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Abstract
Experiencing erotic feelings towards a patient is a fairly common occurrence, not
pathological per se, during phases of psychotherapy. This study aims to analyze as-
sociations between, on the one hand, the presence in therapists of romantic attraction
(RA), sexual attraction (SA), or flirting behavior (FB) toward patients and, on the other
hand, a series of characteristics of therapist, patient, and treatment. Between April and
June 2022, 547 psychotherapists completed an online survey investigating their af-
fective and behavioral responses toward their most recently treated patient. Com-
pared to female therapists, males showed significantly higher prevalence of SA alone
(p < .001) or in combination with RA (p < .01), FB (p < .01), or both (p < .05).
Multivariate adjusted regression models showed that RA was associated with patient
age ≤40 years (OR:39.49 for age 18–29; OR:28.44 for age 30–39), male sex (OR:10.40),
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and diagnosis of mood disorder (OR:14.08). Furthermore, RA was associated with
intense countertransference feelings of tenderness towards the patient (OR:79.77) and
hostility towards significant figures in their life (OR: 77.93). SA was associated with the
therapist’s male sex/gender (OR: 16.14), psychoanalytic orientation (OR:13.34), post-
license experience ≤20 years (OR:6.12 for 1–9 years; OR:6.08 for 10–19 years). Lastly,
FB was associated with the therapist’s male sex/gender (OR:16.94).

Keywords
psychotherapy, erotic feelings, romantic attraction, sexual attraction, flirting behavior

The presence of therapists’ erotic feelings toward patients (and vice versa) is as old as
psychotherapy itself (Ellenberger, 1970). The term “erotic” is a bridge concept between
“pleasant” and “sexual,” therefore, erotic feelings can shift from loving to sexualized
(Stefana, 2017a). It is significant that the concept of countertransference was introduced
in regard to the erotic difficulties psychiatrist Carl Gustav Jung encountered in his
psychoanalytic treatment of a twenty-year-old patient, which eventually resulted in
sexual violation of therapeutic boundaries (Stefana, 2017b). Within the psychoanalytic
world, during the early decades of the twentieth century there were rather frequent cases
in which male psychoanalysts performed the “absolutely necessary” examination of the
sex organs of female patients who requested psychoanalytic treatment, masturbating
them during the sessions (Falzeder, 1994; Reich, 1967). In those years, various male
analysts became sexually involved with patients or former patients, and some married
them (Gabbard, 1995; Stefana, 2015).

Regrettably, despite the significant advances made in the last hundred years in the
field of psychotherapy, both in terms of training to become a therapist (Klein et al.,
2011) and ethical standards (Campbell et al., 2021), even today therapists’ enactment of
their own erotic fantasies and urges with patients is still a frequent issue (Clemens et al.,
2021). Although the prevalence of sexual boundary violations is very difficult to
measure accurately, pooled data indicate that more than 4% of professionals in the
psychological sector surveyed admitted to having committed such a violation (Hook
and Devereux, 2018). Because most prevalence estimates were derived from self-
reports, it is likely that the true rate may be underestimated.

Some have speculated that to the generally long-lasting and emotionally intimate
nature of therapeutic relationships and the type of issues addressed within them increase
risk of sexual feelings and behaviors between a psychotherapist and their patient
(Luepker, 1999; Steinberg et al., 2021). Consistent with this hypothesis, evidence
shows that psychiatrists are more likely to present sexual boundary transgressions than
physicians in other specialties (Brooks et al., 2012; Gulrajani, 2020; Melo et al., 2019).
However, it must be noted that such a risk appears to be higher for those clinicians
affected by lovesickness, masochistic surrender, psychotic disorders, or predatory
psychopathy and paraphilias (Gabbard, 1999, 2016).
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Many psychotherapists who become involved in sexual contacts with their patients
fall into the categories of “lovesickness” or “masochistic surrender,” or both. Love-
sickness could occur if a health professional – typically a professionally isolated
middle-aged male practitioner – whose core problem is a narcissistic imbalance and
who has a special need to be loved and idealized by their patients to enhance the
therapist’s self-esteem (Celenza, 2007; Gabbard, 2016; Goldberg, 1994).

In contrast, masochistic surrender may occur with therapists who are deeply invested
in their own suffering, have difficulty dealing with their own aggression, and have
found considerable masochistic gratification in treating “difficult” or “impossible”
patients. These clinicians tend to be intimidated and controlled by their clients. The
therapist’s need to suffer can lead them inexorably down a self-destructive path to
sexual misconducts (Cooper, 1993; Gabbard, 2016).

There are other patterns that also might be related to sexual behaviors in therapy.
Predatory psychopathy includes both pure antisocial personality disorders and severe
narcissistic personality disorders with marked antisocial traits. Sexual behavior in this
context tends to be predatory and psychopathic. Although people affected by paraphilic
disorders are not psychopathic predators by their own nature, mental health clinicians
who act on their perverse impulses usually suffer from severe character pathology on
the narcissistic-to-antisocial continuum. These clinicians are usually male with a
lifetime history of predatory sexual behavior, while their victims are female patients.
However, there are some cases in which male or female practitioners systematically
seduce same-sex clients (Benowitz, 1995; Gabbard, 2016). Lastly, instances of be-
coming sexually involved with a patient purely due to a bona fide psychotic disorder are
rare. Within these rare cases, a manic episode of bipolar disorder is usually involved in
the clinician’s sense of omnipotence about their ability to cure through love or sexual
relationships (Gabbard, 2016).

Experiencing erotic feelings toward a patient is not a rare occurrence (Garrett and
Davis, 1998; Vesentini, Van Overmeire et al., 2022bVesentini, Van Overmeire, et al.,
2022), nor is it pathological per se (Sonne and Jochai, 2014; Stefana et al., 2020), but it
is challenging and potentially very dangerous (Hayes, 2014). When these feelings are
triggered or fueled by a certain type of transference of the patient, they can become (if
thought out, elaborated, and shared with colleagues, instead of being enacted with the
patient) an important source of information about the patient’s intrapsychic and in-
terpersonal dynamics. Unfortunately, there is still a reluctance among therapists to
openly talk and discuss with each other these matters due to fear of being morally and
professionally disapproved (Barnett, 2014; Garrett, 1999; Vesentini, Van Puyenbroeck
et al., 2022b). This reticence is a problem because these feelings, particularly when
intense, can negatively affect both the therapeutic relationship and the patient if they are
not adequately managed. Silence about these feelings can develop into sexual banter or
flirtation, which can sustain or intensify the erotic atmosphere in therapy (Gabbard
et al., 2001). This could constitute the beginning of a “slippery slope” into sexual
contact (Gutheil and Gabbard, 1993; Paul, 2015; Strasburger et al., 1992).
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An erotic atmosphere in therapy can be sustained or intensified by sexual banter or
flirtation (Gabbard et al., 2001). Flirtation typically involves seductive behaviors
designed to stimulate the sexual interest of the patient, which include intrusive sex-
ualized posture and gestures of the therapist, prolonged eye contact and gaze at the
patient’s body, comments on their appearance and attractiveness, and intrusive dis-
course about their sexual life and preferences. It must be underlined here that (a)
therapists/patients in one culture may interpret a specific behavior as flirtation while
others from a different cultural background may interpret it as non-flirtation (Di Mark
et al., 2009), and (b) although flirting only sometimes steps onto a slippery slope into
sexual contact (Simon, 1995, 1999), it always is unethical and unacceptable
(Capawana, 2016; Crausman, 2004). Even when these enactments do not continue into
sexual relations, they cause serious negative consequences in the patient (including
deep feelings of confusion, humiliation, and disempowerment) (Hook and Devereux,
2018), as well as damaging their trust in the therapeutic relationship.

Sexual misconduct usually is the end result of a process that begins with the
emergence of erotic emotions followed by a series of nonsexual boundary crossings and
relatively minor boundary violations (Franke and Riecher-Rössler, 2021; Gutheil and
Gabbard, 1993). This occurrence is particularly devastating for the patient and is
associated with anger, cognitive dysfunction, emotional lability, feelings of emptiness,
significantly impaired trusting capacity, guilt, social isolation, increased suicide at-
tempts, and other sequelae (Aviv et al., 2006; Bouhoutsos et al., 1983; Pope and Vetter,
1991). Although most therapists with erotic feelings toward a patient reflect profoundly
on these sentiments and believe that talking about them is important, only about a third
actually disclose themwith peers or supervisors. Instead, as a counter-reaction, they just
tend to apply strict boundaries with that patient (Vesentini, et al., 2022b).

Until now, only a few studies have attempted to identify profiles or associations with
demographic, clinical, and professional variables of clinicians who experienced and
enacted erotic feelings toward the patient (Celenza, 1998; Halter et al., 2007; Vesentini
et al., 2021a; Vesentini, et al., 2022b), and the results are only partially consistent.

In light of the above, this research report explores psychotherapist, patient, and
treatment characteristics as protective or vulnerability factors for experiencing romantic
and sexual attraction feelings and for enacting flirting behaviors.

Method

We undertook a secondary analysis of a survey that used a sample of licensed psy-
chotherapists to develop a short self-report measure of the clinician’s overall affective,
cognitive, and behavioral experiences of the patient during any given session of in-
dividual psychotherapy, which is named the Clinician Affective REsponse (CARE)
scale (Stefana et al., 2023).
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Study Design

This cross-sectional online survey was conducted through Qualtrics between April and
June 2022. The invitation to complete the survey was distributed by sending an
electronic link through the mailing lists of psychotherapy professional associations and
registers. A brief description of the purpose of the study and assurance of anonymity
were given in the invitation email and more detailed on the first page. Participants were
asked to select the last patient (≥ 18 years old) they saw in individual psychotherapy and
complete a patient demographic and clinical data form and a therapist demographic and
professional data form (i.e., variables listed in Table 1), as well as the questionnaire
items.

The primary study, “Therapist In-Session Experience Survey” (Study #: 22–0356),
was evaluated by the Office of Human Research Ethics at the University of North
Carolina, Chapel Hill. It was exempted from further review on April 6, 2022.

Questionnaire

The initial item pool contained 116 items reflecting a wide range of affective, cognitive,
and behavioral reactions that a therapist may experience during a “good” or “difficult”
session. The items used a five-level Likert scale: “not at all,” “a little,” “somewhat,” “a
lot,” and “very much.” The following items were not included on the final CARE scale,
as they did not load substantially on any of the three major factors retained there
(Stefana et al., 2023). However, because of their clinical, they constitute the target
variables of the present study:

How much did…
(1) I feel sexually aroused or attracted to them.
(2) I feel romantically attracted to them, like they would be my spouse or lover.
(3) I find myself flirting with them.

Response Rate

The response rate to take part into the study was 6%, which is consistent with ex-
pectations based on recent cross-sectional online surveys of health professionals (Li
et al., 2017;Wanlass, 2019). It is worth noting that low response rates per se had little or
no effect on bias (Fosnacht et al., 2017; Massey and Tourangeau, 2013).

Statistical Analyses

Categorical variables were reported as frequency rates and percentages, while con-
tinuous variables were expressed in terms of mean (M), standard deviation (SD), and
range. Because we were interested in investigating the presence versus absence of
romantic attraction feelings, sexual attraction feelings, and flirting enactments
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regardless of the subjective evaluation of their intensity, these three target items were
dichotomized as present or absent by grouping “a little”, “somewhat,” “a lot,” and
“very much” as one group (versus “not at all”). Relationships between each variable
and the presence of feelings of romantic attraction and feelings of sexual attraction, as
well as flirting enactments, were calculated by cross-table analysis, and their statistical
significances were determined with the Chi-squared test (p-values <.05). Multinomial
logistic regression models tested whether these associations remained significant after
controlling for all the other variables listed in the table. The results are reported in terms
of adjusted odd ratios (aORs) and related 95% confidence intervals (CIs). An OR
greater than 1 means a higher likelihood of an occurrence of the investigated domain
within the considered explanatory variable. In contrast, an OR smaller than 1 means a
lower likelihood of an occurrence. The analyses were performed in R version 4.2.2 (R
Foundation for Statistical Computing, Vienna, Austria).

Results

This study included 547 psychotherapists, having a professional background as
psychologists (30%), psychiatrists (11%), and other professions (59%). Most were
female (71%), had more than ten years of post-license experience (81%), and worked as
a therapist for a minimum of 20 hours per week (55%). Table 1 presents details of the
characteristics of psychotherapists, patients, and treatment format. Therapists’ in-
session subjective experiences theoretically related to the constructs investigated are
reported in Table 2.

The prevalence of romantic attraction and sexual attraction feelings towards the last
patient seen were respectively 3% and 7%, while the prevalence of flirting enactments
was 3% (see Table 3 and Figure 1). Compared to female therapists, male therapists
showed significantly higher prevalences of sexual attraction alone or in combination
with romantic feelings, flirting behavior, or both.

Table 4 presents the results of the chi-squared analyses. Fifteen of the associations
were significant p < .05, and 7 were significant p < .001. The strongest associations
were with therapist sex/gender, feeling tenderness towards the patient, flattered by the
patient, and therapeutic orientation, with effect sizes approaching what would be
considered “medium-sized” using Cohen’s (1988) benchmarks. Therapist sex and
tender feelings were significantly associated with all three. The other statistically
significant associations all had small effect sizes (e.g., phi <.10).

Multivariate adjusted regression models (Table 5) showed significantly higher odds
of experiencing romantic attraction in therapists dealing with a patient younger than
40 years of age, while the odds were higher in the case of male sex of the patient,
presence of a mood disorder in the patient, and especially the presence of very intense
feelings of tenderness of the therapist toward the patient and hostility at significant
figures in their life. Regarding the emotion of sexual attraction towards a patient, the
probability of experiencing it was significantly higher in male clinicians and those with
a psychoanalytic/psychodynamic orientation and fewer years of clinical experience
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after license. Lastly, the presence of flirting enactments was associated only with the
male sex of the therapist.

In addition, we examined if these behaviors were more likely to be reported in same-
sex versusmixed-sex dyads. For all three –i.e., sexual attraction, romantic attraction, or
flirting behavior – odds were significantly lower, ps<.001.

Discussion

This is one of the first studies to investigate the relationship between, on the one hand,
the factors peculiar to each therapist-patient dyad (specifically, the demographic and
professional characteristics of the therapist, the demographic and clinical characteristics
of the patient, and the treatment characteristics) and, on the other hand, the presence of
erotic feelings toward the patient.

We found that 41 out of 547 therapists surveyed experience romantic (3%) and/or
sexual (7%) feelings toward the patient most recently seen. Considering that the
sampling frame focused only on the feelings and behaviors towards the very last
patients seen in psychotherapy (e.g., not the entire case load, or over the span of one’s
career), this suggests a relatively very high prevalence of erotic feelings among
therapists. In fact, previous studies found that approximately 70–80% of therapists
found at least one of their patients sexually attractive (Giovazolias and Davis, 2001;
Vesentini, et al., 2022b), and about a quarter fantasize about a romantic relationship
(Vesentini, et al., 2022b). The existing literature is consistent in indicating the im-
portance of “peervision” and supervision when facing intense erotic feelings toward a
patient (Celenza, 2007; Fisher, 2004; Gabbard, 2016; Nickell et al., 1995; Pope et al.,
1993). However, only about 50–65% of therapists who experience those emotions
openly discuss them with a colleague or supervisor (Giovazolias and Davis, 2001;
Vesentini, et al., 2022b). This situation indicates the need within theoretical courses and
supervisions to discuss more explicitly and frequently the natural occurrence of these
feelings and impulses during phases of psychotherapy. Findings add weight to the
description of clinical supervision as “an arena to promote mastery and demystify
complicated erotic treatments and transference/countertransference enactments”
(Bridges, 1998, p. 225). At the same time, teachers and supervisors should explain that
enacting these impulses not only constitutes professional misconduct, but, more im-
portantly, causes serious harm to the patient.

Regarding therapists’ enactments, our findings show that 14 out of 547 (i.e., 3%)
therapists surveyed reported flirting with their most recently treated patient. This
number can be considered consistent with (unpublished) data from a recent survey of
psychotherapy patients’ perception of and reaction to their therapist during their most
recent session (see Stefana et al., 2022a), in which 27 out of 701 (i.e., 4%) patients
reported thinking that their therapist was sexually attracted by them. The discrepancy
between the two percentages might be at least partly attributable to a misperception or
projection on the part of patients. It should be underlined that, unlike experiencing
romantic and sexual feelings toward the patient, flirting enactment represents an actual
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sexual boundary violation (Hook and Devereux, 2018). In our sample, the presence of
flirting enactments was associated with being a male therapist, which is consistent with
the findings of studies on sexual misconduct in psychotherapists and healthcare
professionals (Clemens et al., 2021; Hook and Devereux, 2018).

It is important to note that even when flirtation does not continue into sexual
contacts, it causes serious negative mental health effects in the patient (Hook and
Devereux, 2018) and damages trust in the therapist and the therapeutic relationship. It is
precisely to avoid harming or exploiting a patient that more than nine out of ten
therapists agree that flirting with a patient, although without further ulterior motives (we
would like to add “conscious”), is an unacceptable intimate and informal behavior
(Vesentini, et al., 2021b).

Consistent with a recent study (Vesentini, et al., 2022b), we also detected this gender
imbalance for the experience of sexual feelings toward the patient. However, in contrast
to that study, we found an increased probability of experiencing these feelings in
psychoanalytically oriented therapists (versus no differences among the theoretical

Table 3. Descriptive statistics of the target items.

Romantic attraction Sexual attraction Flirting behavior

Likert scale
Not at all 530 (97%) 533 (97%) 511 (93%)
A little 10 (2%) 13 (2%) 29 (5%)
Somewhat 6 (1%) 6 (1%) 3 (1%)
A lot 1 (0%) 1 (0%) 3 (1%)
Very much 0 (0%) 1 (0%) 1 (0%)
Skew 6.8 5.8 8.6
Kurtosis 50.5 40.7 91.0

Figure 1. Relationships among romantic attraction, sexual attraction, and flirting behavior
among therapists who reported any of these. Note. This is a subset.
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orientations in the prior study). The most probable explanation lies in the different study
designs.While Vesentini and colleagues explored the intimate feelings and behaviors of
the therapists toward former and current patients, we asked the clinicians to focus solely
on the feelings and behaviors experienced toward the patient during the most recent
therapy session conducted.

Further important and novel findings concern the associations between the presence
of feelings of romantic attraction and the characteristics of both patients and therapists.
Results indicated that dealing with a male patient increases the odds of experiencing
romantic attraction, whereas dealing with a patient over 50 years of age was associated
with significantly decreased odds. Additionally, dealing with a patient suffering from a
mood disorder (83% of whom suffered from unipolar depression) increased the odds of
feeling romantically attracted to them, consistent with a recent review indicating that
patients with depression tend to evoke more positive feelings among mental health
professionals than patients with other severe mental disorders (Stefana et al., 2022b). At
the same time, the literature on emotional reactions towards patients with bipolar
disorder is currently too limited to draw any conclusions (Stefana et al., 2022c).

Regarding the characteristics of the therapists, the odds ratios of very intense
feelings (vs no or moderate feelings) of tenderness towards the patient and hostility at
significant figures in their life were respectively 79.77 and 77.93, indicating that the
odds of experiencing romantic attraction towards the patient were almost eighty times
higher in those clinicians who experienced either of those intense feelings. It is possible
that the recognition of a need for tenderness in the patient by the therapist (which
probably was not received/provided by the attachment figures) elicits an internal tug
that satisfies the need of the therapist to provide for what the patient needed. However,
for reasons that may depend on the patient’s projections into the therapist, the ther-
apist’s own unconscious mechanisms, or both, a kind of confusion of tongues
(Ferenczi, 1988) gets triggered and thus the therapists experience romantic tenderness
instead of solely “therapeutic tenderness.” In this way, a repetition of trauma occurs in
therapy: the patient does not receive what they really need. The role of the therapist is
not to satisfy the patient’s conscious or unconscious demands or to take care as a parent
or partner should, but to respond to their growth needs for empathic understanding and
care (Casement, 1990).

Three limitations of this study should be noted. First, it cannot be ruled out that some
clinicians gave “socially desirable” responses. To the extent this bias was present, it
would lead to systematic under-reporting, which would attenuate any associations.
Second, the cross-sectional approach did not allow for a comprehensive exploration of
factors that predict flirting enactments, nor for identification and analysis of slippery
slope trajectories. Last, some therapists who experienced strong sexual or romantic
attraction or high levels of flirting behavior may have dropped out because of dis-
comfort with answering the survey or concern that they might somehow be identified
from their responses (despite the guarantee of anonymity).
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Conclusion

Experiencing romantic attraction and, especially, sexual attraction toward a patient in
psychotherapy seems to be a common occurrence, while flirting with a patient is less
common but still present. Male therapists appear to be at higher risk of feeling sexual
attraction and enacting seductive behaviors during sessions. Feeling very intense
tenderness toward the patient and hostility toward significant figures in their life was
highly correlated with the presence of romantic feelings. As highlighted in previous
literature, although erotic feelings are a normal part of many psychotherapy journeys,
not recognizing or ignoring their existence and potential impact by not disclosing and
discussing them with peers or supervisors can hurt both the patient and the therapeutic
relationship, and it could facilitate the slippery slope towards boundary violations.
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