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Section I: Toward an Understanding of Professional Sexual Misconduct 

 

In every house where I come I will enter only for the good of my patients, keeping 

myself far from all intentional ill-doing and all seduction, and especially free from 

the pleasure of love with women or with men. 

  (Excerpt from Hippocratic Oath, quoted in Irons & Schneider 1994: 3) 

 

Introduction 

 

Since the time of Hippocrates, it has been recognized that the unique nature of the 

physician-patient relationship is threatened and distorted by intimate emotional or sexual 

contact within this relationship. The Hippocratic Oath specifically warns against sexual 

involvement with patients, yet it commonly occurs. Nor does it happen only between 

physician and patient, but also in other asymmetric relationships such as psychotherapist 

and client, clergyperson and parishioner, and lawyer and client. 
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Why does this happen? Why do some professionals suddenly or repeatedly abuse their 

power and position? Once caught and made to face the consequences of their behaviour, 

can these professionals ever safely return to practice? Or is punishment, civil litigation or 

termination of a career society’s only recourse? This chapter will attempt to answer these 

questions. 

 

Definitions, Background and Data 

 

According to the Federation of State Medical Boards in the United States (2006), 

physician sexual misconduct is behaviour that exploits the physician-patient relationship 

in a sexual way. Sexual behaviour between a physician and patient is never diagnostic or 

therapeutic. It may be verbal or physical, and may include expressions of thoughts, 

feelings or gestures that are sexual or that may reasonably be interpreted by the patient as 

sexual. There are primarily two types of such misconduct: 

 

§ ‘Sexual impropriety’: behaviour, gestures or expressions that are seductive, 

sexually suggestive, disrespectful of patient privacy, or sexually demeaning to a 

patient. Some examples are: using the relationship to solicit a date or romantic 

relationship; initiating a conversation regarding the sexual problems, preferences, 

or fantasies of the physician as opposed to that of the patient; performing an 

intimate examination without clinical justification, or without explaining to the 

patient the need for such; or requesting details of sexual history or sexual likes or 

dislikes when not clinically indicated. 
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§ ‘Sexual violation’: physical sexual contact between physician and patient, 

whether or not initiated by the patient. Some examples are: sexual intercourse; 

oral to genital contact; kissing in a romantic or sexual manner; touching breasts, 

genitals or any sexualized body part for any purpose other than appropriate 

examination or treatment; encouraging the patient to masturbate in the presence of 

the physician, or masturbation by the physician while the patient is present; or 

offering to provide drugs in exchange for sexual favours. 

 

These terms refer specifically to behaviours between the professional and client or 

patient. When similar behaviours - such as sexual innuendos, unwanted advances or 

physical improprieties - occur between the professional and a member of the office or 

hospital staff, they are still considered exploitative but are referred to as ‘sexual 

harassment’, rather than sexual misconduct. However, these behaviours often overlap; 

many professionals who sexually exploit their clients are also likely to sexually exploit 

their staff.  

 

While professional sexual misconduct has become more widely recognized, studied and 

disciplined in recent years, it is by no means a new phenomenon. In the United States, as 

early as 1784, Benjamin Franklin headed a commission which demonstrated concern over 

the use of hypnosis and sexual exploitation of female patients (Commission Royale, 

Bailly, 1784). And, of course, literature, the media, and popular culture have been 

fascinated with the topic. F. Scott Fitzgerald’s 1933 novel Tender is the Night is only one 

such example.  
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There has been much criticism of how the healthcare profession has handled sexual 

misconduct. Despite current condemnation by ethical codes of all the helping professions, 

sexual misconduct has not always been viewed this way. Although professional ethical 

codes have been in place for some time in the United States, most states did not enforce a 

penal code until the 1980s (Schoener, 1989). Canada and New Zealand did not develop 

penal codes until the 1990s and Germany finally introduced sexual misconduct in 

medicine as a crime in 2003 (Tschan, 2014). The slowness to adopt and enforce law 

probably stems from societal denial that professionals can engage in such behaviour 

(Tschan, 2014) and societies’ mixed reaction to and messages about this type of 

behaviour. For example, many internet pornography sites cater to fantasies about the 

violations in the doctor/patient relationship.  

 

Data on medical sexual misconduct has been provided by numerous studies published in 

the last 30 years. For example, an anonymous survey of over 1,000 psychiatrists (Gartrell 

et al., 1986) found that 6.4 per cent acknowledged having had sexual contact with their 

own patients; one-third of this group had been involved with more than one patient. 

Repeat offenders were particularly likely to believe in the therapeutic value of sexual 

relations with patients and to believe that sexual relations would provide a corrective 

emotional experience. They seemed unable to recognize the harmfulness of their 

behaviour, even though this is generally accepted. In a follow-up anonymous survey of 

almost 1,900 family practitioners, obstetrician-gynaecologists, internists and surgeons 

(Gartrell et al., 1992), 9 per cent acknowledged sexual contact with at least one patient.   
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Additional studies in Canada (Manzer, 2000), New Zealand (Cullen et al., 1997) and 

Switzerland (Moggi et al., 1992) demonstrate similar results, only enforcing the fact that 

sexual misconduct in medicine is a public health problem worldwide and across 

disciplines. 

 

Finally, sexual violations by professionals must be looked at as similar to any form of 

sexual abuse and victimization. The healthcare professional is in a ‘fiduciary relationship’ 

with the client. In a fiduciary relationship, one person, in a position of vulnerability, 

justifiably vests confidence, good faith, reliance, and trust in another whose aid, advice or 

protection is sought in some matter. In such a relation, good conscience requires the 

fiduciary to act at all times for the sole benefit and interest of the one who trusts 

(Wikipedia, accessed 2015).  Table 1, adapted from Blanchard (1991) (from Irons & 

Schneider 1999: 51) demonstrates the resemblance between the parent-child relationship 

and the professional-client relationship. This model emphasizes how professional sexual 

misconduct violates basic principles of trust, authority, and power. 

 

[FIGURE 1 AROUND HERE] 

 

Why Medical Professionals Offend: Psychopathology, Addiction, and Other Causes 

 

In order to determine whether sexually exploitative professionals can be rehabilitated, 

one must first understand why they engage in such behaviour. In a classic study (Irons & 

Schneider, 1994; Irons & Schneider 1999), Dr Richard Irons assessed 150 professionals, 
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including physicians (75 per cent), dentists (5 per cent), clergy (7 per cent), therapists (6 

per cent), attorneys (3 per cent) and other professionals who had had allegations of 

professional sexual misconduct made against them. Nearly all (93 per cent) had been 

referred because of a work-related problem; in the remaining 7 per cent, a problem 

outside the workplace, such as arrest for exhibitionism, led the licensing body to be 

concerned about possible extension of the behaviour to the workplace. Of the group, 97 

per cent were male, with a median age of 44. 

 

Of the 150 professionals, two-thirds were found to be guilty of sexual misconduct as 

defined above. Their behaviour was categorized as having four basic causes: 

 

1. Inadequate education about appropriate sexual boundaries; 

2. A life crisis (such as divorce, death of a family member or lawsuit); 

3. Addictive disorder (such as sex addiction and/or substance use disorders); 

4. Psychiatric disorder other than addiction (such as depression or narcissistic, 

sociopathic, borderline, or schizotypal personality disorder).  

 

The characteristics of each of these categories will be described below. Half (54 per cent) 

of the total group of 150 were determined to be sexually addicted, and a third (31 per 

cent) were chemically dependent. Among the professionals found to be guilty of sexual 

misconduct, 66 per cent were sexually addicted. This compared with 37 per cent of those 

who were not guilty of sexual misconduct. The sex addicts in the first group (those guilty 

of sexual misconduct) were almost twice as likely (38 percent) to have concurrent 
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chemical dependence as defined by the DSM-IV (American Psychiatric Association) as 

those in the second group (21per cent); thus, the presence of sexual compulsivity was a 

comorbid marker for substance use disorders.  

 

Others have found similar aetiologies as Irons. Myers and Gabbard (2008) describe four 

categories of physicians who engage in sexual misconduct: 

 

1) Psychosis – the most rare form; 

2) Predatory Psychopathy and Paraphilia, including sexual addiction; 

3) Lovesickness, which includes needy physicians who often fall for needy patients; 

4) Masochistic Surrender, which includes physicians who are ‘seduced’ by patients 

and do not know how to fulfil their responsibility to maintain proper professional 

boundaries.  

Similarly, Tschan (2014) describes three categories of medical professionals referred to 

his boundary programmes including: 

 

1) Situational – physicians who do not have underlying psychopathology but lack 

training and skills in maintaining appropriate boundaries; 

2) Mentally impaired professionals, including those with affective, personality, and 

addictive disorders; 

3) Forensic cases of paedophiles, rapists and other formal sexual disorders. 
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Common among all classification systems is the notion that some physicians simply lack 

knowledge about the rules of medicine or the skills to maintain appropriate boundaries.  

Sometimes the medical professionals’ culture may play a role in this lack of training.  

Poor emotional intelligence and self-awareness may also play a role. A slippery slope, in 

which non-sexual boundary violations lead to more formal sexual misconduct, often 

results when physicians are unable to see the warning signs. Swiggart et al. (2008) have 

developed a validated scale, the Boundary Violation Index (BVI), which can help 

physicians to become more aware of non-sexual boundary violating behaviour. 

Physicians who offend due to a lack of knowledge or skills usually can complete sexual 

boundary education with a good prognosis in terms of returning to practice.  

 

Another set of physicians seem not to have psychopathology, but rather to have poor 

work/life balance, are socially, sexually and intimately isolated, have poor social 

resources, may lack spiritual connection, and often have unresolved family of origin 

issues around sex, love and intimacy. For example, Samenow et al. (2011) found that a 

high percentage of medical professionals referred to a sexual boundary violation course 

had family patterns of rigid and disengaged parenting styles (the most dysfunctional) 

compared to control groups. This may lend credence to the fact that some physicians use 

their patients and practice to receive the love and nurturing that they did not get in 

childhood.  

 

Finally, there seems to be a group of medical professionals whose behaviour can best be 

described by psychopathology. One subset has conditions which are more open to 
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treatment, such as depression, addictive disorders and other affective disorders. Another 

subset has deeper psychopathology, including personality disorders and paraphilias, 

which are far less amenable to treatment and change. These professionals tend to show 

behaviours typical of sex offenders, with grooming behaviours, cognitive distortions 

(such as, “I did this to improve her care”), minimization (such as, “it wasn’t full-on 

intercourse”) and rationalization (such as, “she was the one who wanted it”).  

 

To date, there is little research on medical professionals who sexually offend and the 

relationship to psychopathology. Using data from the Minnesota Multiphasic Personality 

Inventory (MMPI), a test that assesses psychopathology and personality traits, Roback et 

al (2007) found that physicians referred for sexual boundary violations had profiles with 

more character pathology indicating low empathy, selfishness and impulsivity than 

physicians referred for other disruptive behaviours. It is clear that more research is 

needed in this area. 

    

Using Qualitative Data: Irons’ Archetypal Classification 

 

To bring to life and better understand the categories of sexually exploitative 

professionals, Irons (Irons & Schneider, 1994; Irons & Schneider, 1999) formulated a set 

of archetypes that characterize these professionals. Because almost all the patients 

assessed were male, these archetypes are applicable only to men. Classifying exploitative 

professionals into the six archetypes clarifies their underlying motivations and helps in 
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predicting their likelihood of rehabilitation. Below is the distribution of the six archetypes 

and the percent of sex addicts within each type. 

 

<TABLE 2 AROUND HERE> 

 

The Naïve Prince 

 

Early in his career, this type of professional feels powerful in his new status and 

invulnerable. Although he may have been poorly trained with regard to appropriate 

boundaries, he is psychologically healthy. He develops ‘special’ relationships with one or 

a few patients, usually women with difficult problems whom he finds provocative and 

intriguing. A blurring of appropriate professional boundaries leads to sexual impropriety 

or violation. He recognizes that he has crossed a line, and in retrospect realizes he 

exceeded ethical boundaries. Such professionals respond well to education, counselling 

and monitoring. 

 

The Wounded Warrior 

 

This professional, in mid-career, becomes engrossed in a demanding position, placing his 

personal needs in second place. His personal validation and self-worth come from his 

professional mantle and a need to serve. His professional demands and internal struggles 

over wounds from the past lead him to become sexually or romantically involved with 

one or more patients. He secretly carries guilt and shame, and feels relieved when 
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confronted. He has no major psychiatric problems but may have situational depression. 

He may be chemically dependent and/or sexually addicted.  He is usually early enough in 

his career and sufficiently invested in maintaining his professional status to successfully 

respond to therapy and his rehabilitation potential is good, following confrontation, 

boundary education, and completion of primary treatment. Professional re-entry is 

possible if he remains in a state professional recovery programme under a contract that 

includes provisions for defined limits and boundaries, psychotherapy and monitoring of 

recovery. 

 

The Self-Serving Martyr 

 

In mid-to-late career, he has become isolated, resentful and angry at the lack of 

appreciation of the personal and family sacrifices he has made for his career. He grooms 

a succession of ‘special’ patients or clients to relieve his perceived suffering. He may 

have significant neurotic conflicts and is often withdrawn and dysthymic. He is often 

sexually addicted, along with having other compulsive behaviours, and may have 

obsessive-compulsive, narcissistic, dependent or mixed personality disorder. He will need 

to withdraw from practice and undergo inpatient treatment, and his return to practice is 

likely to be delayed and restricted. 

 

The False Lover 
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This charming, creative and energetic person lives a life of intensity and continual high 

drama, enjoying life on the edge and the thrill of the chase and conquest. He is usually 

sexually addicted and possibly also chemically dependent, and his sexual exploitation 

takes place both in and out of his practice. The unmanageability of his life is seen in a 

pattern of divorces, job changes, failed geographic cures or legal problems. Character 

pathology may include obsessive-compulsive, narcissistic, adolescent, and dependent 

characteristics. Impulse control is a major concern. Withdrawal from practice and 

intensive treatment are required, usually in an inpatient setting with peer professionals. 

He is best treated by addiction specialists. Professional rehabilitation is possible but 

requires substantial personal change and a commitment to a lifelong recovery 

programme. 

 

The Dark King 

 

Driven by grandiosity and a desire to control and dominate, this professional professes a 

rich and pathologic array of narcissistic, sociopathic, borderline and schizotypal 

personality disorders, often with superior intellectual gifts. He is therapy-wise, 

psychologically well-defended and legally informed. Addictive disease is relatively 

common but defects of character are often severe and only slowly responsive to 

treatment, even when the professional is motivated and committed to change. Their 

professional impairment is a risk to their patients and usually requires revocation of their 

licence. Most are unable to return to their previous professional practice.  
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The Wild Card 

 

This mentally ill professional has an erratic, unpredictable course in his personal and 

professional life. He may have a major depression with psychotic features, bipolar 

affective disorder, or dissociative disorder, or organic mental disease, but is usually not 

chemically dependent. Sexual acting out occurs when management of the primary 

psychiatric disorder is sub-optimal and is often associated with poor social judgment and 

blurred professional boundaries. This results from disinhibition, lack of impulse control, 

cognitive distortion, dissociative, psychotic thinking or dementia. Prognosis depends on 

precise diagnosis and treatment, but return to professional practice is unlikely. 

 

Similar to other classifications, there are two subsets of professionals in this model. 

Those in the first four categories, with appropriate assessment and confrontation, 

inpatient or intensive outpatient treatment, continuing care, and appropriate contractual 

provisions for recovery, will be able to re-enter some type of professional practice. Those 

in the last two categories most likely will not.   

 

Concluding Points 

 

From this exploration, we can draw the following conclusions: 

 

§ Sexual misconduct among healthcare professionals is a worldwide problem, the 

scope of which is only now being fully realized; 
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§ Data demonstrates that factors leading to professional sexual misconduct range 

from not knowing the rules, to wellness issues (such as isolation and poor 

work/life balance) to full blown psychopathology; 

 
§ For those physicians with psychopathology, affective and addictive disorders are 

more remediable than those with personality or sexual disorders; 

 

§ More research is needed in this area. 

 

Section II: The Evaluation of the Sexual-Boundary-Violating Medical Professional 

 

Introduction 

 

This section will focus on the medical professional accused of engaging in sexual 

misconduct. While there are many other types of boundary violations in healthcare, there 

is no area more concerning than a professional who exploits the rights of someone under 

his or her care. This section will discuss the core considerations and elements of 

conducting a forensic ‘fitness for duty’ evaluation. Given the complexity of this work, it 

is highly recommended that any clinician who wishes to practice in this area obtain 

specialized training. 

 

Choosing the Right Clinician for Assessment 
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Medical professionals who have been accused of violating sexual boundaries are referred 

from a variety of sources. These commonly include licensing boards, physician health 

programmes, hospital staff, lawyers and colleagues. Although self-referral is also 

possible, this is less often seen.   

 

Evaluating medical professionals for alleged sexual misconduct is an extremely 

challenging task. By nature, most medical professionals are reluctant to seek mental 

health care because of shame, stigma and a culture of silence. Furthermore, not only is 

there is a societal taboo about discussing sex, but individuals who engage in sexual 

misconduct also often minimize or even lie about their involvement. Given the high 

stakes of these evaluations, often in regard to the professional’s livelihood, there is high 

incentive to not fully disclose the extent of the behaviour. Hence, it is highly 

recommended that any professional embarking on such evaluations has specific training 

in evaluating medical professionals and has professional experience in working with 

sexual misconduct and disorders.   

 

Outside of professional experience, the clinician must be free of any conflicts of interest 

that might compromise the validity of the evaluation. Potential conflicts of interest 

include having a relationship with the referring entity or with a potential treatment 

facility. Medical professionals undergoing evaluation must feel free from any potential 

bias or constraint in their ability to choose their own destiny. Although a conflict of 

interest, such as being affiliated with a facility that specializes in the treatment of sexual 
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offences, may not prohibit participating in the evaluation, it should clearly be discussed 

from the outset. 

 

Finally, throughout the process, clinicians must be honest with themselves to ensure they 

are not in over their heads. For example, sometimes sexual misconduct is due to severe 

psychopathology, medical problems and/or cognitive decline. It is important to know 

when to refer to a specialist or for second opinion. Although evaluations are often 

conducted by sole clinicians, an emerging model uses a team approach over multiple days 

with a psychiatrist, addiction specialist, internist, mental health worker and other 

specialists when needed.   

 

Referral Process and the Dual Role of Clinician/Evaluator 

 

Before beginning to evaluate a medical professional accused of sexual misconduct, the 

clinician must first determine what his or her role will be. Whereas the traditional role of 

clinician/patient identifies the duty strictly to the patient, accusations of sexual offenses 

by medical professionals require another duty, namely to protect patients, the public and 

society. Additionally, if a clinician is asked to evaluate an accused professional for the 

purposes of rendering an opinion about that professional’s ability to practice safely, there 

is a forensic role which carries a duty to the party who requests such an evaluation.  

Hence, the physician engaged in evaluating such cases has a different relationship with 

the accused doctor than if he or she is strictly providing psychiatric services, counselling 

and/or support.   
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The forensic evaluation allows for much less protection in terms of confidential 

information than does the therapeutic relationship. Firstly, most forensic evaluators have 

a duty to report their findings to the requesting party. In some cases, this could be a legal 

authority or licensing body. Secondly, even if the forensic evaluation is requested by the 

accused physician, confidentiality is still waived because the evaluator who renders an 

opinion may need to justify and even defend his decision in cross-examination or through 

subpoena. Hence, the typical ‘protections’ of the traditional clinician/patient relationship 

do not exist. If the evaluation is exclusively for the treatment or support of a physician 

accused of sexual misconduct, the traditional clinician/patient privilege applies. 

 

Starting the Evaluation Process 

 

Given the unique challenges of the forensic evaluation, it is the responsibility of the 

evaluating clinician to describe in detail the difference between a forensic relationship 

and therapeutic relationship, in order to ensure that the accused physician has true 

informed consent in participating in the evaluation process. Important topics to discuss 

include (Gold & Metzner, 2006): 

 

§ Who is the referral source? 

§ What is the reason for the referral? 

§ What are the possible consequences of the assessment? 

§ Who will receive a copy of the report? 
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§ Who will be financially responsible for the assessment? 

§ What access does the person being evaluated have to the report? 

 

It is also important to note that many localities have regulations regarding mandated 

reporting related to sexual offences, hence the evaluating clinician must disclose what 

type of information is reportable to authorities. In most jurisdictions, any sexual contact 

with a minor mandates reporting. In some jurisdictions, such as California, accessing 

child pornography mandates reporting. In Canada, many jurisdictions require the 

reporting of doctor/patient sexual relationships. It is the responsibility of each evaluating 

clinician to know their local regulations. Evaluating clinicians must conform to law, 

while at the same time not violating the rights of their patients. In the United States, there 

is no automatic liability/malpractice immunity for reporting information to authorities, 

although in most jurisdictions good faith efforts to protect the public do have immunity 

provisions. Much like police in the United States give those accused of a crime a warning 

about the right to not self-incriminate and the risks of divulging information to authorities 

(known as a ‘Miranda warning’), those who work in the field of sexual disorders are 

encouraged to warn their patients about what information must be reported. Although this 

may impact the truthfulness of the person being evaluated, it is a component of informed 

consent.   

 

The above difference from the traditional clinician/patient relationship challenges not 

only the accuracy of information obtained but also the relationship between clinician and 

‘patient’. While it is unrealistic to aim for a therapeutic alliance in these cases, the 
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evaluating clinician should strive for an ‘evaluation alliance’ (Myers & Gabbard, 2008). 

This includes helping the accused professional recognize that even as a ‘dual agent’, the 

evaluating clinician’s job is to look for strengths, mitigating factors and treatment 

strategies that can help the individual improve his/her life and, when possible, return to 

practice.    

 

For many healthcare professionals, this might be the first time that they have encountered 

a mental health professional. Hence, an additional duty of the evaluating clinician is to 

provide education about the process, allow the physician to vent/express his or her 

feelings and help the physician recognize that the evaluation is not a determination of 

guilt or innocence, but is rather narrow in focus, the main goals being whether treatable 

conditions exist and whether the healthcare professional can safely return to practice. 

 

The ‘Fitness for Duty’ Evaluation 

 

The American Psychiatric Association has put forward guidelines for conducting ‘fitness 

for duty’ evaluation in physicians (APA, 2004). The central elements include: 

 

§ Careful history of the presenting complaint; 

§ A review of all relevant documents and collateral information; 

§ A review of the professional’s job description; 

§ A complete psychiatric history and mental status exam; 

§ A complete work history, with discussion of previous problem areas; 
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§ A psychosexual and developmental history; 

§ Relevant medical history, psychiatric history, family history and social 

history. 

 

The details of each of these sections are beyond the scope of this chapter.  However, there 

are a few important considerations to highlight. 

 

Information from the Referral Source  

 

It is critical that the evaluating clinician have a thorough discussion with the referring 

entity in order to understand the nature of the allegations and any relevant history. This 

conversation should also clarify the purpose of the examination, along with the possible 

outcomes of the evaluation. Finally, it is important to clarify who will have access to the 

report. In some cases, this may be a peer-review protected entity while, in more formal 

charges, the results may be available to legal authorities or even the public. Although 

who has access to the report should not influence the decision making or opinion, it may 

influence what information is or is not included in the actual report. 

 

Collateral Information  

 

It is unlikely that a simple diagnostic interview with a professional accused of sexual 

misconduct will yield an accurate understanding of the person or situation. False 

allegations (on both sides) and differing stories are quite common. It is critical that 
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evaluating clinicians obtain consent to obtain information from the accused employer, 

colleagues, spouse and family. The clinician should also talk with any previous mental 

health providers and obtain copies of any previous psychological testing and/or reports. 

Finally, the evaluating clinician should review all reports, data, testimony and legal 

documents from the incident. Such a 360-degree evaluation will ensure the most accurate 

picture. 

 

Diagnostic Considerations  

 

The first section of this chapter outlines the many known and proposed aetiologies of 

sexual misconduct in medical professionals. Evaluating clinicians must be particularly 

sensitive about discerning the main causes of sexual misconduct. Although psychosis and 

dementia are less common, they too must be considered. Special attention should be paid 

to personality structure, including narcissistic, antisocial and dependent tendencies. 

Compulsive sexual behaviours should be screened for, as well as any other sexual 

disorder or paraphilia. Finally, affective disorders that may lead to sexual acting out, such 

as depression, hypomania/mania and substance use, should also be explored. 

 

Additional Testing  

 

Individuals suspected of sexual misconduct may need to undergo psychological testing, 

neuroimaging or polygraph tests. The use of psychological testing is case-specific.   

Psychological testing can be helpful in determining whether underlying psychosis, 
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neurocognitive disorder or personality traits/disorder may be contributing factors. Such 

tests should be conducted by someone skilled in neuropsychological testing.  

Neuroimaging may be considered for situations where underlying brain pathology (such 

as a tumour or traumatic brain injury) may be a contributing factor. Finally, the polygraph 

is a controversial tool but is becoming seen as increasingly valuable. While often not 

admissible as evidence in court proceedings, the polygraph can be used therapeutically to 

help to ensure that the accused offender is being truthful and disclosing all information.  

The goal of such a therapeutic polygraph is to help the offender to live a more honest, 

reflective and remorseful life. Given the complexities of the polygraph, it is critical that 

clinicians have experience in utilizing it in a therapeutic setting and are fully aware of 

how the results can be used both currently and in the future. 

 

The Report 

 

The report should reflect the practitioner’s background and experience and the sources of 

information used, including the number of hours spent on face-to-face evaluation and 

document review. A list of all collateral sources should also be provided. The report 

should outline the reason for referral, as well as including the questions to be answered.  

It is left to the clinician’s discretion as to what to include in the body of the report. This 

will vary depending on whom the report is for, who has access to the report and the 

intended use of the report (legal, administrative or therapeutic). Being too thorough may 

violate certain privacy expectations and even laws. Not being thorough enough may risk 

undermining the final opinion by not providing enough data to substantiate it.   
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The final opinion should address the specific questions asked. Most often, this is to 

determine whether the accused clinician is safe to continue practice. Any limitations to 

the final opinion should be clearly addressed, along with any recommendations as to what 

additional information might be required to make the report more accurate. Finally, if 

asked, the report should include possible treatment recommendations, resources or 

additional testing/evaluation that should be considered.   

 

Concluding Points 

 

From the above analysis we can draw the following conclusions: 

 

§ The evaluation of sexual-boundary-violating healthcare professionals is both 

clinically and legally complex. Clinicians embarking on this area should have 

extensive experience and training; 

 

§ While the traditional doctor/patient relationship role is challenged in forensic 

examinations, there are strategies which evaluating clinicians can utilize to form 

an evaluating alliance so as to improve the accuracy of the evaluation and the 

experience of the person being evaluated; 
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§ Laws and regulations concerning mandatory reporting vary by jurisdiction and it 

is the responsibility of the evaluating clinician to be aware of those laws, to 

follow them, and to disclose them to their clients; 

 

§ Collateral information is a key component of these examinations since there are 

tremendous barriers to honesty for professionals accused of sexual misconduct; 

 

§ The evaluation of sexual misconduct in healthcare professionals is complex and 

often requires multiple evaluations that address all of the possible biopsychosocial 

contributors. Additional resources, such as psychological testing, neuroimaging 

and polygraph tests can be utilized but should be conducted only by those who 

have extensive experience with this population and with these tests; 

 

§ The role of evaluating sexual misconduct in healthcare providers is not to be 

judge or jury, but rather to address the specific questions being asked. 

 

Section III: Treatment 

 

Introduction 

 

When working with healthcare professionals, a key aspect is the obligation of the 

profession to protect public safety. Any healthcare professional accused and/or convicted 

of sexual misconduct must undergo a thorough assessment as outlined above. With 
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respect to treatment, this includes ascertaining whether the healthcare professional can 

safely return to practice and, if so, what appropriate measures must be taken. 

 

For professionals who have committed minor transgressions, such as non-sexual 

boundary violations or one-time offences that demonstrate a lack of knowledge about the 

rules, continuing medical education courses are available which teach healthcare 

professionals ways of maintaining appropriate boundaries (Spickard, et al., 2008; Tschan, 

2014). A partial list of such courses in the U.S. is provided in the Resources section 

below. Such courses teach professionals proper procedures and practices to prevent 

boundary transgressions and do basic work exploring the psychosocial aetiologies of their 

behaviours. It is helpful for healthcare providers to participate in a group process since it 

de-stigmatizes the shame associated with this type of offence. 

  

For more severe offences, a much lengthier course of treatment is required such as 

psychotherapy and/or residential treatment. The goal of this treatment is not only 

rehabilitative, but also to determine whether a healthcare professional can safely return to 

practice. Prognostic factors include genuine remorse for behaviour, as opposed to 

narcissistic mortification over what has occurred to the healthcare professional’s 

reputation and/or career (Myers and Gabbard, 2008). For those who engage in more 

criminal or paraphilic-type offences, prognostic factors are more similar to those found in 

the sexual offender population; these include analysis of the offence pattern (situational 

versus personality), personality and situational factors (such as remorse, empathy, 

motivation, deviance and self-concept), results of rehabilitation (including acceptance, 
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adherence, attitude and learning) and perspective (personal and professional) (Tshan, 

2014). Risk factors for relapse include specific victim profiles, inability to control sexual 

fantasies and urges, grooming behaviours, self-legitimization and unresolved 

emotional/situational factors.   

 

Published research on the efficacy of treatment is scarce. A follow-up of physicians 

referred for continuing education in sexual boundary violations found that the majority of 

them were able to return to practice without further incident (Swiggart et al, 2015). Abel 

& Osborn (1999) found that, of a cohort of physicians referred for treatment of sexual 

boundary violations, 52 per cent were able to return to practice. Of that group, fewer than 

1 per cent relapsed into exploitative behaviours. Those who did not return to practice 

were not allowed to do so based on criminal conviction or licensure restriction.   

 

Finally, once it is determined that a healthcare professional can return to practice, it is 

important that safeguards be put into place to ensure safety. These include requiring 

chaperones, workplace supervision and practice limitations. Most healthcare practitioners 

will require continued monitoring and advocacy by a professional organisation, such as a 

state physician health programme (PHP). Such programmes commonly require five-year 

contracts with continued psychotherapy and for the therapist to report treatment 

adherence to the monitoring programme. Finally, participation in ongoing 12-step 

programmes can be helpful for support and relapse prevention. Caduceus groups are 12-

step groups for healthcare professionals that offer confidentiality and a sense of 

community. 
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Concluding Points 

 

From the above analysis about treatment, we can make the following concluding points: 

 

§ Treatment of healthcare professionals who engage in sexual misconduct must be 

matched to the type of offence. Some professionals primarily need boundary 

education. Others may require intensive treatment similar to sex offender 

treatment. For the most egregious offences, return to practice is not realistic; 

 

§ Although the goal of treatment is rehabilitation, because of public safety concerns 

treatment must also assess the appropriateness and readiness of a healthcare 

provider to return to practice; 

 

§ Having returned to practice, healthcare providers need continued support and 

monitoring to prevent relapse and ensure public safety; 

 

§ Resources specific to healthcare providers such as physician health programmes, 

boundaries courses and caduceus groups can help to de-stigmatize the problem 

and to build a community. 
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Remedial Courses for Professionals who have Violated Professional Boundaries 
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Professional Boundaries, Inc.  

www.professionalboundaries.com 

 

University of California San Diego, Professional Boundaries course 

http://www.paceprogram.ucsd.edu/ 

 

Vanderbilt University Center for Professional Health, 

http://www.mc.vanderbilt.edu/root/vumc.php?site=cph&doc=36613# 

http://www.mc.vanderbilt.edu/root/vumc.php?site=cph&doc=1002 

 

Federation of State Physician Health Programs   

http://fsphp.org/ 

https://www.ncsbn.org/professional-boundaries.htm 

 

Sante Center for Healing, Argyle TX  

 www.santecenter.com 

 

 


