHO/ASTHO/APHA/Agency members],  
 
George Washington University is assessing the impact of harassment and intimidation on the well-being 
of the public health workforce and public health agencies. We are looking for members of the public 
health workforce at the local, state or federal level that have been the targets of intimidation or 
harassment from the public or non-public health employees. The information discussed in these 
interviews will be confidential and any findings will be presented and discussed in a summative format 
without names of people and agencies. 
 
During these interviews, we hope to better understand the impact of these incidents on the 
governmental public health workforce, and the project aims to identify, collect, and summarize 
strategies the public health workforce and public health agencies can do to address this problem. If you 
would like to participate and share your experiences, please enter your information into this form, and 
you will be contacted with more information. If you know someone who has been impacted, feel free to 
forward this email for them to fill out the intake form. Thank you for your interest.  
 
If you have any questions about this project, please feel free to reach out to Liz Chesney at 
Liz_Chesney@gwu.edu. 
 
Thank you for your consideration. 
 
Liz Chesney, DrPH candidate 
George Washington University  
Liz_Chesney@gwu.edu  
 

https://docs.google.com/forms/d/e/1FAIpQLScpoNr_AYvSbF1DxJqU8zKdqyqj5pHTcLpdQN_HFAz8B1M5gg/viewform?usp=sf_link
mailto:Liz_Chesney@gwu.edu
mailto:Liz_Chesney@gwu.edu
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