Sexual Abuse Between
Therapist and Woman Patient

Recent articles (1,2,3), and feedback
from patients, accents the distressing ex-
tent of sexualised interaction between
therapists and women patients. This
ranges from overt sexual involvement to
flirtatiousness or other behavior which
reinforces women’s status in society as a
sex object, and which revolves around
both parties” belief that women’s mental
health problems will be resolved if they
become more sexually attractive and
pleasing.

‘While responsibility for the widespread
occurrence of this phenomenon has been
given to the “sexual liberation” of the
seventies (4), in fact the history of psy-
chiatry is replete with accounts of special
relationships between famous therapists
and their women patients. For instance,
during his treatment of a blind woman
pianist, Mesmer became permanently
estranged from his wife (5). While Breuer
treated Anna O, Mrs. Breuer became jeal-
ous and morose (6). McCartney, infa-
mous for his paper “Overt Transference,”
states that Karpman, Boss, Alexander,
Hadley and Stack Sullivan all believed
that patients should be allowed to act out
their transference physically (7).

Most sizable psychiatric communities
have tales of therapist-patient marriages,
clopements and affairs, and informal
blacklists of therapists who are known to
sexually abuse patients. These therapists
are variously assumed to be misguided,
ill-trained, or the bad apples which give
the psychiatric community a bad name.
Teaching about this problem tends to
view the issue as sexual in nature: discus-
sions focus on a reaffirmation of the
Hippocratic Oath, and managing one’s
sexual needs. This paper contends, how-
ever, that sexual misconduct with patients
is merely the tip of the iceberg; an out-
growth of a much more general and wide-
spread phenomenon. It is argued that
sexunalisation of the therapist-patient rela-
tionship is an expectable outcome of the
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medical mystique within which psychia-
try functions, of the therapist-patient
power differential, and of prevailing
stereotypes about expected behavior for
women and men. It is facilitated by still
prevalent “Blame the victim”(8) senti-
ments within society and the mental
health professions, and by the self-protec-
tive stance of these professions. This
multidimensional view of sexual issues
between therapistand patient is necessary
to explain, for instance, why sexual in-
volvement with patients is not related to
the psychiatrist’s status, position or
amount of training (4), and why it occurs
between women therapists and women
patients as well as (more commonly)
between male therapists and women pa-
tients.

I will discuss these five areas briefly, il-
lustrating them with complaints and
comments from women who have talked
to me about their experiences with ther-
apists who were sexually abusive, flirta-
tious, or whose attitude seemed merely to
replicate male-female relationships in
society.

The medical mystique

By presenting, and indeed viewing, it-
self as a profession grounded in scientific
medicine, which has gone from strength
to strength on the basis of clinical insights
and research discoveries, psychiatry lays
claim to an objective body of knowledge
with which it purports to cure those ills
which are ‘mental’ in nature (9). Indica-
tors that psychiatry is an art form, or at a
pre-paradigm level in many areas, are ig-
nored and lay public and psychiatrists
alike may assume that the doctor-patient
relationship is unique and bears no simi-
larity to a human interaction between
ordinary mortals. This perception is rein-
forced by all the trappings of the medical
system: referral methods, diagnostic
practices, billing procedures, report writ-

ing, statistic collection and overall poli-
cies.

The women who talked to me believed
that therapy entailed some special treat-
ment for the difficulties and that the thera-
pist knew best. This belief was firmly
entrenched and held despite clear indica-
tions to the contrary that they were being
used for the therapist’s needs.

“He made me undress and wear a gold
slave bracelet on my ankle. I had to
kneel in front of him and say ‘Master,
master’. He told me that it was a special
kind of behavior therapy.”

“He told me I was frigid and that I
needed help to loosen up.”

“She told me that I needed to be more
comfortable with my body, so we went
swimming in the nude. Afterwards we
went back to her apartment.”

The therapist-patient power dif-
ferential

The therapist-patient relationship is su-
perior-subordinate in nature (10). Pain,
distress, grief, conflict and so on bring a
patient to consult an experienced author-
ity figure. The patient’s expectations in-
clude support, relief, help with arriving at
solutions, safety, protection and caring.
The patient role encompasses depend-
ency, trust, disclosure and release of
emotion. In a parent-like position vis a vis
a vulnerable and needy patient, the
therapist’s ability to direct and influence
the patient may assume gigantic propor-
tions.

“He was everything to me — sun,
moon, stars, mother, father, confessor,
everything.”

“I felt like nothing without him.”
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“He was just like the father I had never
had. Warm, big and cuddly. He told me
to sit next to him, he put his arm around
me. I'snuggled up, feeling so safe, pro-
tected and cared for. Then I felt him
take my hand and place it on his thigh.”

“I felt like a puppet; she pulled the
strings.”

While most therapists recognize their
parent-like status (11), awareness of the
enormous power differential, and its po-
tential for exploitation, are minimal.

“He told me that the relationship was
equal. But he totally controlled it. He
set the time, at his office, at his conve-
nience. He insisted on secrecy, I could
not call him at home.”

An unethical therapist can readily
shape a patient’s behavior, or distort the
material brought up:

“I felt like a tiny little girl. I had fan-
tasies of bringing his pipe and slippers.
Ienvied his children. Yet he kept insist-
ing that I was having adult sexual fanta-
sies about him,”

“He put his hand on my arm. I pulled
away. He said ‘Don’t you like to be
touched?’”

Culturally determined patterns of
behavior

In our society women are socialised to
be compliant, unassertive, nurturing, con-
cerned with meeting other’s needs and
considering other’s feelings, dependent
on males and those in authority. In rela-
tionships women usually assume a sup-
portive, caring role, putting their partner’s
needs and wishes first. More expressive
and in touch with their feclings, they often
do the emotional work of the partnership.
A woman in therapy falls easily intoarole
reversal with her therapist, listening to the
therapist’s problems and bolstering the
therapist’s self esteem. Often heard are
the comments:

“He told me all his problems. About his
wife, kids, job, finances.”

“He told me that I was the first person
who really understood his feelings.”

Women are expected to be sex objects,
sexually pleasing, attractive to men. Ther-
apists often assume that their problems lie
within their failure to look attractive, and
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that their first priority should be to find a
sexual partner.

“He told me to get a haircut, that it
would make me look sexier.”

*“She told me to go to a singles bar and
pick up a man.”

Culturally determined patterns of flir-
tation, dating and courtship may impinge
on or enter the therapist-patient relation-
ship.

“I found myself choosing my prettiest
outfit, spending hours on my face and
hair, before I went to his office.”

“I got nothing out of it. He always
flirted with me. He seemed to think that
this was the way to make me feel good,
to get me out of my depression.”

Not too deeply hidden in our culture is
the image of women patients as available
sex objects for male doctors, as illustrated
by some medical advertising.

Blaming the victim

Psychiatry has along tradition of blam-
ing and scapegoating women. “Schizo-
phrenogenic mothers,” mothers of incest
victims, battered wives, wives of alcohol-
ics, women who ‘abuse’ prescription
drugs (rather than suffer from over-
prescription) — all have been given for-
mal or informal labels which pathologise
their behavior, obscure social causes,
paper over the responsibility of other
parties (12). Women who are pro-
grammed to take responsibility for, and
feel guilt about, relationships and their
vicissitudes, are only too ready to agree
that they are indeed at fault. Although
women who complain of sexual abuse by
their therapist are no longer automatically
disbelieved, an undercurrent of blame
remains. Women victims see themselves,
and are seen to be, somehow responsible.

“It was my fault, I seduced him.”

“I felt so bad about it; like I had toppled
him off his pedestal.”

A therapist who admitted to inappro-
priate sexual involvement told his victim
“You were so compelling, such a strong
person.” He went on to blame his mother,
saying “I had such a powerful mother,
when I was a little boy she always con-
trolled me.” Then he went back to blam-
ing the victim “SoI wasn’table to stand up
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to you.”

To this day women who have been
sexually abused by their therapists are
afraid to come forward. Afraid of what
their husbands, lovers, children, friends
and colleagues will think. Some women
will talk to me on the phone, but are
unwilling to leave a name or number.
Others will fill out questionnaires anony-
mously. Only a very few, it seems, will
make formal complaints or talk openly
about their experiences. This misplaced
burden of guilt is staggering.

Women who have not suffered actual
sexual abuse but have been flirted with,
leaned upon, used to hear the therapist’s
problems and so forth, are likely to view
the situation as their responsibility. They
cite their failure to be open, to communi-
cate properly, to present their difficulties
correctly, to go to the right therapist at the
right time and so on. The psychiatric
profession ignores or minimizes sexual
issues between therapist and patient. For
instance, apart from a few comments
about the patient’s “erotic transference”
this is not mentioned in Kaplan and
Sadock’s 2054 page “Comprehensive
Textbook of Psychiatry” (13). Sexual
relationships between students and fac-
ulty in mental health training institutions
are common, but hidden or ignored (14).
Despite their knowledge of specific in-
stances of sexual misconduct by psychia-
trists with their patients, colleagues rarely
report these cases to official bodies (15).
The “psychiatric family” turns ablind eye
to the abuse in its midst, displaying a
“cloud of protectionism” charges the
Toronto Metro Action committee on
Public Violence toward Women and
Children (16).

“I told my GP, he didn’t believe me.
Then I told another psychiatrist, he
didn’t believe me either.”

“He told me I must have been seduc-
tive.”

“She told me that I must be imagining it;
Dr X would never act that way.”

“The board of inquiry was worse than
the abuse; no one believed me.”

“I told him that Dr C had flirted with
me. He laughed and said *What do you
expect, you're so pretty.’”

Conclusion

Sexual issues between therapist and pa-
tient are not merely a matter of the iso-




lationand intimacy of the office setting, of
poor training, of personality problems, or
of male entitlement. They are of multidi-
mensional origin and are rooted in the
power differential between therapist and
patient, the mystique of therapy, cultural
expectations for men and women,
society’s proclivity for blaming women,
and the mental health professions’ self
protective stance. Training and practice
must acknowledge all these aspects in
order to ensure that therapy does not
become superficial flirtation, game play-
ing, exhortations to fulfill cultural pre-
scriptions, or (at worst) sexual abuse of
the woman, whose trust is betrayed, old
patterns confirmed and new problems
created (17).
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