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Sexual violence (SV) perpetrated by health professionals concerns any sexual conduct, whether physical or verbal (with or without contact), toward a patient. There has been little scientific study and some disagreements have emerged regarding its definition, which has even been confused with violation of professional boundaries. In this descriptive-exploratory study, we aimed to characterize this phenomenon in the Portuguese context, using a sample of 491 participants who completed an online questionnaire adapted for this study. The results showed that 8.96% of the participants (5.5% indirect victims) suffered SV by a health professional, and the sociodemographic characteristics are very similar to those of SV in other contexts. Thus, after confirming this is not a problem alien to the Portuguese reality, we discuss the practical implications for prevention and intervention with victims.
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Sexual violence (SV) is a social and public health problem (De Freitas and Farinelli, 2016), since it goes beyond the private domain and leads to consequences in several areas of the victim’s life (Fávero et al., 2021). According to the World Health Organization [WHO] (2002), SV is “any act that results in, or is likely to result in, physical, sexual, or psychological harm or suffering, including threats of such acts, coercion or arbitrary deprivation of liberty, whether occurring in public or in private life” (p. 149). It also pertains to “(…) any sexual act, attempt to obtain a sexual act, or other act directed against a person’s sexuality using coercion, by any person regardless of their relationship to the victim, in any setting” (Costa de Souza et al., 2013, p. 99). SV is a very current issue and has been a subject of interest for several researchers (e.g., Blechner, 2014; Alpert and Steinberg, 2017; Fávero et al., 2021).

However, few studies focus on SV perpetrated by health professionals. Thus, there is a need for studies on SV experienced in settings where the victim seeks professional help, whether in terms of physical or mental health. Most studies on this issue have been conducted in the USA (Melville-Wiseman, 2012). Therefore, the present research aims to fill this gap by providing a detailed characterization of this phenomenon in the Portuguese context.

Before moving on to the reflection about SV in the health context, it is important to mention that the issue of sexual interactions between professionals and clients has been approached in two ways. Some studies analyze these sexual interactions as a violation of the boundaries of professional relationships (Gutheil and Gabbard, 1993; Plaut, 1997; Blechner, 2014). Other studies analyze the phenomenon as SV, which is the approach used in the present study. As such, we will initially clarify these two concepts by making a brief distinction between violating professional boundaries and SV, since there is some confusion between the two.

Studies that approach SV by professionals as if it were about violating the boundaries, on one hand, focus on studying boundaries, rather than framing the data as SV (Gutheil and Gabbard, 1993; Plaut, 1997; Blechner, 2014). However, even if they are consensual, sexual interactions in the context of professional relationships, between a professional who provides a service and a client, violate ethical and deontological principles (Blechner, 2014; APA, 2018). On the other hand, SV refers to any sexual conduct, whether verbal or physical, toward the patient, or something that can be interpreted as such, which is non-consensual or obtained under coercion (DuBois et al., 2019).

Therefore, there is an inconsistency in the studies that frame these acts as violations of professional boundaries and not as SV (Gutheil and Gabbard, 1993; Plaut, 1997; Blechner, 2014). According to Plaut (2008), violations of professional boundaries can be distinguished in three ways: sexual harassment (e.g., sexual allusion), misconduct (e.g., therapist-patient intimacy), and non-sexual dual relationships (e.g., exchanging gifts). The author also emphasizes that these situations can start at an early age, between teacher and student, leading to a bad example and poor practices in the future as a professional. Thus, according to the author, harassment is seen as a breach of boundaries and not as SV, which contradicts the very definition of SV. Therefore, some researchers argue there are boundary violations that are not of a sexual nature, which are the most common, such as the exchange of gifts or invitations to dinner. However, studies on SV have concluded that these are often the precursors to rape (Alpert and Steinberg, 2017).

In general, the perpetrators of SV are mostly men, and women are victims. This is also observed in health contexts, where the perpetrators are mostly men in 80% of the cases (Schoener et al., 1989) and the victims are mostly women (Pope, 1994; Garrett, 2002). Only exceptionally do women commit violations of this nature, and when they do, it is with people of the same sex (Garrett, 2002).

Studies conducted in the United States of America and Canada in the 1990s, on SV in the health field, found that about 10% of psychotherapists got involved with a client throughout their professional career. Regarding doctors from other fields (unrelated to mental health), the reality is similar, with approximately 9% of them having sexual contact with at least one patient (Gartrell et al., 1992).

Recently, one of the few prevalence studies, conducted using reports from professionals, found that about 16% of male professionals and 3% of female professionals confessed to became sexually involved with their clients (Pope et al., 1979; Borys and Pope, 1989). Another study, with a sample of 1,000 clinical psychologists, revealed that 3.6% of them had already had sexual contact with a patient. In addition, 22.7% of the participants stated they had treated patients who were victims of SV by a mental health professional. Moreover, 38% of participants revealed knowing a psychologist who sexually abused a patient (Melville-Wiseman, 2012).

Data collected from 44 mental health institutions revealed 300 cases of SV during a period of 3 years (between 2003 and 2006) (Melville-Wiseman, 2012). Of these, about one third were perpetrated by employees. It is important to mention this data was made available by the managers of the institutions, and may not represent the full extent of the phenomenon. Overall, it was possible to perceive a feeling of shame and powerlessness in the face of abusive sexual behavior perpetrated by some of their colleagues and many do not report it for fear of suffering retaliation (Melville-Wiseman, 2012).

In fact, the issue of sexual assault by professionals has been the subject of scientific research and professional concerns in the fields of medicine, psychiatry, psychology, among others, for decades, as evidenced by some of the aforementioned studies. Some authors believe attention should be paid to the boundaries established in the different contexts where SV occurs, especially in the fields of mental health, since these contexts, when compared to some medical ones, are more prone to SV, which is mainly due to the mental vulnerability of the person seeking help. However, there are also medical contexts that should have better defined ethical and deontological boundaries than other contexts, for example, when we compare a gynecologist with a radiologist. The gynecologist maintains a more intimate contact with the patient, making sexual assault easier to commit and harder to prove (Gutheil and Gabbard, 1993; Smith and Fitzpatrick, 1995).

According to research conducted by Sansone and Sansone (2009), most SV in medical contexts occurs in family planning, psychiatry, obstetrics, and gynecology consultations. The high prevalence in these areas is justified by the greater proximity/contact between the patient and the professional in these specific environments. The authors also found that most perpetrators are male (85%) and that only about 1.6% of perpetrators were punished for the crime they committed, although approximately 7% reported sexual relations with patients. According to the researchers, many of these sexual crimes are not punished, because they are omitted by the context in which they are perpetrated (Reling et al., 2018).

Studies show that the setting of the psychotherapeutic relationship is an environment conducive to SV by professionals and that the silence of the victim is mainly due to the transference process (patient-therapist) that occurs due to the existence of unresolved (external) problems; thus, the patient becomes more receptive to sexual behavior and experiences a weaker capacity to report it (Alpert and Steinberg, 2017).

Furthermore, within the areas of mental health, namely in the area of psychology, there are theoretical models that allow for greater proximity with the patient. For example, a psychoanalyst may consider an out-of-office consultation inappropriate, whereas a behaviorist may request the context/environment as a therapeutic setting (Gutheil and Gabbard, 1993; Smith and Fitzpatrick, 1995), and the psycho dramatists use physical contact in specific situations in the dramatization stage (Hudgins, 2022).

Compared to therapist-patient relationships whose boundaries are better defined, nurse-patient relationships are marked by more proximity and physical contact; thus, there is more risk of the professional abusing the patient (Bachmann et al., 2000). However, the literature on SV between nurse-patient is almost non-existent and, therefore, a field of investigation to be considered by the scientific community in future studies.

Regarding the doctor-patient relationship, some studies argue this is a profession that requires a lot of proximity, which sometimes makes it difficult to differentiate the roles of each of those involved, with a comparison even being made between this relationship and intrafamily relationships. Therefore, the existence of similarities between the doctor-patient relationship and intrafamily relationships suggests a greater propensity for sexual relationships (Bachmann et al., 2000). According to Bachmann et al. (2000), these sexual relationships can serve as a model for intrafamily sexual relationships, which can lead the patient to legitimize the SV. In this context, SV is more often perpetrated in inpatient settings (hospitalization) than in outpatient settings.

Social work is among the professions in which SV is more likely to take place, since conflicts of interest are very common, due to involvement with clients in different areas of life, namely social, work, among others (Reamer, 2003). According to different studies, a significant part of relationships with social workers involves sexual relationships (Reamer, 2003).

SV is a strong constraint on physical and mental wellbeing and health, which is why it is a subject of great importance for research (Krahé, 2016). In addition, victims of SV may have sexually transmitted diseases, for example Hepatitis B or HIV, and, in more severe cases, unwanted pregnancy and Post-Traumatic Stress Disorder (Drezett, 2014). Post-Traumatic Stress Disorder results from exposure to traumatic experiences, in this case SV, resulting in feelings of anxiety, excessive irritability or apathy, difficulty concentrating and sleeping, and avoiding people or places that reactivate traumatic episodes (Wies and Coy, 2013).

In a study by Eichenberg et al. (2010), patients claimed it was the therapists who initiated sexual contact. In general, 86.5% of the sample under study exhibited negative results, with therapists causing serious damage in the lives of their patients. The findings emphasize different feelings and symptoms precipitated by the SV, including “(…) mistrust, isolation, feelings of shame and guilt, fear, depression and suicidal tendencies, anger and symptoms of post-traumatic stress disorder” (Eichenberg et al., 2010, p. 1,019).

The harm caused by sexual assault is not limited to the aforementioned effects. It also includes anxiety, addiction, regression, and depersonalization. In addition, uncontrolled spending, poor time management, as well as recollection of some previously repressed memories/feelings are often present (Hook and Devereux, 2018).

Thus, regardless of the strategy and/or behavior used by the perpetrator during the SV, it causes significant harm to both the patient and the therapeutic relationship (Alpert and Steinberg, 2017).

Pioneer studies from the 1990s (Plaut, 1997) have already corroborated the current idea that most cases of SV are not disclosed by clients/patients (Krahé, 2016). The justification for this fact is the possible discrediting of the complaint by the person who receives it. In addition, Krahé (2016) points out the almost non-existence of civil liability insurance covering sexual exploitation. Moreover, the committees responsible these types of situations do not have a good repertoire regarding the execution of justice in these cases (Ventura, 2018).

The fact that SV does not always start with more obvious sexual behavior, such as sexual intercourse with vaginal or anal penetration, also makes it difficult for the victim to report it (Fávero et al., 2022). Sometimes, SV occurs in the form of masturbation in front of patients or through contact with the genitals, among others. In other words, it starts in a more subtle way and only when it becomes more evident does the victim realize it and, then, feels simultaneously ashamed and afraid that people will question them as to why they did not notice the situation before and report it (DuBois et al., 2019). This is a reality most likely hidden by the judgment and stereotypes surrounding victims, not only by common sense, but also by the justice system (Krahé, 2016). The fact that victims of SV are confronted daily with negative social attitudes makes them feel more reluctant to disclose the event. When they feel able to do so, they experience a new process of victimization potentiated by third parties—secondary victimization (Krahé, 2016), which can lead to a decrease in self-esteem and emotional commitment (Costa de Souza et al., 2013). As in other contexts, most cases of SV remain hidden, thus there is no way to punish the perpetrator (Krahé, 2016).

Therefore, the question arises: how many cases are yet to be discovered? There are people who simply think sexual intercourse brings therapeutic benefits, and others who do not even perceive the situation as SV (Dahlberg, 2014). Thus, in order to avoid SV, it is important to be aware of the possibility of transference and countertransference, as well as have tools to deal with them. Above all, there must be good supervision and a needs assessment of the professionals applying for the job (Faulkner and Regehr, 2011). According to Lazarus (1994) and Galletly (2004), an inadequate management of these personal dilemmas can compromise the relationship between the therapist and the patient, as well as the results of the therapy. Finally, our analysis of the existing literature allows us to conclude that researchers had little interest in the characterization of this phenomenon. As stated by Dahlberg (2014), this is a known topic among other researchers, however, it has been left out of the literature for a long time.

Aware of this reality, professionals of the field have proposed programs aimed at preventing SV by professionals, including the “Professional Boundaries for Health Professionals (PBHP)” program, which addresses real ethical dilemmas faced by health professionals. They must decide the best course of action for dilemmas that might be experienced in different work contexts. The codes of ethics of different professional fields are also discussed to raise awareness among health professionals (Fronek et al., 2009).

However, throughout this review, it was possible to verify that SV occurs in professional service provision in the field of health, in which the perpetrator is the provider of this service (Abrahams et al., 2014). However, there are almost no studies with Portuguese samples.

These studies cited in the review were identified through search on EBSCO, PubMed, and Web of Science. The reference lists of the selected studies were also reviewed to identify other relevant studies. The studies were considered for analysis if they met the following inclusion criteria: (a) studies that have a SV/harassment (b) committed by health professionals. As exclusion criteria, three categories were used: (a) wrong theme (articles that do not include SV committed by health professionals); (b) wrong population (sample without health professionals); (c) wrong outcome (articles that do not include measures of SV). The search was not limited by any geographical, temporal, or age factors. Duplicate articles were eliminated. The studies were selected by two independent reviewers, based on their titles and abstracts, according to recommendations of PRISMA guidelines (Moher et al., 2010).

Therefore, the present retrospective study, of a descriptive-exploratory nature and with impact assessment, aims to contribute to the understanding and characterization of the phenomenon of SV perpetrated by health professionals in the Portuguese context. Specifically, we intend to (1) analyze the prevalence, frequency, and duration of SV; (2) characterize the perpetrators and victims, namely, age and strategies/behaviors adopted in the case of SV; (3) explore the health contexts most conducive to this violence; and, finally, (4) examine the consequences of this phenomenon on victims, both in terms of symptoms and reporting/disclosure.


Materials and methods


Participants

Participants in the present study were randomly selected by completing an online questionnaire. The inclusion criteria were to be at least 18 years of age and having resided in Portugal or the sexual assault having occurred in Portugal. The sample selection method used was convenience sampling. The study was mainly disseminated on the research team’s online social networks, as well as in their social circles (e.g., acquaintances, friends, family). The only inclusion criteria were the minimum age of 18 years and residing in Portugal. The sample consists of 491 individuals, with an average age of 26.47 years and 85.1% of which were female (n = 418). Most of the participants lived in the North of Portugal 44.6% (n = 219), followed by the South 29.7% (n = 146), Lisbon Metropolitan Area 15.7% (n = 77), the Center 6.5% (n = 32), Autonomous Region of Madeira 2.4% (n = 12), Autonomous Region of Azores 0.8% (n = 4) and, finally, Alentejo with 0.2% (n = 1). Regarding marital status, most participants were single 42.4% (n = 208), 27.7% (n = 136) reported being in a committed relationship but without living together, 12.4% (n = 61) were in a de facto union, 11% (n = 54) were married, 3.3% (n = 16) mentioned being in a non-committed/occasional relationship, 2.6% (n = 13) were divorced and, finally, 0.6% (n = 3) were separated. As for nationality, most participants, 97.5% (n = 476), were Portuguese, 0.8% (n = 4) were Brazilian, 0.4% (n = 2) were German and, lastly, 0.2% belong to each of the following nationalities: Angolan, Guinean, Russian, Irish, Swiss, and Romanian, corresponding to one person of each nationality.

Regarding the level of education, 42% have secondary education (grades 10–12) (n = 206), followed by 34.6% with a post-secondary degree in = 170, 7.7% with a master’s degree (n = 38), 5.9% have a technological specialization course (n = 29), 5.7% have the 3rd cycle of basic education (grades 7–9) (n = 28), 2.6% with a bachelor’s degree (n = 13), 1% with a doctoral degree (n = 5) and, finally, 0.4% have the 2nd cycle of basic education (grades 5 and 6) (n = 2).

Finally, considering the main activity of the participants, 48.6% are students (n = 238), 45.5% are workers (n = 223), 5.5% are unemployed (n = 27), 2% mention not having a profession (n = 1), and 2% are workers on sick leave (n = 1).



Instruments

For this study, we used a questionnaire consisting of three instruments, which was made available online through the Google Forms Platform.

1. Questionnaire for the Assessment of Sexual Assault in Professional Relationships (Fávero et al., 2010), composed of four parts: (1) Pertains to the sociodemographic data of the participants; (2) Refers to the legitimation of sexual assault in professional relationships and the perception that participants have of professional boundary violations; (3) Collects data on direct experiences of victimization of SV perpetrated by professionals and (4) Collects information related to the witness, that is, about having indirectly witnessed/experienced a situation of SV by health professionals.

The questionnaire was developed by elements of the research team, and it is a comprehensive questionnaire with a sociodemographic characterization of the sample. Complete open-ended questions (e.g., “In which city did the sexual assault take place?”), closed-ended questions [e.g., “Throughout your life, have you ever been a victim of SV by a health professional (doctor, psychologist, physical therapist, physiatrist, etc.)? (SV is understood as any contact or non-contact behavior) * Yes/No], and multiple-choice questions (e.g., “What is the duration of sexual assaults?” * (tick only the most frequent: (a) Never happened again; (b) On the same day; (c) In the same week; (d) During a month; (e) Between 2 and 6 months; (f) Between 6 months to a year; (g) 1 or 2 years; (h) More Than 2 years).

2. SRQ-20—Self Reporting Questionnaire (OMS), which aims to screen for the diagnosis of mental disorders, through 20 items based on the criteria of the DSM—Diagnostic and Statistical Manual of Mental Disorders. The responses are yes/no and each affirmative answer has a score of 1. The final classification is produced by summing up the total scores obtained, with zero representing no probability for mental disorder and 20 representing a high probability for mental disorder (Gonçalves et al., 2008). Internal consistency was examined using Cronbach’s Alpha. The original internal consistency is 0.86. The value obtained in the present study is 0.839, which indicates good internal consistency.

3. Depression Anxiety and Stress Scale (DASS-21, Lovibond and Lovibond, 1995, adapted to the Portuguese population by Pais-Ribeiro et al., 2004), comprises three subscales about anxiety, depression and stress, each with seven items. It has 21 items with four response options, on a Likert-type scale, where individuals evaluate the extent to which they have experienced each symptom over the past week. The original internal consistency, examined using Cronbach’s Alpha, was 0.85 for the depression scale, 0.74 for the anxiety scale and 0.81 for the stress scale. The results of the present study were 0.859 for the depression scale, 0.867 for the anxiety scale, and 0.898 for the stress scale. Total Cronbach’s Alpha was 0.949. Thus, the instrument used reveals good internal consistency, both globally and for each of its factors.



Procedures

The questionnaire was made available online on the Google Forms Platform. We used convenience and geometric propagation sampling (snowball) to supplement relevant data for the study. We obtained a total of 509 participants, 18 of which were eliminated, because they did not meet the inclusion criteria.

All confidentiality procedures and ethical and legal recommendations were guaranteed, and informed consent was requested for the voluntary collaboration of the participants. In addition, the anonymity and confidentiality of the data were guaranteed. This study was approval by the Ethics Committee of the University of Maia (CED 101/2022). The data was imported into a statistical analysis program—IBM Statistical Package for the Social Sciences (SPSS), version 24.0, and then analyzed. The characterization and description of the study sample, and respective variables, was performed using frequency and descriptive statistics.




Results

The present study aimed to understand and characterize SV perpetrated by health professionals, in the Portuguese context. The results will be detailed for each specific objective separately.

Considering that the main objective is to analyze the prevalence of sexual assault in professional health contexts in Portugal, through descriptive statistics, it was possible to confirm that, of the 491 participants, 44 claimed to have suffered SV by a health professional (8.96%). Of these, 3.5% (n = 17) are direct victims, that is, participants who suffered SV, and 5.5% (n = 27) reported knowing a victim in this context (whom we will refer to as witnesses).

Regarding witnesses, it is also possible to detail the victims to whom these participants refer. Specifically, 85.2% to a friend (n = 23), 7.4% refer to their mothers (n = 2), 3.7% to their aunts (n = 1), and 3.7% to a colleague (n = 1). As for the frequency of the sexually violent behaviors, 87.5% (n = 14) of the victims went through this situation once and 12.5% (n = 2) up to three times. Regarding the duration, 88.2% (n = 15) said it never occurred again, 5.9% (n = 1) said it occurred during 1 month and 5.9% (n = 1) said it happened between one and 2 years. It should be noted that, since victims considered the problem to be common, they suggested some recommendations to help prevent and/or end it, as well as provided information for a better understanding of the cases. In particular, they suggested there should be better information on the technical procedures used by health professionals (37.5%, n = 3), more investigation should be conducted on hospitals (12.5%, n = 1), cameras or recorders should be installed in the offices (12.5%, n = 1), society’s ideas on the subject should change (12.5%, n = 1), never be suspicious of the victim (12.5%, n = 1) and difficulty in reporting may be related to the perpetrator’s social status (12.5%, n = 1).

The second objective was to understand which sex was predominant among perpetrators. The results showed that, in 41 cases, the perpetrator was male (93.18%) and, in three cases, the perpetrator was female (6.82%). Regarding the perpetrators’ characteristics, 45.45% were between 31 and 50 years of age (n = 20), 38.63% were over 50 years old (n = 17), 11.36% (n = 5) were between 21 and 30 years of age, and 2.28% (n = 1) were between 18 and 20 years of age. The remaining 2.28% (n = 1) refer to an omitted case, in which the witness did not have the information.

Regarding the abusive behavior, the direct victims reported caresses and/or kisses to their breasts (36.4%, n = 4), caresses and/or kisses to other parts of the body (27.3%, n = 3), body contact with hugs and prolonged kisses (lips and tongue) (18.2%, n = 2), caresses and/or kisses on their genitals (18.2%, n = 2), invitation to some type of sexual activity (9.1%, n = 1), exhibitionism (9.1%, n = 1) and oral sex (9.1%, n = 1). Some victims added other behaviors by the perpetrators, namely nudity (50%, n = 3), uncomfortable positions (33.3%, n = 2) and inappropriate touching (16.7%, n = 1).

As for the witnesses, they mentioned caresses and/or kisses on the breasts (30.8%, n = 4), caresses and/or kisses on other parts of the body (23.1%, n = 3), body contact with hugs and prolonged kisses (lips and tongue) (15.4%, n = 2), caresses and/or kisses on genitals (15.4%, n = 2), exhibitionism (7.7%, n = 1) and oral sex (7.7%, n = 1). Witnesses also mentioned other behaviors, namely nudity (37.5%, n = 3), excessive force used in childbirth (12.5%, n = 1), sexual conversations via telephone (12.5%, n = 1) and verbal innuendo (12.5%, n = 1).

Victims indicate that the main strategies used by perpetrators were approach/surprise (31%, n = 9), taking advantage of trust or familiarity (24.1%, n = 7) and their own authority (20.7%, n = 6), deceit (13.8%, n = 4), use of force (3.4%, n = 1), use of force with harm (3.4%, n = 1), and seduction (3.4%, n = 1).

Regarding the sex of the victims, there was a total predominance of females, that is, of the 44 cases revealed, all the victims were female (100%).

As for the age at which the sexual assault took place, the victims were between 18 and 47 years old, with an average age of 26.82 reported by direct victims (mode: 20 years old), and 28.81 reported by the witnesses (mode: 18 years old).

Concerning the behavior adopted by the victim when the SV occurred, 31.3% (n = 5) of the victims did not react, 31.3% (n = 5) physically resisted the situation the entire time, 25% (n = 4) initially did not react, but then resisted and refused, 6.3% (n = 1) collaborated from the beginning and 6.3% (n = 1) left the location.

As for the field of health in which the perpetrator provided services, there is a predominance of general medicine, with 65.91% (n = 29). Other specific areas of medicine were mentioned, such as gynecology (9.09%, n = 4), obstetrics (4.55%, n = 2) and ophthalmology (2.27%, n = 1), as well as other health areas such as physiotherapy (6.82%, n = 3), nursing (2.27%, n = 1), acupuncture (2.27%, n = 1), psychology (2.27%, n = 1) and social work (2.27%, n = 1). In this percentage, there was also an omitted case, which referred to a witness who was unable to specify the health field in which the SV occurred.

Regarding the feelings of direct victims toward the perpetrator, disgust was the most frequently mentioned (51.7%, n = 15), followed by outrage (27.6%, n = 8), anger (10.3%, n = 3), sadness (3.4%, n = 1), fear (3.4%, n = 1), and distrust (3.4%, n = 1). Witnesses mentioned disgust (31.1%, n = 19), outrage (27.9%, n = 17), anger (19.7%, n = 12), distrust (8.2%, n = 5), fear (4.9%, n = 3), hurt (3.3%, n = 2), betrayal (3.3%, n = 2), and sadness (1.6%, n = 1).

Regarding the feelings related to the experience of SV, there is a great similarity to those mentioned above, namely disgust (34.3%, n = 12), shame (17.1%, n = 6), helplessness (14.3%, n = 5), distrust (11.4%, n = 4), hostility or aggression (11.4%, n = 4), anxiety/distress (5.7%, n = 2), guilt (2.9%, n = 1), and fear (2.9%, n = 1).

With respect to the immediate effects of the traumatic event that are still present, and which the victims admit trigger the victimization experience, we found feelings of outrage, anger and disgust (29%, n = 9), a perception that one cannot count on the people who should provide care (12.9%, n = 4), a loss of confidence in most people (12.9%, n = 4), a feeling that there is no point in telling anyone about problems (9.7%, n = 3), a perception that the blame for SV falls on the victim (9.7%, n = 3), learning that in a situation of SV the victim has no power to fight (6.5%, n = 2), a change in the relationship with oneself (6.5%, n = 2), hypersensitivity and hyperactivity in situations of violence and injustice (6.5%, n = 2), difficulty in establishing intimate relationships with an affective partner (3.2%, n = 1), as well as sleep and/or eating disorders (3.2%, n = 1).

As long-term consequences, we found that victims had difficulty trusting other people (30%, n = 3), fear of getting involved in sexual relationships (10%, n = 1), difficulty in establishing intimate relationships with an affective partner (10%, n = 1), excessive fears (10%, n = 1), very anxious reactions (10%, n = 1), feelings of guilt (10%, n = 1), low self-esteem (10%, n = 1) and depression (10%, n = 1).

Regarding the consequences in everyday life, we found relocating to another city (50%, n = 3), moving house (16.7%, n = 1), as well as moving to another workplace (16.7%, n = 1) or university (16.7%, n = 1).

According to the victims, 64.7% (n = 11) mention that SV had “some importance”, followed by “very important” (17.6%, n = 3), “somewhat important” (11.8%, n = 2) and “not important” (5.9%, n = 1).

Regarding the complaint, it was found that 94.1% (n = 16) of direct victims did not file a complaint with the police, 5.9% (n = 1) reported the perpetrator and the case went to court, but it was cleared. As for the witnesses, it was found that most (85.1%, n = 23) of the victims did not file a complaint with the police, 14.8% (n = 4) filed a complaint and, of these, 50% (n = 2) revealed that the case went to court and the perpetrator was convicted. Concerning disclosure, we found that most victims (47.1%, n = 8) disclosed the violence to a friend, 23.5% (n = 4) did not disclose it to anyone, 11.8% (n = 2) disclosed it to another family member, 5.9% (n = 1) to the father, 5.9% (n = 1) to a co-worker and 5.9% (n = 1) to an administrative assistant of the location where the sexual assault occurred. As for the time it took for the person to disclose the traumatic situation, most victims (50%, n = 8) disclosed it on the same day or the next, 25% (n = 4) never disclosed it, 18.8% (n = 3) disclosed it more than 1 month later and 6.3% (n = 1) after 1 year. Regarding the help they received after disclosure, 52.9% (n = 9) of the victims said they did not need help, 29.4% (n = 5) of the victims revealed that no one tried to help, 5.9% (n = 1) revealed having had support from friends, 5.9% (n = 1) were taken to a health professional and 5.9% (n = 1) got help to replace the offending professional. Finally, in terms of the effectiveness of the help received, 13.3% (n = 2) said it was very effective, 13.3% (n = 2) mentioned it was somewhat effective, 26.7% (n = 4) stated it was not at all effective, 26.7% (n = 4) said they did not need help and 20% (n = 3) did not get any help.



Discussion

The present study aimed to understand and characterize SV perpetrated by health professionals in a sample of Portuguese participants. The data indicates the existence of SV in this context, with almost 10% of the participants being victims. The findings point to international prevalence, similar to what was found in the studies by Alpert and Steinberg (2017) on SV in the health context, as well as in studies other contexts (Barth et al., 2013; Gewirtz-Meydan and Finkelhor, 2019; Fávero et al., 2022; Sousa-Gomes et al., 2022). This is evidence that SV is a problem that affects all societies, all contexts, and is not restricted by geographic or socioeconomic factors (Moreira et al., 2021). There is an increasing number of complaints regarding this type of violence, thus it is important to invest in the education of students in the fields of Health. We found that perpetrators are predominantly male and victims are mostly female, thus once again confirming previous studies (Sansone and Sansone, 2009) and configuring SV indeed as a gender offense.

Although the literature review on SV perpetrated by professionals is scarce, the scientific community has focused mostly on sexual aggression perpetrated by physical and mental health professionals, and this can be explained by the greater proximity and intimacy that professionals in these areas establish with patients (Sansone and Sansone, 2009). The present study showed that, in the professional categories within the health field, there is a predominance of SV in medicine, with emphasis on gynecology and physical therapy. Regarding age, as identified in other studies (Dahlberg, 2014), the perpetrators are approximately 50 years old or older, and the victims are an average of 28 s old.

The typical sexual behaviors of perpetrators range from physical touch, mainly from casual kissing to caressing genitals, as well as verbal behavior (without contact), namely sexual phone calls or invitations to activities of a sexual nature, similar to what is observed in SV for this and other contexts. Such information leads us to the idea that participants consider both physical and verbal (non-contact) sexual behaviors to be inappropriate, in line with the professional and legal concept of SV.

The present study found that SV occurred a maximum of up to three times with the same perpetrator. However, for most victims, the SV was a single episode. Although there is not a high percentage of repeated sexual aggression, this type of violence causes a strong impact on the victim, both in terms of symptoms and consequences (Moreira et al., 2021). Indeed, SV causes significant impact on victims, both in the short and long terms, in their daily lives, their social lives, in the way they view themselves, as well as in their belief in themselves and in others. The victims pointed to several short- and long-term consequences, such as disgust, outrage, anger, shame and powerlessness. These sentiments are in line with what is found in existing literature, namely the studies by Eichenberg et al. (2010) and Hook and Devereux (2018). Consequently, participants also suffered some changes in their daily lives, namely moving to another city, difficulty in trusting other people, fear of having sex and difficulty in establishing intimate relationships with a romantic partner.

The results of the current study suggest this is a reality present in Portugal, with very similar characteristics to those found in international reviews. Thus, there is a need for better preparation of health professionals, as well as of the criminal police forces, in order to prevent and intervene in this type of crime.

Furthermore, we concluded that some victims have a strong knowledge of the concept of SV, which is extremely important in order to recognize the situation of sexual aggression and report it quickly. Nonetheless, some victims in this study do not attach much importance to the experience, which may explain the small number of complaints filed with the police, as well as disclosures.

Despite the short- and long-term consequences of SV, with important repercussions on daily life, such as moving house as a result of the abuse, many victims attributed little importance to them. This may explain the low number of complaints filed. However, overall, literature on SV reveals that the reasons for low reporting and disclosure relate to a number of issues.

The lack of disclosure and complaints filed for SV is a constant in the literature, which shows that most victims do not reveal the experience, and complaints and subsequent trials for crimes of this nature are even less frequent. Related to the low number of complaints and disclosure was the fact that victims had lost trust in other people, as well as the fear and shame of being discredited by the person to whom they disclose the crime. This fact is also pointed out by Plaut (1997) and Ventura (2018), who mention that the ethics committees that assess these situations do not have a good repertoire with regard to the execution of justice in this type of case, which may also influence this attitude by the victims. At the same time, the frequency and duration of SV also influence the reporting/disclosure and symptoms/consequences for the victim.

The present study allowed us to deepen the knowledge about SV and alerted to the serious gaps that exist regarding this subject, which were explained throughout the literature review. In particular, we mentioned the lack of research on SV perpetrated by health professionals and the consequent lack of information for better prevention and action with regard to this problem. In addition, not only is the literature scarce, but the existing studies are also old, which hinders the possibility of having a current view of the phenomenon. Even so, these studies made it possible to draw some conclusions about the transversal characteristics among cases of SV perpetrated by health professionals, namely with regard to perpetrators and victims, as well as the impact caused in various areas of the victims’ lives. Overall, it was found that all victims had/have some type of impact, to varying degrees. Some victims confirmed the situation led them to move house or even city, and others stated the situation was not very important and that they suffered only a few months after the occurrence.

Moreover, we found that the degree of impact is related to the duration and frequency of the SV, as well as the behaviors used by the perpetrator. Therefore, several studies suggest the need to educate students and (re)educate professionals, in order to make them aware of this problem, aiming toward greater prevention and, consequently, better intervention. In addition, some victims provided recommendations to help end or, at least, minimize the problem, among which are the need for more information on medical procedures, as well as investment in research within hospitals, in order to avoid strategies such as deception by the perpetrator and the placement of cameras and/or recorders in offices.

Furthermore, informing the population about patients’ rights and ethical guidelines is just as important as (re)educating health professionals and students in these areas. This way it will be easier for victims to recognize a situation of SV and act on it.



Conclusion

In conclusion, for future research, we suggest the exploration of more specific characteristics about the victims in the national context, as well as the characteristics of the perpetrators, namely how they perceive the problem of SV by health professionals.
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