
articulating courses. Learners now receive 
a joint certificate from the Urban Native Sex Exploitation of Clients 
Indian Education Society and Vancouver 
Community College. The issue of articu- 
lation and transfer of credit is becoming 
increasingly important as bands and tribal 
councils move towards self-government 
and control of child welfare services. The 
provincial and federal governments are 
expecting trained personnel with a mini- 
mum of a Bachelor's degree to run these 
programs. 

' The final report from this program is 
available from the Urban Native Indian 
Education Society, 285 East 5th Avenue, 
Vancouver, B.C., V5T 1H2. Ask for in- 
formation on the Family Violence Worker 
Training Kit. 

Denise Nadeau, Training Family Vio- 
lence Workers: a resource kit based on 
the evaluation of the Native Family Vio- 
lence Training Program (Vancouver: Na- 
tive Education Centre, 1991), p.3. 

Connie Chapman is a sociologist by 
training and a feminist by inclination and 
necessity. For the past 15 years, she has 
worked to end violence against women by 
working in shelters for battered women, 
provincial organizations of transition 
houses, and, since 1987, has coordinated 
the Family Violence Counselling program 
at the Native Education Centre in Van- 
couver. 

by Therapists 
Breaking the Silence and Exploding the Myths 

By Temi Firsten and Jeri Wine, in collaboration with 
Christine Dunbar, Cheryl Rowe and Lynda Davies 

The implicit contract at the root of 
the psychotherapy relationship is 
that one individual agrees to put 
aside his or her needs to attend 
to the unfulfilled needs of an- 
other. More than caring and 
sensitivity, the therapist requires 
the capacity to delay gratification 
and keep the other's needs 
paramount. The client, usually 
alone and in a very vulnerable 
state, finds herself with someone 
who listens and understands and 

for either party is also to be expected: 

I thought about him all the time. The 
first three or four months of therapy my 
body felt like it was just going to fly right 
out the window, because I was like an 
overstimulated child all the time.. .. I was 
just barely in control. 

I was so infatuated with him, and really 
wanted to have an affair and would vio- 
late any standards to do that.. .. 

No matter what thoughts, feelings or 
behaviour the client brings to the therapy 

seems to genuinely care. Perhaps arena, the therapist has the absolute re- 

it is the first opportunity in the sponsibility to establish and maintain the 

client's life to be heard and therapeutic boundaries. When the con- 
tract is broken, the potential to do damage 

understood. And, trustingly, the is V,, 
client divulges everything. 

One can appreciate the potential for 
clients to experience such a relationship 
as larger-than-life: 

I felt totally dependent on him.. . this 
was sort of the high point of my existence. 

He was thejirstpersonl'd ever met that 
fit into my version of what a normal hu- 
man being was.. .. I think I wanted him to 
be a father figure. He certainly seemed 
like my lifeline to sanity, to health, to a 
better way of living, and he was very 
important to me... 

My  life wasput on hold, my entire life 
was centred around this hour, four hours 
a week with him. 

That such an intimate encounter might 
elicit erotic feelings or romantic fantasies 

As with incest 10 to 15 years ago, the 
veil of silence around sexual abuse by 
psychotherapists is just beginning to be 
lifted. The frequency of this abuse and the 
leniency of the legal system and profes- 
sional regulating bodies in prosecuting 
the offenders is beginning to be brought to 
light by the media. 

Three years ago a group of concerned 
mental health practitioners came together 
in Toronto to look at the frequency of 
sexual exploitation by therapists and 
counselors of predominantly female pa- 
tients, and the negative effects that expe- 
rience has on the patients' lives. We have 
since organized as CHASTEN, the Cana- 
dian Health Alliance to Stop Therapist 
ExploitationNow. We currently haverep- 
resentation from the fields of nursing, 
psychology, social work and psychiatry. 
Our members share a clear feminist per- 
spective on this issue, viewing it as a form 
of sexual exploitation second only to in- 
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cest in its abuse of trust and power. 
The definition of sexual exploitation 

we use is one provided by the state of 
Minnesota in a booklet widely distributed 
to patients throughout the state. Sexual 
exploitation is "inappropriate sexual con- 
versation, dating or suggestions of sexual 
involvement by the counselor, andlor any 
sexual or romantic contact between client 
and counselor which may include but is 
not limited to sexual intercourse, kissing 
and/or touching breasts or genitals."l 

The three major goals of CHASTEN are 
to give voice through research to clients 
who have experienced sexual exploita- 
tion in therapy; to raise consciousness 
about this issue among practitioners and 
consumers; and to lobby for changes that 
will deter its occurrence as well as make it 
easier for patients and clients to come 
forward and seek redress. It is our hope 
and intention to go about this work with- 
out eroding public trust in psychotherapy 
as a forum for healing. 

As members of CHASTEN, each of us 
has worked as apsychotherapist; has been 
a client in psychotherapy; and brings to 
our work an acute sensitivity to the vast 
potential of psychotherapy to either harm 
or heal. 

Activities to date include presentations 
of briefs to pertinent task forces; facilitat- 
ing educational workshops for students 
and practitioners; organizing a public fo- 
rum on those issues; providing resource 
material and information to consumers, 
practitioners and the media; offering a 
one-day workshop to survivors of thera- 
pist abuse; networking with groups in the 
United States working on this issue; and 
organizing groups such as ours in other 
major cities across Canada. 

One of our projects over the past two 
years has been to conduct indepth inter- 
views with helping professionals who have 
been sexually abused by therapists in their 
own therapy. Wereweto target all women 
and men who have had such experiences 
in therapy, and not just professionals, our 
sample would exceed 100. We simply do 
not have the person power to interview all 
those who have contacted us requesting 
assistance. 

By restricting ourselves to this target 
group, we have interviewed one male and 
27 female mental health practitioners to 
date. Our goal is to complete 40 inter- 
views. Were it not for the respondents' 
vulnerable status in their professions, we 
would be much closer to completing our 

sample. In two instances, women re- 
quested withdrawal of their interview tran- 
scripts because they are amid proceedings 
with regulating bodies and feared harmful 
repercussions. There were also three 
women currently training in psychiatry 
who ultimately decided against being in- 
terviewed out of concern that their careers 
might somehow be jeopardized as a con- 
sequence of any form of disclosure, espe- 
cially in the light of the prominent status 
of the offending physicians within the 

survivors of child sexual abuse. Thirty- 
six per cent (seven women and one man) 
were victims of incest, although only half 
the incest survivors identified incest as an 
issue that they consciously brought into 
therapy at the time. It is important to note 
that such high prevalence of sexual abuse 
is not uncommon within samples of 
women seeking professional help and that 
this is documented in many studies. 

Focusing on the client's pathology does 
not appear to be a viable avenue to the root 

D 

Fiftynine percent of the sample were survivors 
: of child sexual abuse ...[ that] high prevalence 
m ... is not uncommon within samples of women 

m seeking professional help. 
D 

D 

psychiatric community. of this offense. There is an element of 
We wish to share some of the salient victim-blaming here in thatresponsibility 

themes that have come out of our research is shifted to the client. 
so far, themes that dispel some of the 
myths and distortions surrounding this Therapist Profiles 
issue. 

Just as there is no consistent victim pro- 
Profiles of Abused Clients file, there is no evident profile of the 

therapist who crosses boundaries. While 
The data from our research reminds us, as the tightening of licensing standards is 
with the work of some other authors in readily consideredaremedy forthisprob- 
this field, that there is no particular victim lem, the vast majority of offenders are 
profile and that sexual exploitation in licensed professionals. A handful of of- 
therapy can happen to any of us, espe- fenders are, in fact, those who set the 
cially to women. Five members of our standards. 
sample are doctoral psychologists, five Fifty-four per cent of the offenders in 
have post-graduate degrees in psychol- ourstudy arephysicians(13psychiatrists, 
ogy and social work, two are psychia- one general practitioner psychotherapist, 
trists, one is a nurse and the remainder one psycho-orthopaedic surgeon). 
have done various forms of specialized Twenty-seven are men andone is a woman. 
psychotherapy training. Of those offenders whose relationship 

Those we interviewed entered therapy status was known (K=20), 80 per cent 
with situational crises and problems not were married or living in common-law 
uncommon to the majority of women. relationships. Whilesomeoffenders were 
Almost all respondents were in particu- amid life crises that may partly account 
larly vulnerable states when they entered for their behaviour - and there are a few 
therapy, bringing multiple issues into the examples of what is described as genuine 
therapy arena, i.e.: role conflicts between romantic attachment -this is not evident 
work and mothering, role strains, failing for the majority. 
intimate relationships, financial impover- By questioning our respondents about 
ishment, low self-esteem, loneliness, gen- their perceptions of the physical attrac- 
era1 interpersonal difficulties, depression tiveness of the therapist, we found that 
and anxiety. Some entered therapy only almost half the clients did not find their 
because this was a requirement of their therapist in any way attractive: 
training. 

Fifty-nine per cent of the sample were I don't remember ever putting out any 
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sexual energy in his direction. I was more 
than not attracted to him. I was repulsed 
by him.. .. But I don't know, I mean, I was 
pretty under water. 

I did not find him attractive, person- 
al1y;physically attractive or evenperson- 
ally attractive.. .. What I remember is he 
was big, and he was frightening;.. .. he 
always seemed to be looming over me. 

Examples like these indicate that many 
women did not necessarily experience 
erotic feelings for the therapist, and did 
not invite sexual involvement. 

In our interviews we did not ask re- 
spondents to disclose the identities of 
offending therapists. In the small number 
of cases where they chose to divulge 
names, we identified three therapists 
within our sample as repeat offenders. 
Forty-two per cent of our respondents, 
however, knew or had found grounds to 
believe that they were not the only client 
or patient to be abused by their particular 
therapist. 

Two major categories of sexually abu- 
sive therapists were developed over a 
number of years by personnel at the Min- 
nesota Walk-In Clinic in Minneapolis. 
Since the early 1970s, this clinic has 
worked with over 1,000 sexually exploited 
clients and many abusive therapists. The 
first category of abusive therapists con- 
sists of those who might be nave, poorly 
trained, mildly to severely neurotic, those 
with limited and isolated lives that meet 
their needs only through their work, and 
those who are perhaps experiencing life 
crises at the time of the sexual involve- 
ment. It pertains to those who are not 
multiple offenders and who have a good 
prognosis with treatment. 

This seems to be the case for less than 
half of the offenders in our study. Offend- 
ers in this category include a psychiatrist 
recently divorced, another therapist re- 
cently widowed, another whose wife had 
multiple sclerosis and who suffered from 
impotence, and two instances where real 
romantic engagement between the par- 
ticipants was apparent. 

For more than half the stories we docu- 
mented, the descriptions are too disturb- 
ing to suggest that the therapists involved 
fit into the first category. The known 
multiple offenders fall within the second 
group. This groupincludes: agestalt thera- 
pist who is reputed to identify one woman 
for sexual exploits in each of his groups; 

therapists who clearly draw no bounda- 
ries between personal and professional 
lives, relying on their caseloads for the 
recruitment of employees, sexual s m -  
gates, roommates, friends and spouses; 
and those whose treatment of the clients is 
described in terms that depict outright 
cruelty, deception, degradation and hu- 
miliation: 

He wanted me to get to the point where 
I could urinate in front of him.. .. He 

sample the sexual contact occurred in the 
first six months of therapy. Within this 
majority, over one-third of the respond- 
ents had experiences during the initial 
session. This timing factor highlights de- 
liberate action (or perhaps poor impulse 
control) by the therapist over and above 
concern about a sexually erotic uansfer- 
ence and counter-transference between 
the two parties. 

There were only two instances where 
the sexualization of therapy was restricted 

m 

Forty-two per cent of our respondents, however, m 
m . knew or had found grounds to believe that they 
m 

were not the only client or patient to be abused . 
: by their particular therapist. 
m 

started urinating in the sink in his ofice, 
right in front of me. He was trying to get 
me to do the same thing. 

Sometimes it was less than an hour and 
sometimes he didn' t feel Iike it [sex]. He'd 
send me home early. He ofen kicked me 
out of the sessions. He'd say "Go on. You 
have to go now! Go on! Go!" Andl'd be 
Iike a scared little girl, and I'd go. I'd be 
crying. . .. 

Commonly, those in the second category 
were unethical in other ways as well, such 
as divulging confidential material about 
other patients to our respondents, using 
illicit drugs such as LSD and marijuana 
and monopolizing sessions with discus- 
sion of their own problems. One psychia- 
trist, for example, talked to an incest sur- 
vivor respondent about his attraction to 
his own daughter during sessions. 

Members of this second category are 
the most dangerous to patients, the most 
difficult to expose and governing bodies 
need to be especially alert to them. 

Nature of Sexual Contact 

The sexual contact was restricted to post- 
termination involvement in only three in- 
stances. It began within the therapy set- 
ting itself for 92 per cent of our respond- 
ents. In six instances, therapy was tenni- 
nated to pursue the romantic involve- 
ment. For two-thirds (65 per cent) of the 

to non-contact experiences such as propo- 
sitioning and inappropriate preoccupa- 
tion with sexual material. Contact experi- 
ences other than sexual intercourse cited 
include simulated intercourse, kissing and 
fondling, lying together, nude massage, 
fellatio and witnessing masturbation. 

For the 42 per cent of the sample for 
which contact culminated in sexual inter- 
course, several respondents expressed 
there being no attention whatsoever to 
their own needs. Two incest survivors 
describe their experiences: 

His whole focus was on his impotence, 
so he wasn't interested in making love 
with me, or I don't even think he thought 
about me; and I didn't want him to, but I 
resented that he didn't. So my role was 
just to work on him. 

I didn'tfind it physically very s a t i d -  
ing. I don't think I ever really had an 
orgasm.. .. He didn't seem to believe in 
any kind of foreplay much.. . it was just 
kind of "wham, bum, thank you ma'am" 
sort of experience. 

These, as many other examples, dispel the 
myth that therapist-client sexual involve- 
ment is usually romantic in nature. The 
exploitative nature of so many of these 
experiences is explicit. Contrary to the 
nature of the therapeutic contract, they 
have nothing to do with client needs. 
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Effects on Clients 

We are finding that the apparent sexual 
misconduct of therapists is not necessar- 
ily linked to the intensity of the client's 
reactions. It seems the violation of appro- 
priate therapeutic boundaries, and of the 
client's trust, are central to the experience 
of negative effects. For example, one 
woman had been in therapy with a male 
psychiatrist for a year when his wife died. 
In a subsequent session he announced that 
she, the patient, was the prime candidate 
to replace his wife, and invited her for 
coffee the next week. In some confusion, 
she did have coffee with him, and imme- 
diately afterward terminated her therapy. 
She states that the experience completely 
wiped out the considerable gains she had 
make in her year of therapy, and that her 
belief in therapy and therapists was so 
badly damaged that she had no intention 
of ever trying again. 

While two-thirds of the respondents 
felt equally or primarily responsible at the 
time of the sexual abuse, that is now true 
for only one-fifth of the sample. For most, 
it took subsequent therapy and lots of 
personal work to let go of the self-blame. 
This shift of blame appears to be a critical 
factor in the healing process for sexually 
exploited patients. 

While three-quarters of those we spoke 
to expressed at least some positive feel- 
ings about the transgression of therapeu- 
tic boundaries at the time, there are no 
happy endings. These involvements have 
been costly to clients in their family lives, 
their emotional lives and often in their 
careers. This is true even for those who 
see their involvement as based on mutual 
consent. It is true for those whose involve- 
ment occurred after rather than during 
therapy, and it is true for those whose 
infraction appears minor, such as sexual 
propositioning only. Words of women 
depict the tremendous contrast between 
initial feelings and the aftermath: 

THEN: I believed I didn't need any- 
thing else from him and that the sexual 
aspect was exhilarating, and that if we 
could just sustain that and have nothing 
else that would be great. 

AFTER: I wanted to hang on to the 
part of it that seemed exhilarating, and 
forget about the part that has really come 
out in being in [subsequent] therapy.. . the 
humiliation and the hurt. And that is what 
Ifeel right now, more than anything else. 

THEN: It felt enormously coMortable 
and reassuring;. . . that he was now will- 
ing to be involved with me in thisphysical 
sort of way felt very, very reassuring.. ... 
Even though it wasn't actually sexual 
intercourse, it was so riveting for me that 
it might as well have been, because it was 
so preoccupying. 

AFTER: I felt so traumatized by this, 
and so ashamed. Ifelt humiliated ... that I 
would have got tangled up in something 
like this .... It takes a lot of time to re- 
cover .... It put me back years .... I was 
damaged, I did get something out of it 
initially, but it was very traumatic. 

For survivors of incest, it's arepetition of 
the original trauma: 

He took o f  his clothes and got into bed 
with me. He never said anything, but I 
remember ... just the sinking feeling I had, 
that ... "Oh no. Not again." I have a his- 
tory of abuse, so here was one more. So I 
felt discouraged, and disgusted and re- 
sentful and pissed off. 

There had been a pattern of exploita- 
tion; of my acceptance that this was what 
I could expect, of being in this kind of 
relationship.. .. there had been earlier 
abuse, and this was a continuation of 
exploitation,. . . a familiar situation. That 
I knew how to do. I knew how to keep the 
secret. I knew how to.. .. I think this bal- 
ance that women often talk about,. . .. be- 
tween trying to get something for your- 
self, and yet trying to appease the aggres- 
sor. 

THEN: I got totally immersed in that, 
that he loved me. He was going to save 
me; he was going to marry me and look 
after me.. .. That was all going to happen 
through sex, which is  what the incest was 
about with my uncle. My uncle loved me 
and was going to look after me. 

AFTER: The incestfor me was like my 
uncle coming into my body and ripping 
out my veins.. .. With Dr. X it was close to 
my soul, there was a ripping apart; a 
tearing away ofpart ofyou in that process 
thatl'll never get to love. I think that's my 
metaphor for sexual assault or incest. 

The problems that clients originally bring 
into therapy do not get addressed, new 
problemsare created, and theinjured party 
is left too scared to re-enter therapy and 
address them. The possibility that it could, 

and occasionally does, happen again is 
too overwhelming. 

Conclusion 

The issue of sexual exploitation of clients 
inpsychotherapy, as with rape and incest, 
is not about sex. It is about misuse of 
power and violation of trust by persons in 
positions of authority. It is also about 
gender arrangements in the larger society. 
Who we are as women and men is experi- 
enced in larger-than-life terms in the psy- 
chotherapy arena. Itis not surprising, then, 
that the vast majority of offenders are 
male and victims female. 

We have yet to see the evolution of a 
consumer movement in Canada organ- 
ized around this issue. This will only 
happen, as it has in the United States, as 
more of us come forward to break the 
silence. We hope that the feminist move- 
ment in Canada will play a role in facili- 
tating this end. It is long overdue. 

Gary R. Schoener et al., Psychotherapists' 
Sexuallnvolvernenf with Clients (Minneapolis 
Walk-In Counseling Centre, 1989), p.7. 
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