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Resumo 

Apesar da desclassificação da homossexualidade como uma perturbação mental, alguns 

profissionais de saúde continuam a considerar a orientação homossexual como uma 

doença mental e fornecem psicoterapia para mudá-la. Com esta revisão pretendeu-se 

analisar a literatura existente relativa às terapias de conversão sexual. Nesse sentido 

foram efetuadas pesquisas na base de dados Pubmed, Medline, APA PsycInfo e APA 

PsycArticles, tal como pesquisa em revistas e livros específicos relacionadas com o 

tema. No passado muitos não heterossexuais voluntariamente e involuntariamente 

passaram por intervenções de gravidade variável, algumas até se poderiam considerar 

caricatas. As etiologias propostas divergem desde interações genéticas, aos níveis de 

hormonas sexuais, alterações no desenvolvimento celular cerebral ou relações familiares 

disfuncionais. Atualmente, uma minoria significativa de profissionais de saúde mental 

continua a oferecer “terapias” de reorientação sexual baseando-se que a 

homossexualidade é um comportamento aprendido. Estas terapias representam uma 

forma de discriminação, estigmatização e rejeição social. Muitas práticas têm 

semelhanças com atos que são internacionalmente reconhecidos como tortura ou 

punição cruel, desumano e degradante. Estes atos são reconhecidos por sujeitar os 

indivíduos a sofrimentos físicos e/ou mentais significativos ou severos. 

Palavras-chave: homossexualidade, terapias de conversão, orientação sexual 
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    Terapias de Conversão Sexual: Uma Revisão da Literatura 

A questão da reorientação sexual tem sido um tema não apenas de interesse 

científico, como também político, religioso e cultural. Existem terapias que visam 

alterar a orientação sexual ou identidade de género de um indivíduo, as quais se baseiam 

na crença de que a orientação sexual ou identidade de género pode ser mudada e que é 

um resultado desejável tanto para o indivíduo, como para a família ou comunidade 

(Alempijevic et al., 2020; Jones & Yarhouse, 2011; Friedman & Downey, 2002; Smith 

et al., 2004).  

O conjunto de indivíduos que se sujeita a estas práticas é extenso mas, os 

participantes mais comuns, são habitualmente jovens de origens religiosas 

conservadoras com famílias que rejeitam as pessoas identificadas como lésbicas, gays, 

bissexuais, travestis, transexuais e transgéneros (LGBT). As intervenções de conversão 

que foram especificamente solicitadas pelo indivíduo são de cerca de 75%, logo 

aproximadamente um quarto serão sugeridas pelo terapeuta (Maccio, 2010; Shelton & 

Delgado-Romero, 2013; Shidlo & Schroeder, 2002). 

Neste artigo, propomo-nos a fazer uma contextualização teórica sobre as 

convenções da literatura na temática das teorias etiológicas da homossexualidade, das 

terapias de conversão, da sua aplicabilidade no mundo e em Portugal e as suas 

consequências físicas e mentais. 

Método 

Foi realizada uma revisão da literatura, de modo a obter-se uma síntese sobre as 

terapias de conversão sexual. Para o efeito, foi efetuada uma pesquisa nas bases de 

dados Pubmed, Medline, APA PsycInfo e APA PsycArticles utilizando as seguinte 

palavras-chave ((conversion therapy) and (homosexuality) and (sexual orientation)). 

Foram encontrados 55 artigos, tendo sido eliminados 13 artigos após leitura do título e 
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resumo e posteriormente 12 após leitura do texto integral, porque o conteúdo do resumo 

e texto integral não se revelou relevante para a revisão em causa, ficando com um total 

de 30 artigos. Foram incluídos 6 artigos após consulta das referências dos primeiros 

artigos pela qualidade e relevância para os objetivos do trabalho, apesar de não terem 

sido encontrados na pesquisa inicial. Foi também realizada pesquisa em livros 

específicos relacionadas com o tema tendo sido incluído um total de 19 livros. A análise 

dos artigos incluídos no presente estudo foi distribuída de forma equitativa pelos 

diferentes autores do mesmo. 

Resultados 

Contextualização Teórica 

Na Idade Média surgiram os primeiros sinais de intolerância ao relacionamento 

entre pessoas do mesmo sexo no Código de Justiniano de 533 d.C., que tornou ilícita a 

relação íntima entre pessoas do mesmo sexo (Eskridge, 1993). A Igreja era contra esta 

relação íntima já que dela não poderia resultar a procriação. Por volta do século XIII as 

uniões homossexuais começam a ser combatidas, sobretudo com as leis que tornaram a 

prática da sodomia ilícita (Eskridge, 1993). Também na Idade Moderna (1453-1789) 

acreditava-se que as uniões homossexuais constituíam uma grande ameaça à ordem 

social. Na Grã-Bretanha, até 1861, a sodomia foi considerada crime capital (Cocks, 

2007).  

As referências contemporâneas à homossexualidade na literatura surgem em 

meados do século XIX, sobretudo com os escritos de Karl Heinrich Ulrichs durante os 

anos de 1864 e 1879, o qual pode ser considerado um dos primeiros defensores dos 

direitos dos homossexuais. Este escreveu uma série de críticas contras as leis alemãs 

que criminalizavam as relações homossexuais (Beachy, 2014).  Em 1869, o jornalista 

húngaro Károli Mária Kertbeny cunhou os termos "homossexual" e "homossexualidade" 
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num tratado político contra o parágrafo 143, uma lei prussiana posteriormente 

codificada no parágrafo 175 da Alemanha, que condenava o comportamento 

homossexual masculino (Katz, 1995). Richard von Krafft-Ebing, um psiquiatra alemão, 

em 1886 apresentou uma das primeiras teorias da homossexualidade enquanto 

patologia, descrevendo-a como uma perturbação degenerativa. Assim, Krafft-Ebing foi 

influente na disseminação entre as comunidades médica e científica da visão da 

homossexualidade como uma perturbação psiquiátrica (Sigusch, 2004). Em contraste, 

Magnus Hirschfeld, também psiquiatra alemão, ofereceu uma visão normativa da 

homossexualidade, tendo sido líder de um movimento de apoio aos casais homossexuais 

(Hirschfeld, 2000; Ulrisch, 1994).  

No início do século XX, na obra Three Essays on the Theory of Sexuality, Freud 

escreveu que todas as pessoas nasciam com tendências bissexuais e as expressões da 

homossexualidade surgiam de uma interrupção do desenvolvimento psicossexual, 

correspondendo à teoria de imaturidade. Além disso, argumentava que a 

homossexualidade não poderia ser um processo degenerativo, porque também ocorria 

em pessoas com um desenvolvimento intelectual superior (Freud, 1905). Após a morte 

de Freud em 1939, a maioria dos psicanalistas da geração seguinte passou a ver a 

homossexualidade como patológica e os seus pontos de vista eram baseados nas teorias 

de Sandor Rado que, ao contrário de Freud, afirmava que nem a bissexualidade inata 

nem a homossexualidade normal existiam. Rado acreditava que a heterossexualidade 

era a única norma biológica e a homossexualidade foi reconceituada como uma evitação 

de contornos fóbicos do outro sexo causada por uma educação inadequada (Rado, 1940; 

1969).  

Em meados do século XX, a psiquiatria americana foi grandemente influenciada 

por essas perspetivas psicanalíticas. Consequentemente, em 1952, quando a American 
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Psychiatric Association (APA) publicou a primeira edição do Diagnostic and Statistical 

Manual (DSM-I) classificou a homossexualidade como uma Perturbação da 

Personalidade Sociopática (APA, 1952). Foram realizados vários estudos e 

investigações e um dos mais reconhecidos nesta área foi o de Alfred Kinsey e seus 

colaboradores que publicaram os relatórios Kinsey intitulados de Sexual Behavior in the 

Human Male e Sexual Behavior in the Human Female, em 1948 e 1953, 

respetivamente. Esta pesquisa incluiu milhares de pessoas que não eram doentes 

psiquiátricos e concluiu que a homossexualidade é mais comum na população geral do 

que geralmente se acreditava, o que estava em total desacordo com as teorias 

psiquiátricas da época (Kinsey et al.., 1948; 1953). O estudo de Ford e Beach sobre 

diversas culturas e comportamentos animais, confirmou a visão de Kinsey de que a 

homossexualidade era mais comum do que a psiquiatria sustentava e que era encontrada 

regularmente na natureza (Ford & Beach, 1951). No final dos anos 1950, Evelyn 

Hooker, publicou um estudo no qual comparou os resultados de testes psicológicos de 

30 homens homossexuais com 30 homens heterossexuais em que nenhum destes era 

doente psiquiátrico e não encontrou uma maior prevalência de sintomatologia 

psiquiátrica no grupo homossexual masculino (Hooker, 1957). Esta descoberta refutou 

as crenças psiquiátricas da sua época de que todos os homossexuais apresentavam 

psicopatologia grave (Drescher, 2015). 

Em 1969 na cidade de Nova Iorque, iniciaram-se diversos protestos com 

ativistas gays e lésbicas, contra o estigma social anti homossexual (Duberman, 1994). 

Entre 1970 e 1971 chegaram as ser interrompidas as reuniões anuais da APA e em 

1971, um painel intitulado “Gay is Good”, apresentou os ativistas gays Frank Kameny e 

Barbara Gittings a discursar sobre o estigma causado pelo diagnóstico de 

homossexualidade (Gittings, 2008; Kameny, 2009; Silverstein, 2009). Kameny e 
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Gittings voltaram a falar na reunião de 1972, desta vez acompanhados pelo médico 

Fryer, que se intitulou como Dr. H Anonymous, um psiquiatra homossexual que, dado o 

medo de consequências profissionais adversas por se assumir naquela época, ocultou a 

sua verdadeira identidade e falou sobre discriminação (Bayer, 1987; Drescher & 

Merlino, 2007). Em 1973, a Associação Psiquiátrica Americana reconheceu 

formalmente que a homossexualidade, por si, não é uma doença, retirando-a do DSM-II 

e substituindo-a por uma nova classificação, Perturbação de Orientação Sexual (APA, 

1968). 

Na edição seguinte, no DSM-III foi substituída por uma nova categoria chamada 

Homossexualidade Ego-Distónica que, entretanto, foi removida em 1987 no DSM-III-R 

(APA, 1980; 1987).  

Na década de 90, a Organização Mundial da Saúde removeu a 

homossexualidade da Classificação Internacional de Doenças (CID-10) (Cochran et al., 

2014). 

Teorias Etiológicas da Homossexualidade 

Ao longo da história foram apresentadas várias formulações sobre a etiologia da 

homossexualidade, que se enquadram em três grandes categorias: teorias da patologia, 

teorias da imaturidade e teorias de variante da normalidade (Drescher, 2015). 

As teorias da patologia consideram a homossexualidade uma doença, uma 

condição que se desvia do desenvolvimento heterossexual “normal”. Baseiam-se na 

crença da existência de alguma alteração intrínseca ou agente patogénico externo que 

causa a homossexualidade e que tais eventos podem ocorrer antes ou depois do 

nascimento como por exemplo a exposição hormonal intrauterina (Bergler, 1956; 

Krafft-Ebing, 1965). 
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As teorias da imaturidade que são geralmente de natureza psicanalítica e 

consideram os comportamentos homossexuais numa idade jovem como um passo 

normal durante o desenvolvimento da heterossexualidade adulta e que, idealmente, 

deveria ser apenas uma fase passageira. No entanto, se existir uma “interrupção do 

desenvolvimento”, a homossexualidade na idade adulta é equiparada a um crescimento 

anormal (Freud, 1905 & Sullivan, 1953). De acordo com essa noção, lésbicas e gays 

padecem de um vínculo incompleto, que pode então ser reparado simbolicamente em 

sessões de psicoterapia (Haldeman, 2002).  

Por último as teorias de variante da normalidade consideram a 

homossexualidade um fenómeno que ocorre naturalmente, tal como ser canhoto, 

enquadrando a homossexualidade como uma variante normal do desenvolvimento 

humano, não a definindo como uma patologia ou processo imaturo de desenvolvimento 

(Hooker, 1957; Kinsey et al., 1948; Kinsey et al., 1953; Ulrichs, 1994).  

Terapias de Conversão Sexual: O passado e a Atualidade 

Após a Segunda Guerra Mundial, as teorias que culpam uma paternidade 

austera, especificamente uma mãe autoritária, responsabilizando-a pela etiologia da 

homossexualidade masculina tornaram-se populares do ponto de vista médico e cultural, 

como também aconteceu com as teorias sobre o contributo do abuso sexual no passado 

(Streed et al., 2019). Nesta época alguns indivíduos foram submetidos a métodos 

cirúrgicos (cauterizações da medula espinhal, clitoridectomias, castração, remoção de 

ovários e lobotomias), como forma de redireccionar a orientação sexual. Outros 

experimentaram métodos convulsivos aplicando eletroconvulsivoterapia (ECT) ou 

administrandos fármacos ou métodos hormonais para reduzir os impulsos homossexuais 

provocados por uma suposta hiperatividade glandular (radioterapia, corticoterapia ou 

fármacos indutores de náuseas) (Beckstead, 2012). No final da década de 1960, os 
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médicos utilizavam a terapia de modificação do comportamento, que partia do 

pressuposto que a orientação sexual podia ser aprendida de modo a gerar excitação 

heterossexual. Estas técnicas incluíam a prostituição, recondicionamento orgásmico e o 

casamento com uma pessoa do sexo oposto (Hoffmann et al., 2004).  

A prática de rituais religiosos também era utilizada (por exemplo, bater no 

indivíduo com um instrumento robusto ao ler versos sagrados ou queimar a cabeça, as 

costas e as palmas do indivíduo), alimentação forçada ou privação de comida, nudez 

forçada, condicionamento comportamental (por exemplo, ser forçado a se vestir ou 

andar de uma maneira particular), isolamento social, abuso verbal, técnicas de hipnose e 

violação “corretiva” (UN Committee Against Torture, 2007).  

Em 2007, a Associação de Psicologia Americana, em resposta aos profissionais 

de saúde que ainda promovem as terapias de mudança de orientação sexual, nomeou 

uma Task Force para revisar e avaliar tais práticas.  Este grupo de trabalho revelou que 

a maioria dos estudos apresentados sobre a eficácia destas terapias eram 

metodologicamente inadequados para determinar eficácia e segurança, concluindo que 

não há evidência suficiente para extinguir ou desaprender as respostas de excitação 

sexual e que existe evidência de que tais esforços causem dano (APA, 2009). 

Segundo o relatório do perito independente das Nações Unidas para a proteção 

contra violência e discriminação baseada na orientação sexual e identidade de género, 

apresentado na 35º sessão do Conselho de Direitos Humanos em 2017, as terapias de 

reorientação sexual ainda são praticadas em pelos menos 68 países. Na China, 

aproximadamente 50% dos profissionais que praticam tais práticas fazem-no em 

contexto hospitalar do sector público. Em França há relatos de uso de terapia química 

enquanto na Áustria, Itália e Polónia é mais usada a psicoterapia. Exorcismos ou rituais 

religiosos ainda ocorrem em França e Espanha. No Quênia, existe uma igreja que 
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executa um programa que usa a inanição e a oração incessante ao longo de três dias 

como um dos seus métodos principais (UN Human Rights Council, 2017).  

Neste relatório é referido que a Malásia adotou vários programas e planos para 

conter comportamentos percebidos como imorais, incluindo comportamentos sexuais 

entre pessoas do mesmo sexo, e promove especificamente as terapias de conversão. Em 

fevereiro de 2018, a homossexualidade foi oficialmente classificada como uma 

perturbação mental na Indonésia, e várias autoridades pediram políticas que visassem 

aos LGBT a chamada “reabilitação”. No Vietname, há relatos de pessoas enviadas a 

curandeiros tradicionais, enquanto recebem tratamento psiquiátrico. Na Tanzânia, 

abordagens médicas e tradicionais são praticadas, frequentemente em conjunto com 

práticas de circuncisão e culto religioso (UN Human Rights Council, 2017).  

Relatos de mulheres lésbicas algemadas, espancadas, submetidas a alimentação 

forçada ou privação de comida, nudez forçada, isolamento e confinamento solitário, 

contidas por dias e violadas nas chamadas "clínicas" no Equador foram denunciadas 

pela Comissão Interamericana de Direitos Humanos em 2015 (Inter-American 

Commission on Human Rights, Organization of American States, 2015).  

Segundo o relatório, os choques elétricos têm sido usados em tratamentos 

aversivos na Austrália, China, Equador, Índia, Indonésia, Irão, Líbano, Malásia, 

Panamá, Russia, Sri Lanka, Uganda, Estados Unidos, Vietname e Zimbábue. Outras 

práticas como a injecção de drogas indutoras de náusea ou paralisia enquanto expõem o 

sujeito a material erótico ainda são utilizadas no Irão e nos Estados Unidos (UN Human 

Rights Council, 2017). 

As práticas de conversão são frequentemente combinadas com outros 

mecanismos de coerção familiar ou comunitária. A exclusão de casa pela família como 

resultado da recusa em realizar as terapias de conversão desencadeiam um ciclo, com 
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jovens LGBT sendo desproporcionalmente representados em orfanatos, na mendicidade 

e trabalho sexual (UN Human Rights Council, 2017). 

Terapias de Conversão Sexual: Em Portugal 

Em 2014 foi realizado pela Associação ILGA Portugal o projeto “Saúde em 

Igualdade” e verificou-se que em 11% dos atendimentos de saúde mental do grupo de 

pessoas LGBT estudado, foi sugerido que a homossexualidade podia ser “curada” 

(ILGA, 2015). Em 2015, ocorreram denúncias que existiam profissionais de saúde 

mental que defendiam as terapias de correção da orientação sexual. Em 2019, na 

“Pesquisa LGBTI Ovarense”, 7% dos utentes LGBT que frequentavam os serviços de 

saúde em Ovar, teve a sua orientação sexual sugerida como algo a ser alterado ou 

patológico e 50% dos utentes transgénero passou por algo semelhante, porém com a sua 

identidade de género (Valente, 2019). 

Consequências Físicas e Mentais  

A longa duração de muitas práticas de terapia de conversão pode ser 

particularmente prejudicial. Há um impacto profundo nos indivíduos que promove uma 

perda significativa da autoestima, ansiedade, síndrome depressiva, isolamento social, 

dificuldades na intimidade, disfunção sexual, ideação e tentativas de suicídio ou 

sintomas de perturbação de stress pós-traumático (Almeida et al., 2009; Lyons & 

Hosking, 2014; Shilo & Mor, 2014). Surgem também comportamentos de evicção e 

hipervigilância, traduzindo-se numa alteração do ciclo do sono. A longa duração destas 

práticas também resulta em muitas consequências físicas negativas para a saúde, tais 

como úlceras gástricas, distúrbios gastrointestinais, dermatopatias, perturbações de 

comportamento alimentar e cefaleias (Dehlin et al., 2015; Haldeman, 2002; Shidlo & 

Schroeder, 2002; Turban et al., 2020; UN Human Rights Council, 2017).   
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Crianças e menores são particularmente vulneráveis, o que muitas vezes pode 

levar ao absentismo escolar e à adoção de comportamentos de alto risco, 

comportamentos autodestrutivos e abuso de substâncias (Fjelstrom, 2013; Ryan et al., 

2018; Turban et al., 2020).  

Isto provavelmente contribui para a evidência existente de que os problemas de 

saúde física e mental surgem mais frequentemente nas pessoas LGBT do que nas 

pessoas heterossexuais (Lyons & Hosking, 2014; Van der Star & Bränström, 2015). 

Conclusões 

Aos dias de hoje, a literatura existente sobre o tema demonstra que as terapias de 

conversão sexual não apresentam fundamento empírico ou consistência teórica e os 

estudos científicos realizados até à data que avaliaram a eficácia das terapias de 

conversão revelaram graves limitações metodológicas e estatísticas. 

Por esse motivo, é importante clarificar que a homossexualidade e a 

bissexualidade não são indicativas de doença mental, mas antes variantes normais da 

sexualidade humana, não estando indicado qualquer tipo de medida corretiva ou 

terapêutica. 

As terapias de conversão ainda existem amplamente no mundo e na atualidade 

com impacto prejudicial a quem é exposto a estas, manifestando-se em consequências 

físicas e mentais com repercussões importantes a médio e longo prazo. Estas terapias 

atentam contra a liberdade sexual, o que constitui uma violação dos direitos humanos e 

perpetuam o preconceito, a discriminação e a perseguição das pessoas LGBT.  

A adoção de políticas de combate à discriminação com origem na orientação 

sexual, identidade de género, expressão de género e características sexuais e a 

aprovação de legislação que proíba a utilização de terapias de conversão sexual são 
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essenciais à promoção da integridade física e psicológica e o livre desenvolvimento da 

personalidade de um individuo.  
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Abstract 

Despite the declassification of homosexuality as a mental disorder, some health 

professionals continue to consider homosexual orientation as a mental illness and 

provide psychotherapy to change it. This review aimed to analyze the existing literature 

on sexual conversion therapies. Therefore, searches were carried out in the Pubmed, 

Medline, APA PsycInfo, and APA PsycArticles databases, as well as a search in 

specific magazines and books related to the topic. In the past, many non-heterosexuals 

voluntarily and involuntarily underwent interventions of varying severity, some could 

even be considered ridiculous. The proposed etiologies range from genetic interactions 

to sexual hormone levels, changes in brain cell development or dysfunctional family 

relationships. Currently, a significant minority of mental health professionals continue 

to offer sexual reorientation “therapies” on the basis that homosexuality is a learned 

behavior. These therapies represent a form of discrimination, stigmatization, and social 

rejection. Many practices bear similarities to acts that are internationally recognized as 

cruel, inhuman, and degrading torture or punishment. These acts are recognized for 

subjecting individuals to significant or severe physical and/or mental suffering. 

Keywords: homosexuality, conversion therapies, sexual orientation 
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Sexual Orientation Conversion Therapy: A Review of the Literature 

The issue of sexual reorientation has been a topic not only of scientific interest, 

but also political, religious, and cultural. There are therapies that aim to change an 

individual’s sexual orientation or gender identity, based on the belief that sexual 

orientation or gender identity can be changed and that it is a desirable outcome for both 

the individual and the family or community (Alempijevic et al., 2020; Jones & 

Yarhouse, 2011; Friedman & Downey, 2002; Smith et al., 2004). 

The group of individuals who are subjected to these practices is extensive, but 

the most common participants are usually young people from conservative religious 

backgrounds with families that reject people identified as lesbian, gay, bisexual, 

transvestite, transsexual, and transgender (LGBT). Conversion interventions that were 

specifically requested by the individual are about 75%, so approximately a quarter will 

be suggested by the therapist (Maccio, 2010; Shelton & Delgado-Romero, 2013; Shidlo 

et al.., 2002). 

In this article, we propose to make a theoretical contextualization of the 

conventions of literature on the topic of etiological theories of homosexuality, 

conversion therapies, their applicability in the world and in Portugal and their physical 

and mental consequences. 

Method 

A literature review was carried out to obtain a summary on sexual conversion 

therapies. For this purpose, a search was carried out in the Pubmed, Medline, APA 

PsycInfo, and APA PsycArticles databases using the following keywords ((conversion 

therapy) and (homosexuality) and (sexual orientation)). Fifty-five articles were found, 

13 articles were eliminated after reading the title and abstract and later 12 after reading 

the full text, because the content of the abstract and full text was not relevant for the 
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review in question, leaving a total of 30 articles. Six articles were included after 

consulting the references of the first articles for their quality and relevance to the 

objectives of the work, despite not being found in the initial search. Research was also 

carried out on specific books related to the topic, including a total of 19 books. The 

analysis of the articles included in the present study was equally distributed among the 

different authors. 

Results 

Theoretical Framework 

In the Middle Ages, the first signs of intolerance to relationships between people 

of the same gender appeared in the Justinian Code of 533 AD, that made intimate 

relationships between people of the same sex illegal (Eskridge, 1993). The Church was 

against this intimate relationship since it could not lead to procreation. Around the 

thirteenth century, homosexual unions began to be fought, especially with the laws that 

made the practice of sodomy illegal (Eskridge, 1993). Moreover, in the Modern Age 

(1453-1789), it was believed that homosexual unions constituted a great threat to the 

social order. In Great Britain, until 1861, sodomy was considered a capital crime 

(Cocks, 2007). 

Contemporary references to homosexuality in literature appear in the mid-19th 

century, especially with the writings of Karl Heinrich Ulrichs, during the years 1864 

and 1879, who can be considered one of the first defenders of gay rights. He wrote a 

series of criticisms against German laws that criminalized homosexual relations 

(Beachy, 2014). In 1869, Hungarian journalist Károli Mária Kertbeny coined the terms 

“homosexual” and “homosexuality” in a political treatise against paragraph 143, a 

Prussian law later codified in Germany’s paragraph 175, which condemned male 

homosexual behavior (Katz, 1995). Richard von Krafft-Ebing, a German psychiatrist, in 
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1886 presented one of the first theories of homosexuality as a pathology, describing it as 

a degenerative disorder. Thus, Krafft-Ebing was influential in the dissemination among 

the medical and scientific communities of the view of homosexuality as a psychiatric 

disorder (Sigusch, 2004). In contrast, Magnus Hirschfeld, also a German psychiatrist, 

offered a normative view of homosexuality, having led a movement to support 

homosexual couples (Hirschfeld, 2000; Ulrisch, 1994). 

At the beginning of 20th century, in Three Essays on the Theory of Sexuality, 

Freud wrote that all people are born with bisexual tendencies and the expressions of 

homosexuality begin from an interruption of psychosexual development, corresponding 

to the theory of immaturity. Furthermore, he argued that homosexuality could not be a 

degenerative process, because it also occurred in people with superior intellectual 

development (Freud, 1905). After Freud’s death in 1939, most psychoanalysts of the 

next generation came to see homosexuality as pathological and their views were based 

on the theories of Sandor Rado who, unlike Freud, asserted that neither innate 

bisexuality nor normal homosexuality existed. Rado believed that heterosexuality was 

the only biological norm and homosexuality was reconceptualized as an avoidance of 

phobic contours of the other sex caused by inadequate education (Rado, 1940; 1969). 

In the mid-twentieth century, American psychiatry was greatly influenced by 

these psychoanalytic perspectives. Consequently, in 1952, when the American 

Psychiatric Association (APA) published the first edition of the Diagnostic and 

Statistical Manual (DSM-I), it classified homosexuality as a Sociopathic Personality 

Disorder (APA, 1952). Several studies and investigations were carried out and one of 

the most recognized in this area was that of Alfred Kinsey and his collaborators who 

published the Kinsey reports entitled Sexual Behavior in the Human Male and Sexual 

Behavior in the Human Female, in 1948 and 1953, respectively. These reports included 
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thousands of people who were not psychiatric patients and concluded that 

homosexuality is more common in the general population than was generally believed, 

which was completely at odds with psychiatric theories at the time (Kinsey, 1948; 

1953). Ford and Beach’s study of diverse animal cultures and behaviors confirmed 

Kinsey’s view that homosexuality was more common than psychiatry maintained and 

that it was regularly encountered in nature (Ford & Beach, 1951). In the late 1950s, 

Evelyn Hooker published a study in which she compared the results of psychological 

tests of 30 homosexual men with 30 heterosexual men, none of whom were 

psychiatrically ill, and did not find a higher prevalence of psychiatric symptoms in the 

homosexual male group (Hooker, 1957). This finding refuted psychiatric beliefs at the 

time that all homosexuals had severe psychopathology (Drescher, 2015). 

In 1969, in New York City, several protests began with gay and lesbian activists, 

against the anti-homosexual social stigma (Duberman, 1994). Between 1970 and 1971, 

the annual meetings of APA were interrupted and in 1971, a panel entitled “Gay is 

Good” presented gay activists Frank Kameny and Barbara Gittings speaking about the 

stigma caused by the diagnosis of homosexuality (Gittings, 2008; Kameny, 2009; 

Silverstein, 2009). Kameny and Gittings spoke again at the 1972 meeting, this time 

accompanied by Dr. Fryer, who called himself Dr. H Anonymous, a homosexual 

psychiatrist who, given the fear of adverse professional consequences for coming out at 

that time, concealed his true identity and spoke about discrimination (Bayer, 1981; 

Drescher & Merlino, 2007). In 1973, the American Psychiatric Association formally 

recognized that homosexuality per se is not a disease, removing it from the DSM-II and 

replacing it with a new classification, Sexual Orientation Disorder (American 

Psychiatric Association, 1968). In the following edition, in the DSM-III it was replaced 
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by a new category called Ego-Distonic Homosexuality, which was removed in 1987 in 

the DSM-III-R (APA, 1980; APA, 1987).  

In the 1990s, the World Health Organization removed homosexuality from the 

International Classification of Diseases (ICD-10) (Cochran et al., 2014). 

Etiological Theories of Homosexuality 

Throughout history, various formulations have been presented on the etiology of 

homosexuality, which fall into three broad categories: theories of pathology, theories of 

immaturity and theories of variant normality (Drescher, 2015). 

Theories of pathology consider homosexuality a disease, a condition that 

deviates from “normal” heterosexual development. They are based on the belief in the 

existence of some intrinsic alteration or external pathogen that causes homosexuality 

and that such events can occur before or after birth, such as intrauterine hormone 

exposure (Bergler, 1956; Krafft-Ebing, 1965). 

The theories of immaturity are generally from psychoanalytic nature and 

consider homosexual behavior at a young age as a normal step during the development 

of adult heterosexuality and that, ideally, it should just be a passing phase. However, if 

there is a “developmental stop”, homosexuality in adulthood is considered an abnormal 

growth (Freud, 1953; Sullivan, 1953). According to this notion, lesbians and gay men 

suffer from an incomplete bond, which can be symbolically repaired in psychotherapy 

sessions (Haldeman, 2002).  

Finally, variant theories of normality consider homosexuality a naturally 

occurring phenomenon, such as being left-handed, framing homosexuality as a normal 

variant of human development, not defining it as a pathology or immature 

developmental process (Hooker, 1957; Kinsey et al., 1948; Kinsey et al., 1953; Ulrichs, 

1994).  
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Sexual Orientation Conversion Therapies: Past and Present 

After the Second World War, theories that blame austere fatherhood, specifically 

an authoritarian mother, as responsible for the etiology of male homosexuality became 

popular from a medical and cultural point of view, as did theories about the contribution 

of sexual abuse in the past (Streed et al., 2019). At this time, some individuals 

underwent surgical methods (spinal cord cauterization, clitoridectomy, castration, 

removal of ovaries and lobotomies) as a way of redirecting sexual orientation. Others 

have tried convulsive methods by applying electroconvulsive therapy (ECT) or 

administering drugs or hormonal methods to reduce homosexual impulses caused by 

supposed glandular hyperactivity (radiotherapy, corticosteroids, or nausea-inducing 

drugs) (Beckstead, 2012). In the late 1960s, doctors were using behavior modification 

therapy, which assumed that sexual orientation could be learned in a way that generates 

heterosexual arousal. These techniques included prostitution, orgasmic reconditioning, 

and marriage to a person of the opposite sex (Hoffmann et al., 2004). 

The practice of religious rituals was also used (for example, hitting the 

individual with a robust instrument when reading sacred verses or burning the 

individual’s head, back and palms), forced feeding or food deprivation, nudity forced 

behavior, behavioral conditioning (e.g., being forced to dress or walk in a particular 

way), social isolation, verbal abuse, hypnosis techniques, and “corrective” rape (UN 

Committee Against Torture, 2007). 

In 2007, the American Psychological Association, in response to health 

professionals who still promote sexual orientation change therapies, appointed a Task 

Force to review and evaluate such practices. This working group revealed that most of 

the studies presented on the efficacy of these therapies were methodologically 

inadequate to determine efficacy and safety, concluding that there is insufficient 
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evidence to extinguish or unlearn sexual arousal responses and that there is evidence 

that such efforts cause harm (APA, 2009). 

According to the report by the United Nations independent expert on the 

protection against violence and discrimination based on sexual orientation and gender 

identity, presented at the 35th session of the Human Rights Council in 2017, sexual 

reorientation therapies are still practiced in at least 68 countries. In China, 

approximately 50% of professionals who perform such practices do it in a public sector 

hospital setting. In France, there are reports of the use of chemical therapy, while in 

Austria, Italy and Poland psychotherapy is more used. Exorcisms or religious rituals 

still take place in France and Spain. In Kenya, there is a church that runs a program that 

uses starvation and incessant prayer over three days as one of its main methods (UN 

Human Rights Council, 2017). 

In this report, it is noted that Malaysia has adopted various programs and plans 

to contain perceived immoral behavior, including same-sex sexual behavior, and 

specifically promotes conversion therapies. In February of 2018, homosexuality was 

officially classified as a mental disorder in Indonesia, and several authorities called for 

policies targeting LGBT people in so-called “rehabilitation”. In Vietnam, there are 

reports of people being sent to traditional healers while receiving psychiatric treatment. 

In Tanzania, medical and traditional approaches are practiced, often in conjunction with 

circumcision practices and religious worship (UN Human Rights Council, 2017). 

Reports of lesbian women handcuffed, beaten, subjected to force-feeding or food 

deprivation, forced nudity, isolation and solitary confinement, held for days and raped 

in so-called “clinics” in Ecuador were denounced by the Interamerican Commission on 

Human Rights, in 2015 (Inter-American Commission on Human Rights, Organization 

of American States, 2015). 



SEXUAL ORIENTATION CONVERSION THERAPY: RL 

 

30 

According to the report, electric shocks have been used in aversive treatments in 

Australia, China, Ecuador, India, Indonesia, Iran, Lebanon, Malaysia, Panama, Russia, 

Sri Lanka, Uganda, the United States, Vietnam, and Zimbabwe. Other practices such as 

injecting nausea or paralysis-inducing drugs while exposing the subject to erotic 

material are still used in Iran and the United States (UN Human Rights Council, 2017). 

Conversion practices are often combined with other family or community 

coercion mechanisms. Family exclusion from home because of refusing to undergo 

conversion therapy sets off a cycle, with LGBT youth being disproportionately 

represented in orphanages, begging and sex work (UN Human Rights Council, 2017). 

Sexual Orientation Conversion Therapies: In Portugal 

In 2014, the ILGA Portugal Association carried out the project “Health in 

Equality” and it was found that in 11% of the mental health services of the group of 

LGBT people studied, it was suggested that homosexuality could be “cured” (ILGA, 

2015). In 2015, there were complaints regarding the existence of mental health 

professionals who advocated therapies to correct sexual orientation. In 2019, in the 

“Research LGBTI Ovarense”, 7% of LGBT users who attended health services in Ovar 

had their sexual orientation suggested as something to be changed or pathological, and 

50% of transgender users went through something similar with their gender identity 

(Valente, 2019). 

Physical and Mental Consequences 

The long duration of many conversion therapy practices can be particularly 

damaging. There is a profound impact on individuals, which promotes a significant loss 

of self-esteem, anxiety, depressive syndrome, social isolation, intimacy difficulties, 

sexual dysfunction, suicidal ideation and attempts or symptoms of post-traumatic stress 

disorder (Almeida et al., 2009; Lyons & Hosking, 2014; Shilo & Mor, 2014). 
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Avoidance and hypervigilance behaviors also appear, resulting in a change in the sleep 

cycle. The long duration of these practices also results in many negative physical health 

consequences, such as gastric ulcers, gastrointestinal disorders, skin diseases, eating 

disorders and headaches (Dehlin et al., 2015; Haldeman, 2002; Shidlo & Schroeder, 

2002; Turban et al., 2020; UN Human Rights Council, 2017). 

Children and minors are particularly vulnerable, which can often lead to school 

absenteeism and the adoption of high-risk behaviors, self-destructive behaviors, and 

substance abuse (Fjelstrom, 2013; Ryan et al., 2018; Turban et al., 2020). 

This likely adds to the existing evidence that physical and mental health 

problems have appeared more frequently in LGBT people than in heterosexual people 

(Lyons & Hosking, 2014; Van der Star & Bränström, 2015). 

Conclusions 

Nowadays, the existing literature on the subject demonstrates that sex 

conversion therapies do not have an empirical basis or theoretical consistency and the 

scientific studies conducted to date, which evaluated the effectiveness of conversion 

therapies, revealed serious methodological and statistical limitations. 

For this reason, it is important to clarify that homosexuality and bisexuality are 

not indicative of mental illness, but rather normal variants of human sexuality, and no 

type of corrective or therapeutic treatment is indicated. 

Conversion therapies still exist widely in the world and currently and have a 

harmful impact on those who are exposed to them, manifesting themselves in physical 

and mental consequences with important repercussions in the medium and long term. 

These therapies violate sexual freedom, which constitutes a violation of human rights 

and perpetuate prejudice, discrimination, and persecution of LGBT people. 
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The adoption of policies to combat discrimination based on sexual orientation, 

gender identity, gender expression and sexual characteristics and the approval of 

legislation that prohibits the use of sexual conversion therapies are essential to the 

promotion of physical and psychological integrity and freedom development of an 

individual’s personality. 
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Abstract 

Group intervention is the one of the most widely used treatment modality with victims of 

intimate partner violence (IPV). However, in Portugal it is a recent practice, and little is 

known about its usefulness, namely in the female victims’ perspective. A group therapy was 

implemented with effectiveness proofs, in terms of the expected outcomes. The present study, 

conducted with nineteen women, who participated in the mentioned group program, aims to 

explore their meanings, impact and helpfulness of this modality of intervention. Data was 

analyzed through a content analysis procedure, using the software Nvivo10. Results revealed 

that the group allowed the promotion of social and psycho-emotional support and the 

development of new coping skills. These findings are relevant to professionals, policy makers 

as well as researchers. 

Keywords: intimate partner violence, group intervention, female victims, content 

analysis 
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The Perspectives of Female Victims of Intimate Partner Violence about Group Therapy 

Intimate partner violence (IPV) is recognized as a global and a social problem as well 

as a public health issue (e.g., Crespo & Arinero, 2010; Feder et al., 2011; Kim & Kim, 2001; 

Lisboa, 2009; Matos et al., 2012; Santos et al., 2016).  

In United States, recent results from the National Intimate Partner and Sexual 

Violence Survey revealed that, throughout life, one in four women had experienced severe 

physical violence, one in two were psychologically abused and one in ten were raped, being 

the intimate partner the perpetrator (Breiding et al., 2014). In Europe, a wider survey, which 

included Portugal, showed that one in three women (33%) have experienced physical and/or 

sexual victimization after the age of 15 (European Union Agency for Fundamental Rights, 

2014). In Portugal, according to recent criminal statistics of the Portuguese government, in 

the year 2017, 22599 criminal complaints were presented to the police (Directorate General 

of Political Justice [DGPJ, 2017]). Among those, according to Annual Report of Homeland 

Security (DGPJ, 2017), most of the victims were female, with values of 80% and the types of 

violence most reported were the psychological and emotional followed by physical violence. 

The societal and individual costs of IPV are also huge and worth of attention (e.g., 

Feder et al., 2011). The impact of IPV, as mentioned by several international studies (e.g., 

Abel, 2000; Breiding et al., 2014; Coker et al., 2002; Pico-Alfonso et al., 2006), usually 

causes: 1) cognitive and memory disorders (e.g., mental confusion, intrusive images, 

difficulties in taking decisions); 2) changes in the physical self-perception; 3) a relevant 

damage of women’s identity; and 4) mental health problems (e.g., Coker et al., 2000; 

Constantino et al., 2005). Studies have also revealed behavioural and relational difficulties, as 

well as homicide and suicide (Abel, 2000; Pico-Alfonso et al., 2006), and high economic 

costs (e.g., Kulkarni et al., 2012). In Portugal, Lisboa et al. (2005) conducted a survey with 

2300 adult women users of a health public service. The results indicated that women who 
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were victims of IPV, when compared to those who were not, had a higher probability of 

revealing clinical psychological symptoms. Results also highlighted a wide range of 

symptoms, diseases, and injuries in female victims. Sani and Cunha (2011), in another study 

with 60 women aged over 21, revealed that woman’s who were victims of IPV tend to 

experience serious difficulties in effectively playing their parental role. 

As a result of these high rates of prevalence and costs associated with IPV, this 

phenomenon had been a target of social and political attention and there are an increasing 

number of policies, programs, and modalities of interventions for help seeking women (e.g., 

Feder et al., 2011; Kulkarni et al., 2012). Despite of less is known about the usefulness and 

effectiveness of the available interventions, it is critical to assess its effectivity to reduce the 

frequency and/or severity of IPV. (e.g., Feder et al., 2011; Kulkarni et al., 2012). However, 

less is known about the usefulness and effectiveness of the available interventions (e.g., Abel, 

2000; Eckhardt et al., 2013; Gordon, 1996; Kim & Kim, 2001; McBride, 2001; Ramsay et al., 

2005; Santos et al., 2016; Stover et al., 2009). Kulkarni and colleagues (2012) implemented a 

focus group study with 30 victims of IPV who shared their perspectives as service seekers 

and recipients of diverse answers available to deal with IPV. Four thematic categories 

emerged as the more relevant to women: 1) providing empathy; 2) supporting empowerment; 

3) individualizing care; and 4) maintaining ethical boundaries. Additional factors that can 

interfered with the quality of services provided also emerged: inadequate organizational 

resources, staff burnout, lack of training, and poor integration with other community 

resources. 

In Portugal, IPV has been gaining social relevance since the nineties due to several 

factors, as for example, the political initiatives (e.g., National Plans Against Domestic 

Violence since 1999; Base de Dados Jurídica [BDJUR], 1999),  the increase of scientific 

attention on the area, namely on what concerns to its prevalence (e.g., DGPJ, 2017; Lisboa, 
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2008) and its impact on victims (e.g., Lisboa et al., 2003; Sani & Cunha 2011), as well as due 

to the dissemination of information and media attention to this phenomenon. However, IPV is 

still a problematic phenomenon in the country and the answers available to victims are 

mainly crisis and individual interventions offered by community services and support 

agencies (Santos et al., 2016). Even through internationality group therapy is the one of the 

most widely used treatment modality with victims of IPV, in Portugal is a recent practice, and 

little is known about its usefulness, namely from the victim’s perspective. Therefore, the 

present study intends to explore the meanings, impact and helpfulness of a group intervention 

program implement with Portuguese female victims of IPV.  

Group Intervention with Women Victims of IPV and its Helpfulness 

The group intervention with women victims of IPV appeared in the 60’s and 70’s 

mainly due to the feminist movements (e.g., Wilson, 1997).  This type of intervention began 

in shelter houses, as women lived in a community (Tutty & Rothery, 2002; Tutty et al., 

2016). Victims tend to seek for this type of help mainly because group-based interventions 

can provide immediate access to a mutual support system (Liu et al., 2013) and the 

opportunity to share their victimisation experiences with women who had similar life stories 

and learned with them (e.g., Liu et al., 2013; Tutty & Rothery, 2002; Tutty et al., 2016). 

According to some authors, such response is the most used to work with women victims of 

IPV (e.g., Abel, 2000; Gordon, 1996; Tutty et al., 1993). 

Group intervention with women victims of IPV has been conducted with several aims: 

1) to increase self-esteem and self-concept; 2) to plan personal security; 3) to educate towards 

the dynamics of IPV (e.g., cycle of violence); 4) to promote adaptive decision making and 

problems resolution; 5) to raise awareness of gender roles in society; and 6) to train 

assertiveness and to empower women (e.g., Matos & Machado, 2011; Santos et al., 2016). To 

fulfil its aims, group intervention can use different therapeutic approaches, namely the 
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narrative, the cognitive-behavioural, the feminist and/or the psycho-educational (e.g., Matos 

& Machado, 2011; Santos et al., 2016; Tutty et al., 2016). 

Several advantages are attributed to group intervention. The literature reveals that it 

allows breaking the isolation that, usually, victimised women feel (e.g., Iverson et al., 2011; 

Liu et al., 2013; Tutty et al., 2016) and it is also important to validate their feelings and 

experiences (e.g., confusion, fear, despair), give and receive support (e.g., emotional) as well 

as to understand that their problem is not unique and that there are alternative ways to deal 

with the situation (e.g., Iverson et al., 2011; Liu et al., 2013). Additionally, McBride (2001) 

underlines the importance of group therapy as it empowers women and gives them skills to 

make their own decisions and choices. 

The results of group interventions internationally developed highlights the success of 

this type of intervention, mainly in areas such as the improvement of: 1) self-esteem (e.g., 

Cox & Stolberg, 1991; Crespo & Arinero, 2010; Kubany et al., 2004; Tutty et al., 1993; Tutty 

et al., 2016); 2)  healthy attitudes in relation to marriage and family (e.g., McWhirter, 2011; 

Tutty et al., 1993; Ramsay et al., 2005; Schwartz et al., 2004); 3), social support and coping 

(e.g., Constantino et al., 2005; Crespo & Arinero, 2010; Iverson et al., 2011; McWhirter, 

2011; Rinfret-Raynor & Cantin, 1997); and 4) a decrease in victimization, anger, depression 

and stress (e.g., Constantino et al., 2005; Crespo & Arinero, 2010; Iverson et al., 2011; Kim 

& Kim, 2001; Kubany et al., 2004; McBride, 2001; McWhirter, 2011; Ramsay et al., 2005; 

Rinfret-Raynor & Cantin, 1997; Tutty et al., 2016). 

Although some of these studies present limitations (e.g., small samples, exploratory 

nature, lack of group control and/or follow up), some authors, like Abel (2000), argues that 

more studies with larger and more diverse groups of victimized women are needed, overall, 

the results indicate that the intervention group may be recommended for women victims of 

IPV (e.g., Santos et al., 2016). A recent systematic review on intimate partner violence 
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interventions, with 57 articles analysed, from which 18 were group therapy, concluded that 

clinical interventions, specially based on cognitive and cognitive-behavioural therapy, are 

effective in improving women victims’ mental health symptoms (Trabold et al., 2018). 

Despite the growing evidence on group intervention and its effectiveness, there is still 

limited knowledge on the participants’ subjective perspectives of group therapy (e.g., 

Kulkarni et al., 2012; Macy et al., 2012) and this can be an appropriate alternative to evaluate 

group therapy effectiveness.  Macy and colleagues (2012) conducted an exploratory survey 

(with a qualitative design) on an intervention programme with a group of sixteen women 

victims of IPV in the United States. According to this study, participants stated they received 

support from other participants and that support was extremely important as it made them 

become aware that they were not fighting alone against violence. Results have also indicated 

that participants considered the sessions which focused on security planning, instructions 

about the community resources to face violence and get help, information on the cycle of 

violence and the effects of female violence on children, the most useful ones. Most of the 

participants assured they were able to gather relevant information on the effects of violence 

when playing their maternal role. The results also accounted that the participants have shown 

a very positive feeling towards the programme and strong emotional connections with the 

other members and with the facilitators of the groups. However, and according to the authors, 

the exploratory nature of the study did not allow to fully acknowledge the intervention 

efficiency.  

Group therapy with IPV victims in Portugal 

Among the therapeutic models adopted to intervene with victims of IPV (e.g., crisis 

intervention - Matos & Machado, 1999; feminist inspired intervention – Neves & Nogueira, 

2004; individual narrative psychotherapy – Matos & Gonçalves, 2005), the group 

intervention approach (e.g., Machado & Matos, 2001; Matos & Machado, 2011) has begun to 
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gained some recognition with the implementation and dissemination of a group intervention 

program the north of Portugal since 2011 (for more information see Matos & Machado, 2011; 

Santos et al., 2016). The project, granted by a governmental institution devoted to gender 

equality and citizenship, included the development of a manualized group intervention 

program, and it was implemented in three groups. The research design laid on a 

psychological assessment protocol at pre-test (at the beginning of the intervention), post-test 

(after the end of the intervention), and follow-up (three months after the end). The 

intervention took place in Portuguese public institutions in two cities in the north of 

Portugal). The rational was the cognitive-behavioural approach and the feminist model.  A 

closed group of eight to ten women victims of IPV constituted each group. The constitution 

of the groups was based on the following inclusion criteria: being in one violent relationship 

or having ended it 12 months ago and being 18 years old or more. The exclusion criteria were 

(assessed previously with each potential participant) have the diagnosis for: 1) personality 

disorders; 2) severe depression; 3) substance addiction; 4) ideation and suicidal behaviour; 

and 5) had been beneficiary of previous psychotherapeutic intervention. Each group lasted 

two months and counted with two facilitators (female psychologists with a large working 

experience in intervention with IPV victims). The intervention programme (Matos & 

Machado, 2011) comprised eight sessions, which took place weekly and lasted one hour and 

a half. Intervention was free of charge. The groups focused its work on three prominent areas 

of intervention: 1) understanding the abusive dynamics; 2) developing personal and social 

skills; and 3) preventing intimate re-victimisation. As general aims, the groups intended: 1) to 

validate the experiences of victimisation; 2) to empower women; 3) to re-establish the control 

over their lives; 4) to decrease isolation; 5) to change beliefs that legitimate violence; 6) to 

deconstruct traditional gender roles; 7) to promote healthy intimate relationships (e.g., 

assertiveness training); 8) to develop problems’ resolution; and 9) the ability to make 
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adaptive decisions (Matos & Machado, 2011). To achieve these aims, structured strategies, 

and dynamics (e.g., psychoeducation, cognitive restructuration; debate; role-play) were used. 

For the evaluation of the effectiveness of the group intervention program, the authors 

developed a quantitative study based on pre-test, post-test, and follow-up, with the use of 

several measures (e.g., Beck Depression Inventory; The Marital Violence Inventory; The 

Scale of Beliefs about Marital Violence; Rosenberg Self-Esteem Scale; Scale of Social 

Support; Outcome Questionnaire; Ways of Coping Questionnaire - for more information see 

Santos et al., 2016). The results indicated that the group intervention program was effective 

in: 1) diminishing the symptomatology and violent behaviours (both in terms of intensity and 

severity); 2) challenging beliefs which legitimate violence; and 3) in promoting personal and 

social skills such as self-esteem and social support (Santos et al., 2016). The main conclusion 

was that the intervention program seemed to be effective in met the demands and needs of 

these victims and in improving their well-being, as other studies already had stated (e.g., 

Briere & Jordan, 2004; Coker et al., 2002; Constantino et al., 2005; Iverson et al., 2011; 

Lundy & Grossman, 2001). These results were confirmed through follow-up after 3 months, 

suggesting that this group intervention had important effects on female victims (Santos et al., 

2016). 

The Current Study 

Given the relative paucity of published studies on the perspective of women victims 

of IPV on their experience and meanings about participating in group therapy, additional 

research is warranted. It is important to give voice to participants to fully understand their 

perspectives about the group experience, to explore eventual changes that might have happen 

and how they occurred. Matos and colleagues (2012) have been mentioning the importance of 

“giving voice” to women on what concerns the group interventions they were part of, making 

possible to acknowledge “how” women actually put into practice significant changes in their 
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lives and change processes during the group. This knowledge is important to inform 

interventions and services offered to victims because, consequently, they would be able to 

adequate their responses to the women’s needs. Professionals, police makers and researchers 

can learn a lot with this knowledge that is almost inexistent, both at an international and 

national level.  

The current research was developed, after the implementation of a group therapeutic 

program of women victims of IPV in Portugal (Matos & Machado, 2011; Santos et al., 2016), 

to capture the meanings attributed by women to their participation in the intervention group 

and to understand how the therapeutic process evolved. Regarding the nature and the purpose 

of the research, the qualitative research method was chosen. Qualitative research method is 

exploratory and descriptive in nature and was considered as the most suitable to understand 

women’s perspectives about their experience of participating in a group therapy program. 

More than evaluate the effectiveness of the group through psychological measures 

(see Santos et al., 2016), this paper aim is to explore the perspectives of the participants about 

the group therapy, within psychotherapy process research area (cf. Kana & Greene, 2003). 

Moreover, this study intends to fulfil the previously mentioned insufficiencies in the 

literature, departing from the following research questions: 1) what are the participants’ 

perspectives about the helpfulness of the group therapy? 2) what are the perceived advantages 

of their participation in the group? and 3) what is the importance of the group processes and 

dynamics in the creation of those perspectives? This study is the first, in the Portuguese 

context, to explore the meanings of female victims’ participation in a group therapy program. 

Method 

Participants  

All women who enter the group intervention (n = 23) were invited to participate in the 

present study.  However, four women were not available to cooperate for diverse reasons 
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(e.g., transferred to a new and distant shelter, change of residence, geographical obstacles). 

Therefore, the sample of the present study was constituted by 19 women. All women self-

identified as being Caucasian. The age of women ranged from 26 to 52 years (M = 39.6, SD = 

6.8); 36.8% were married or cohabited with a partner and 63.2% were divorced, separated 

from their partners or single. Most of the participants (73.7%) were not in the relationship 

when they entered the group. Most of the participants (84.2%) had one or two children. The 

participants’ educational graduation ranged from primary education (15.8%) to a university 

degree (21.1%). Professionally, some of them had qualified jobs (e.g., teacher) and others 

were non-qualified (e.g., cashier), although 57.9 % of them were unemployed. 

Regarding victimization, the abusive relationships ranged between two to 35 years (M 

= 16.74; SD = 8.39). Most participants (87%) were subjected to prolonged victimization (i.e., 

over 5 years) and only 13% had their victimization ceased sooner (less than 5 years). 

Concerning the types of violence, 63.2% of the participants experienced physical violence 

(e.g., kicking, twisting the neck) combined with psychological violence (e.g., isolation, 

physical control of the victim, financial control, manipulation, insults/humiliation); 15.8% 

were victims of a combination of physical, psychological, and sexual violence and 5.3% 

suffered only sexual violence. Regarding the frequency of violence, 89.5% suffered 

permanent violence, while 10.5% were victims of non-continuous violence.  

Instruments  

Data was collected through a semi-structured interview conducted after each group 

intervention ended, comprised by open-ended questions which aimed to capture participant´s 

personal experiences, thoughts, and feelings regarding the group therapy. In the first part of 

the interview, participants were motivated to share their experience about their participation 

in the group intervention, as well as what were their expectations about it; in the second part, 

women were invited to share the way that the group helped them. Lastly, the interview 
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focused on the changes and effects of their participation in the group (e.g., in themselves, in 

their relationship with others and about their perceptions of the phenomenon itself and the 

victimization experience). 

All interviews were conducted by two independent female psychologists with 

experience in research with women victims of IPV. These psychologists were not involved in 

the groups and did not met the participants prior to the interview moment, in order to 

guarantee the neutrality and impartiality of the data gathering. All interviews took place in 

the same institutions where the groups were implemented, in order to be a place that the 

participants were already familiar with.  

Procedures 

Data collection 

The recruitment of the participants was made after the implementation of the three 

intervention groups. The aim of the study was explained to women and their informed 

consent was requested. Individual interviews were conducted with each woman, in a setting 

that offered security, comfort and the confidentiality of all the information gathered. The 

interviews were conducted one month after each therapeutic group ended, they were audio 

recorded and then transcribed, constituting the corpus of data analysis. Transcriptions were 

spot checked by the first, second and third authors for accuracy against the audiotapes. 

Data analysis 

The interviews’ analysis was made based on a codification process following Bardin 

proposal (2006) of content analysis, using the software Nvivo10. Coding procedures began 

by choosing the unit of analysis, which was the theme. All interviews transcripts were then 

separated by theme (cutting process). Then, by the process of classification and aggregation 

of each unit of analysis, categories were developed. No initial coding grid was used, as an 

inductive process of coding was adopted. The final coding grid includes core categories, 
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subdivided by secondary and more ideographic categories. Themes emerged from the data 

and interpretative work was necessary to identify them. The coding process was developed by 

the first and third authors of the study. 

On what concerns the categorisation process, some guiding principles were followed 

(Machado, 2004): a) inductive – categories were developed from the data gathered; b) 

parsimony - through which the emerging categories, in an initial phase, should be descriptive 

and related to the meanings and language used by participants; c) hierarchy – as we 

proceeded in the codification process, we established relations between the different 

descriptive categories, integrating them in wider and theoretical codes, which we can 

consider to be superior categories, taking into account the hierarchic scale;  d) inclusive 

codification - the same unit analysis may belong to distinct categories. 

Regarding data reliability, different strategies were adopted, including constant 

comparative analysis of the data and a dense description of the meanings found therein, 

further identified in the results section by a detailed presentation and illustration of each 

category with excerpts of the participants’ speech. Additionally, an independent judge 

analysed the gathered data, namely 31% of the texts sample (6 interviews randomly selected). 

An index was computed according to the formula suggested by Vala (1986) to assess judge’s 

reliability, as follows: F = 2 (C1, 2) / C1+ C2, multiplying the number of terms between 

codifiers by two and dividing the result by the total of categorisations performed by each one 

of them: 2 (339) / 448+410 = 0.79.  The reliability index of 0.79 suggests a substantial 

agreement rate and, therefore, it allows us to reinforce the reliability on the results found. 

Results 

Results will be presented by identifying categories or themes most mentioned by the 

participants, followed by interviews excerpts that illustrate them. Overall, the perspectives of 

female victims of IPV about the experience of group therapy can be divided into two 
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domains. On the one hand, participants mentioned a set of advantages or achievements that 

they have developed by attending the group therapy (see Table 1); on the other hand, they 

described the process dimensions of the groups (see Table 2).   

Table 1 

Advantages of the Experience of Group Therapy 

Themes  N 

Advantages 

Increased knowledge 
about domestic 
violence 

Break the notion of “unique” 
Aggressor strategies 
Violence dynamics 
Victim’s identity 
Violence cycle 

15 
8 
8 
6 
6 
 

Coping strategies  
 

Problem solving  
Cope with violence 
Decision making  
Self-esteem  
Increased autonomy 

12 
12 
11 
8 
8 
 

Attitudinal change 
 

Acknowledgement of the aggressors’ 
responsibility  
Less tolerance towards violence  

12 
 

11 
 

Social skills 
 

New friendships  
Improved relationships  
Social support  

10 
5 
6 

Disadvantages Short duration  11 
 

Increase of their knowledge about IPV  

 About this theme, the participants have pinpointed the advantages of the group 

therapy, namely the breaking-up the idea that their situation was unique (n = 15; e.g., 

“We talked about things that typically happened to victims of IPV that I always thought 

that only happened to me and I blamed myself for them”, the naming of the aggressor’s 

strategies (n = 8; e.g., “They [abusive partners] have all attended the same school 

because they all put into practice the same manipulation and strategies”), as well as the 
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acknowledgment of IPV dynamics (n = 8) and of the victim’s identity (n = 6; e.g., “We 

talked about the problem of that woman who wants to go out and whose husband did 

not let her do so. (…) I instantly thought this is my problem; this is my life!”).  

Coping Strategies  

 Regarding this topic, participants also mentioned as an advantage of their 

participation the developed throughout therapy.  Women stated that they have 

developed resources that helped them facing their daily lives, such as the ability to 

solve problems (n = 12; e.g., “Inside a group, we are always sharing, isn’t it? And I 

think that it broadens our horizons, because after that we are able to surpass things. 

We look at things differently and we may even have a big problem, but we try to solve it 

as it was a smaller one”), to cope with violence (n = 12; e.g., “It was one of the last 

sessions; it was really the one. It was really important to me because it was when I 

learn how to defend myself [ourselves], how to deal with a man who shows certain 

levels of aggressiveness and agitation. That was the most important lesson to me, 

because I knew nothing about it and it was very good”), to decision making (n = 11; 

e.g., “Yes, it also implies my self-valorisation, the feeling that I am also a human being 

and I have the right to have my own life. Even though I am in a relationship, and I have 

children and all, I also have the right to have my life”), but also to promote self-esteem 

(n = 8; e.g., “I think my self-esteem is much higher. I can look at the mirror (laughing)! 

It’s funny. I can look at the mirror!”), and the increase of their autonomy (n = 8; e.g., 

“I did not know what to do with that man. Sometimes I think that if it was today, I 

would not do the same. I would not. If today he did that to me, I would turn my back on 

him. I would not wait the years I have waited”).   

Attitudinal Change 
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 Therapy also allowed participants to change their perspective as women victim, 

to acknowledge that the aggressor is the only responsible for his actions (n = 12; e.g. 

“But after we have approached some themes, after we have spoken with the 

psychologists, I suppose we all end up understanding that it was not our blame, but the 

aggressors were the ones to blame.”) and to develop less tolerance towards violence (n 

= 11; e.g. “I did not know what to do with that man. He spat on my face and I washed 

his feet, always concerned about him. Sometimes I think that if it were today, I would 

not do the same. I would not. If today he did that to me, I would not. If he spat on my 

face, I would turn my back on him. I would not wait the years I have waited.”) 

Social Skills  

 Regarding this theme, participants also enlighten that, because of the group 

therapy, they have benefited, such as established new friendships (n = 10; e.g., “I loved 

my peers’ friendliness. We have made good friendships, we played, we laughed, we 

cried...”). Despite not being centred on the post-group developments, the participants’ 

discourse gave continuity to mutual help and maintained the social support (n = 6; e.g., 

“For now, we are going to meet on Sundays, to talk... then we will see. We are thinking 

about visiting each other”). Participants also reported that they have improved their 

relationships with their children and relatives (n = 5; e.g., “Yes, now I can say that I 

feel like I am another woman, happy, with my children. I did not know what that was. I 

knew when I was single. But after I got married, I did not know what it was to be a 

happy person. Now I can say I am happy, fulfilled”).  

Short Duration  

 Despite the previously mentioned advantages, most of the women stated that 

one of the disadvantages of the experience of being in group therapy was too short (n = 

11; e.g., “More time. More time, that’s it. We have already suffered so much. So much. 
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We do not have anyone who supports us, who helps us to move forward. This is very 

good, but eight sessions are not enough”), suggesting an increase in the number of 

sessions for further groups.  

Although other suggestions did not have a preponderant role in the participants’ 

discourses, it is relevant to note that one participant focused the need to adopt activities 

that do not generate dominant negative emotions and suggested that further groups 

could develop more positive activities. Other participant highlighted the need for post-

group guidance and support, making clear the urgency to generalize the gains and to  

plan the future.  

Table 2 

Process Dimensions of Group Therapy Experience 

Themes N 

Process 
dimensions 

Satisfaction with other 
participants 

Experience validation 
Mutual help 
Positive affection 
Strong connection with the group  
 

17 
16 
14 
5 

Achievements   
 

Well-being  
Social and psycho-emotional support  
 

16 
14 

Facilitators’ 
performance 

Expression of positive affection  
Psycho-emotional support  
 

12 
12 

Appropriate 
environment 

Safe environment  
Active listening  
 

8 
8 

Satisfaction towards 
therapeutic activities 

Understand the abusive dynamics  
Development of self-knowledge and 
self-esteem 
Cope with negative emotions 

8 
6 

 
5 

 

Satisfaction with Other Participants  
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Most of the participants stated their satisfaction underlining the sharing and the 

validation of their experience (n = 17; e.g., “And I thought it was very important that we all 

shared our life events, and I was pleased to know new things because I believed that only 

alcoholic men had problems with IPV”). They also stressed mutual help (n = 16; e.g., “But I 

remember when the group focused its attention on her, or on me, or on somebody else, so 

there was a strong mutual help, which was extremely positive (…)”) and positive affectivity 

(n = 14; e.g., “In general, all the people in the group were nice and we understood each 

other, we played, laughed, told jokes. Ninety pleasuring minutes.  It was very good”), 

emphasising a strong connection within the group (n = 5; e.g., “I considered since the 

beginning the follow-up to be good, we shared a lot of personal experiences, there was the 

possibility of creating a certain dependency and then feel the lack of that follow-up”). 

Achievements  

Regarding this theme, the participants also highlighted the benefits obtained. 

Among those, women mentioned the increase of their well-being (n = 16; e.g., “I feel 

that I have the reinforcement of the psychologists and the group and that when we need 

I can get it. I have something to hold on to and I feel a little bit stronger”) and of social 

and psycho-emotional support (n = 14; e.g., “It was a very good experience for me and 

I have improved a lot, psychologically, mentally speaking. I have improved a lot 

because until I started to attend the sessions, I had never conceded that violence was a 

crime and I was not the guilty person”).  

Facilitator’s Performance 

Furthermore, participants (n = 12) have also shown being satisfied with the therapist, 

expressing positive affection. Most women highlighted the characteristics of the facilitators 

(e.g., “thoughtful”, “sympathetic”) and recognized their professional and human abilities. 

According to the participants, the psychologists provided them psycho-emotional support (n 
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= 12; e.g., “I really enjoyed all the psychologists. They were tireless. I loved the way they 

taught, the way they explained things to us. [They] were exceptional. They helped us 

psychologically. They helped us a lot”; “I liked the psychologists very much. Psychologists 

were outstanding. They were hard working, always working together with us, to help us”).  

Appropriate Environment  

The environment of the group, such as the safe setting (n = 8; e.g., “Besides feeling 

respected, people seemed to be so secure there (...) I was so secure and calm there. I felt so 

good!” ) and the active listening (n = 8; e.g., “Everybody wants to be heard, isn’t it? And I 

know that if I tell my story to any person that person will not listen to me in the same way as 

the psychologists did, isn’t it? (…) only a person who has been through such an experience 

can listen to another person and understand”) were also valuable from the participants’ 

perspective. 

Satisfaction Towards Therapeutic Activities 

In general, participants have revealed their satisfaction, once that they promote new 

knowledge and positive experiences. Women identified the most important activities of the 

group as those developed in the second session (n = 8), which addressed topics such as 

understand the various abusive dynamics, namely the cycle of violence and the power wheel 

(e.g., “Perhaps the knowledge of the cycle of violence. It was unknown to me, but now that I 

know it exists, I recognize all it stages: manifestations of aggression begin to increase, then 

there is a gap, then there is the reconciliation, the honeymoon phase, and then the aggression 

phase back´s again; this cycle was important for me to see”). Also important was the sixth 

session, that aimed the development of self-knowledge and self-perception, hetero-

knowledge, and the self-esteem (n = 6; e.g., “It was good for me to see how my colleagues 

saw me. It was good to know what the others think of us. It is important what we see in us but 

knowing that other people also like us is very important”). Additionally, the fourth session, 
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where women learned to cope with negative emotions, particularly through relaxation was 

also emphasized (n = 5; e.g., “One thing I also liked was learning how to relax. When we 

were tense, how to relax”). 

Discussion 

This study aimed to capture the meanings attributed by women to their participation 

in the intervention group and to understand how the therapeutic process evolved. The overall 

findings revealed how the group therapy was important and useful for the participants, mainly 

in two dimensions: 1) the psychosocial gains (e.g., self-esteem, assertiveness, social support, 

and coping); and 2) group therapy processes (e.g., setting, therapeutic strategies), which were 

vital to allowed women to make those improvements in their lives. These results are 

important to inform practitioners and policy makers for the development of more suitable and 

adequate interventions in the IPV field. 

Results indicated that, in terms of psychological gains, women substantiated a wider 

knowledge of IPV and its dynamics, as well as on the cultural stereotypes related to the 

traditional gender roles (e.g., deconstructing myths on violence and on the roles of women 

and men), which may have been crucial to the recognition of their victims’ condition and to 

the development of their change process. Participants also reported that their participation in 

the group have contributed to breaking-up the idea that their situation was unique and 

allowed them to deconstruct their partners’ aggressive behaviours and become less tolerant 

towards violence. Matos and Machado (2011, p. 22) hold the idea that “the denial and/or 

violence minimisation need to be identified, accepted and worked out in a supportive way, 

educating women about abusive dynamics”. Additionally, because of their participation in the 

group women also reported to became more effective to deal with the perpetrator and to 

anticipate some of the violence processes. This information reveals that psycho-educational 
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information about IPV might play an important role to overcome IPV and to prevent re-

victimisation of these women.  

According to the participants, these achievements were only possible due to the 

sharing of abusive experiences among the participants. In the present study, it is possible to 

recognize that after therapy ended women make sense of the group work in ways of sharing 

and validating their experiences and receive information about violent relationships. As the 

literature on the subject suggests (Macy et al., 2012; Webb, 1992), in group therapy women 

were able to understand that their negative experiences (e.g., fear, despair) were shared by 

other women, enabling them to learn from other women’s experiences (Liu et al., 2013). 

Other mentioned advantage of the participation on the group was the development of 

a series of coping strategies that seemed to help women to deal with IPV and its detrimental 

effects. Women reported the development of personal and social skills, mainly on what 

concerns their ability to establish new friendships and increase emotional support.  Some 

published studies (e.g., Rinfret-Raynor & Cantin, 1997; Tutty et al., 1993) refer to the social 

competences that the group enables. It may be the case that the ability to establish new 

relationships and the increase of social abilities created by the group dynamics promoted 

social support, leading to the breaking-up of isolation. In fact, social support has been 

referred as a key variable in the process of recovering from a victimization experience (Liu et 

al., 2013).  

Additionally, participants described improvements in the relationships they establish 

with their relatives. Women narrated that they have acquired resources to establish a better 

relationship with their children, probably due to the increase of psycho-emotional support and 

well-being, granted by the social support offered while inside the group. Some studies (e.g., 

Sani & Cunha, 2011) point out that the role of the victims as mothers is influenced by the 

abusive context. Moreover, victims’ stress often damages the relationship mother-children, as 
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some women are more concerned about their own survival than about their maternal role 

(Sani & Cunha, 2011). Macy and colleagues (2012) also underlined that the learnings related 

to discipline and communication improved women’s maternal skills as well as co-parental 

skills.  

Still on what concerns coping, this study suggests that, after the group therapy, 

women felt more assertive and competent about their ability to make decisions, solve 

problems and deal with IPV. Such results are akin to the aims of the intervention and the 

achievements may be mainly related to the strategies used in the group therapeutic process, 

like debating practical situations and role-playing. These intervention strategies might have 

increased the efficiency of the victims’ skills to the demands imposed by the violent situation. 

Also, the available information about IPV might have given women the ability to deal with 

their partner’s aggressive behaviours in a more efficient way, as well as to use institutional 

resources (e.g., courts, police stations) to solve the problem. In addition, it might be possible 

that the narrated dimensions of decision making and problem solving, highlighted in the 

systematic review of Trabold and colleagues (2018) as key features for successful therapy in 

IPV victims, might be also connected with an increase of the victims’ self-esteem, autonomy 

and self-worth, through an interactive effect. The revitalisation of the participant’s abilities to 

solve problems might have promoted them to become the main characters of their own life, 

restoring their self-worth and resources, thus increasing their self-esteem. These results are in 

harmony with other studies (e.g., McBride, 2001; Rinfret-Raynor & Cantin’s, 1997), who 

highlights the increase of women’s abilities to take their own decisions and make their own 

choices and that group intervention allow women the (re)construction of self-esteem, the 

increase of autonomy, the development of coping strategies and personal growth. 

On what concerns the group processes, positive psychological achievements might 

have been achieved through the appropriate environment, namely a safe setting and an active 
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listening.  Such conditions seemed to have guaranteed the sharing and validation of the 

participants’ experiences, a fact that is commonly referred for women victims to be one of the 

reasons for their seeking help behaviors (e.g., Liu et al., 2013; Tutty et al., 2016). The 

findings of the present study document that probably the group context was an extremely 

different setting from women’s daily abusive situation, which allowed them to create some 

distance and decentre from the problem. In this sense, it seemed that their participation in the 

group enabled the re-establishment of control and the increase of a personal safety level. 

Similarly, the results found for Macy and colleagues (2012) described the group as a positive 

ambience in which all the members were attentively heard, exposed their ideas and expressed 

their emotions. This information is extremely relevant for practitioners in the field and for 

institutions that offer these services once that they can adopt the services to meet the needs of 

the victims. 

Another major element related to the group process was the therapeutic relation 

developed with the facilitator’s positive affection and acknowledging their skills (e.g., 

professional and human). Positive affection may be associated to the facilitators’ 

characteristics, as mentioned by the participants (e.g., “thoughtful”, “sympathetic”), as well 

as with the acknowledgment of the facilitators’ professional skills is related with the 

psychotherapeutic and emotional work (e.g., promoting emotional differentiation, as 

discouragement, guilt, anger; changing unadjusted emotions by defying dysfunctional beliefs; 

teaching how to deal with negative emotions on an adaptive way) developed during the 

sessions, contributing to psycho-emotional support and to the increase of the participants’ 

well-being. Tutty and colleagues (1993) found that facilitators tend to influence the 

participants changing process (e.g., type of guidance and professional skills – psychologists, 

social workers). Therefore, the characteristics and training of professionals are appreciated by 

women and this seemed to be a feature that intervention programs should offer. 
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It is also essential to highlight the fact that some organisational and functional aspects 

of group may also be related to some of the positive results obtained. The groups were 

heterogeneous in its constitution (e.g., women who were in the violent relationships and 

women who were in shelters or were already autonomous), enabling a wider sharing 

experience, mainly on what concerns alternative ways to solve domestic violence problems. 

Machado and Matos (2001) consider that heterogeneity may create complexity, openness to 

experience multiplicity and various possible life courses. Other aspect that could had 

contribute to these positive results is the readiness for change of these participants. Most of 

the participants already ended their violent relationships or others were living in shelters, 

which could have promoted a prompter and substantial readiness for change. According to 

Machado and Matos (2001), if women are still going through abusive relationships, meeting 

other women who have already succeeded in ending such type of relationships may be a 

source of encouragement, information and support and may also stimulate hope towards the 

process. Following this idea, it may be pondered whether there were other factors that 

influenced the results, such as the group high levels of regularity, participation, and assiduity. 

These, on their turn, may relate to the conditions offered by the group (e.g., safe ambience, 

active listening), the relationships established inside it (e.g., with the facilitators and with 

other participants) and the developed activities that are based on new apprenticeships, thus 

creating a larger involvement and interest in the participants. Other structural conditions may 

also have played their role were, for example, the fact that the groups were closed and 

structured. Some authors (e.g., Tutty & Rothery, 2002) assure that this situation increases the 

feeling of safety and predictability and creates a closer contact among the participants and 

with the facilitators. The results seem to be related to treatment group and not to individual 

interventions, since one of the exclusion criteria used in the groups was the fact that women 
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were not receiving previous psychotherapeutic intervention. All these features should be 

taking in consideration when planning future group interventions programs. 

Finally, it is important to reflect that all the results of the present study are consistent 

and complementary, but more than that, go beyond the results obtained in the quantitative 

study that evaluated the effectiveness of this group intervention program (Santos et al., 2016). 

If through the quantitative study (Santos et al., 2016), based on outcome psychological 

measures, it was possible to state that group intervention had a positive impact on participants, 

showing a decrease in clinical symptomatology (e.g., depression) and in violence (e.g., re-

victimization, beliefs toward legitimizing IPV), as well as an increase in social skills (e.g., 

self-esteem and social support), the present qualitative study made possible to capture all the 

meanings and processes experienced for women during the group experience. The qualitative 

study revealed the processes (e.g., active listening, therapeutic relation developed with the 

facilitators, validation, sharing, mutual help, information about IPV, restauration of their self-

worth and activation of (in)formal sources of help and resources from community) and the 

conditions of the groups (e.g., setting, dynamics, and some organisational and functional 

aspects) that allowed women to develop those improvements. 

Conclusion 

This study highlights that the participants involved in group therapy shared an overall 

positive subjective experience about their achievements and processes: women reported a 

sense of an increase of self-resources, such as feelings of self-competence (e.g., ability to 

solve problems and make decisions), personal and social skills (e.g., increase of self-esteem 

and autonomy), and the sense of being empowered to deal with the IPV. Moreover, the group 

also promoted a sense of social support to women. It is equally important to underline that the 

conditions of the group and its facilitator’s qualities were also relevant features for these 

women perspectives of wellbeing. 
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The present work is descriptive and was implemented in the Portuguese context, 

therefore presents some limitations that could be surpassed in forthcoming research. It seems 

important that future qualitative studies could have access to a broader number of 

participants, with heterogeneous profiles (e.g., cultural and ethnic diversity) and from 

different geographical regions. Additionally, future studies could focus on deeply study the 

change process of each participant in each session.  

Nevertheless, these results constitute an opening door for process research on group 

intervention (e.g., the construction of changes by victimised women) and for improving the 

intervention and the performance of the professionals in the area. Studies like this can help 

policy makers and practitioners identify the effectiveness of group-based interventions for 

women victims of IPV.  

Additionally, this study is unique in its descriptive nature of group intervention 

experience of IPV victims in Portugal. It provides information on which features, and 

characteristics of the group were more valuable for women, as it shows that the participation 

in the group was important for the improvement of the general wellbeing of these women. In 

a time where group intervention is still incipient in the country, this information is crucial for 

several entities responsible to prevent and reduce IPV. Moreover, this study give clues for 

what kind of characteristics are needed to effectively help women to overcome the obstacles 

that they met in the process of breaking the cycle of violence. Therefore, this study is relevant 

to policy makers, as it discusses the advantages of making the State responsible for offering 

women this modality of intervention and providing them free as accessible institutions that 

offer this modality. Additionally, to those institutions who already offer intervention in 

groups, this information can also be important to adapt their programs to include the 

characteristics that women highlighted. Furthermore, these findings revealed that 

professionals’ training, profile and characteristics are also relevant for the success of the 
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group. We consider that prevention and intervention policies in IPV will benefit and be more 

effective if they included women’s perspectives and experiences when designing and 

implementing group therapy.  
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Abstract 

The victimization of offenders who use psychoactive substances is an increasingly present 

phenomenon in today’s societies. As such, there is a great need for studies at both the preventive 

and intervention levels. The aim of this systematic review is to gather existing information in the 

area of victimization of offenders, namely of psychoactive substance users. Studies published in 

all languages were searched on three databases: PubMed, Web of Science, and EBSCO. This 

search yielded a total of 342 articles, of which ten were included, after a reading and selection 

process. In addition, one more study was included through a manual search. Overall, it was 

found that victimization is significantly associated with substance abuse. Specifically, the greater 

and more frequently the consumption occurs, the greater the probability of individuals being 

victims, whether or not in a violent manner. 

 Keywords: victimization, offenders, drug addiction, substance abuse, deviant behavior  
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Experiences of Victimization and Psychoactive Substance Use among Offenders: A 

Systematic Review 

The victimization of offenders who use psychoactive substances is a phenomenon that is 

increasingly present in today’s societies and which requires further study at both the preventive 

and intervention levels. Unlike alcohol, which has been extensively studied in the context of 

victimization, illicit drugs have been underrepresented in empirical studies. Thus, there is a great 

need to investigate substance use by both the offender and the victim, with the purpose of 

developing measures capable of reducing the number of victims in these contexts (Nunes & Sani, 

2015).  

Indeed, substance addiction is linked to other problems, such as deviant behavior and 

victimization. The latter has not been explored as expected, since the existing victimization 

surveys do not determine the role that substances play in these occurrences (Nunes & Sani, 

2014). The study of victimization is not very common, and there is an evident exploration of the 

phenomena in separate and distinct ways, although it is known that the investigation of criminal 

phenomena is inseparable from the study of victims (Almeida, 2011). On the one hand, 

psychoactive substance users emerge as individuals who victimize others, and, on the other hand, 

they are often victims of crimes themselves. First, because of the relationship between substance 

use and violence, which in itself contributes to a greater stigmatization of this population. 

Second, because the individual is in a weakened state after substance use, maximizing their 

exposure to victimization. Therefore, substance abusers are in a position of great vulnerability, 

both because of their lifestyle and what it entails (Nunes & Sani, 2015).  

The literature has shown that substance addicted individuals have a risky lifestyle and 

exhibit certain behaviors that contribute to their victimization. It was found that, due to their 
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behavior, mental state and interpersonal style, these individuals can put themselves in vulnerable 

positions that potentiate the occurrence of crime (Nunes & Sani, 2015).  

There are several risk factors associated with deviant behavior and psychoactive 

substance use. For example, certain personality traits or other individual aspects can potentiate a 

set of provocative manifestations that facilitate their own victimization, perpetrated by others 

who have the opportunity provided by the environment in which victims and offenders are 

inserted (Nunes et al., 2017). Other risk factors, such as the family environment, must also be 

taken into account and pertain to factors related to a family history of psychoactive substance 

use, delinquency, exposure to inappropriate educational practices, poor supervision, and neglect 

(Loeber & Farrington, 2000).  

However, the factors above can also increase the individual’s victimization, because they 

do not have the proper supervision, or because they are exposed to inappropriate family behavior 

(Nunes et al., 2017). Furthermore, peer groups and social contexts can also moderate the 

relationship between victimization and aggression, increasing the risk of each other (Almeida, 

2011). In addition, past experiences or influences and individual personality characteristics must 

also be considered (Nunes & Sani, 2013).  

Victimization experiences have an impact on several levels, particularly on the 

individual’s self-efficacy, trust, and social relationships, and may generate feelings of anxiety, 

depression, and anger. Thus, attention cannot only be given to how integration into subcultures 

contributes to increased victimization, since there are other factors to consider (Nunes et al., 

2017). For example, the experience of victimization has a destructuring nature, not only for those 

who experience it directly, but also for those who are indirectly in contact with it. These 

experiences are difficult to prevent and not at all enriching. Rather, they are a debilitating, 
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destabilizing, and demoralizing phenomenon, with effects that can be manifested in the short or 

long term (Almeida, 2011). Overall, victims may feel confused, threatened, intimidated, 

frustrated, outraged and angry, and these states are driven by a sense of insecurity (Aucoin & 

Beauchamp, 2004).  

Psychoactive substance users tends to have a lifestyle marked by exposure to risk, and 

interact in contexts of high conflict, antisocial behavior, and crime (Nunes & Sani, 2015). 

Individuals who commit delinquent acts and who are simultaneously psychoactive substance 

users can end up becoming victims for various reasons, such as those related to their physical 

appearance, behaviors that are often confrontational and offensive, or weaknesses that arise as a 

result of states of intoxication and certain lifestyles. In addition, even after overcoming the state 

of intoxication, they rarely remember the details of the occurrence (Nunes & Sani, 2015). 

According to some authors (e.g., Begle et al., 2011; Chang et al., 2003), the behaviors that occur 

in this type of environment provide greater risk of victimization, especially engaging in conflicts, 

participation in gangs, possession of drugs and weapons, and committing certain acts. The very 

manifestation of the withdrawal syndrome can put the individual in a situation of greater 

exposure to victimization (Nunes & Sani, 2015) and even a rupture with social norms.  

In the study of this phenomenon, it is necessary to take into account certain approaches, 

some of which are classic and refer to the victim-offender relationship, revealing the complexity 

of this phenomenon, where the same individual can alternately play the role of victim and 

offender, a phenomenon of bidirectionality, in which both parties are simultaneously victims and 

offenders, and the behavior of one influences the behavior of the other, which can cause the 

violence to escalate (Slootmaeckers & Migerode, 2018). Within this context, one of the deviant 

figures this can apply to is the drug-crime specialist who, observed through the eyes of the 
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criminal, becomes an easier target to be a potential victim (Nunes et al., 2017).  

Over the last few years, explanatory theories for this phenomenon have emerged. Some 

of the theories focus on self-control, postulating that all behaviors are motivated by the cost-

benefit relationship, since deviant behavior is closely linked to the absence of self-control, and 

refers to a type of behavior that seeks to obtain maximum benefits in a short period of time. 

Thus, self-control is associated with future-oriented global functioning, which includes empathic 

ability, tolerance to frustration, a tendency toward intellectual pursuits, and a clear risk-

avoidance attitude. Therefore, the less these characteristics are present, the less self-control the 

individual will exhibit (Nunes et al., 2017).  

The drug-crime relationship has helped to find different models that seek to explain the 

deviant behavior associated with substance use. Among these models, we highlight the 

economic-compulsive model, the systemic model, and the deterministic models (Nunes & Sani, 

2014). The first pertains to the crime committed by substance-addicted individuals, with the goal 

of obtaining financial means to acquire substances, and end up getting involved in criminal 

practices (MacCoun et al., 2003).  

On the other hand, we can also interpret that the economic situation of psychoactive 

substance users can lead them to submit to realities that put them in a vulnerable position, and 

may be victimized. The second refers to the violence existing in illegal markets, as it is an aspect 

that enhances violent practices by users, who, when frequenting these contexts, are exposed to 

the forms of conflict resolution present in illegal markets. However, since the last century, it has 

been found that psychoactive substance users are not necessarily violent, even when involved in 

an environment where violence exists (Goldstein, 1985). Still regarding this model, among the 

factors that pertain to these violent markets are the young ages of participants who engage in 
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transactions, mostly between the ages of 18 and 22, the high cost of substances and the 

consequences of consumption.  

Lastly, according to deterministic perspectives, we highlight the psychopharmacological 

model that emphasizes the pharmacological effects of substances (Kuhns & Clodfelter, 2009; 

Nunes & Sani, 2014; White & Gorman, 2000). Among these studies on the phenomenon of 

victimization, there are still authors who have related it to the developmental state of substance 

use (Nunes & Sani, 2014).  

It is clear that the various problems associated with substance use add complexity to the 

phenomenon of victimization and require that studies focus on the substance-addicted individual, 

either as an offender or as a victim. It is very important to start evaluating the victimization of 

these populations, always taking into account the role of substances and developing the 

victimization component in programs to assist substance-addicted individuals (Nunes & Silva. 

2014).  

Given the evidence that has been presented, it is urgent to start dealing with the 

experience of victimization of substance users, who can be offenders, but sometimes may also be 

victims of violence and crime. It is also important to consider the role of substances in the 

occurrence of crime, examining their influence on the behavior of the offender and possible 

victim (Nunes & Sani, 2014).  

In conclusion, victimization is part of the lives of many individuals who are in constant 

contact with deviance, namely substance addiction (Nunes & Sani, 2014). However, this proves 

to be a difficult phenomenon to study, since the victim has no interest in seeking help, either 

because they are intoxicated, or because they know their status as a “victim” is confusing, since 

they are a victim, but often also an aggressor. Most victimization surveys do not emphasize the 
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role of substances and do not specify the aspects in which substances may have been important 

for that occurrence (Nunes & Sani, 2014). Substance use is harmful to the physical and 

psychological health of the individual, making it difficult to achieve personal goals and the 

common good in society. Furthermore, crime can emerge as a propeller for substance use and 

exposure to possible victimization.  

Method 

This review included studies on the prevalence of victimization in offenders, namely 

psychoactive substance users, but including the general population, that is, people with some 

type of mental disorder were also included in the study. The victim-offender relationship refers 

to the alternative role between the victim and offender roles in the same individual.  

Search Information 

We searched for studies published in all languages, on three databases: PubMed, Web of 

Science, and EBSCO. This systematic review was developed according to the guidelines of the 

PRISMA protocol for this type of studies (Page et al., 2021). 

Search Strategy 

The search was conducted on three databases using the respective search terms indicated 

for each of the databases. On PubMed, the search term used was: ((offend*[Title/Abstract] OR 

crim*[Title/Abstract]) AND (“victimization”[Title/Abstract] OR “victimization”[Title/Abstract] 

OR bullying[Title/Abstract] OR harrassment[Title/Abstract])) AND (“drug 

abuse”[Title/Abstract] OR “substance abuse”[Title/Abstract] OR “drug 

addiction”[Title/Abstract] OR “substance addiction”[Title/Abstract]); na Web of Science: 

AB=(offend* OR crim*) AND AB=(“victimization” OR “victimization” OR bullying OR 

harrassment) AND AB=(“drug abuse” OR “substance abuse” OR “drug addiction” OR 
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“substance addiction”); on EBSCO: AB ( offend* OR crim* ) AND AB ( “victimization” OR 

“victimization” OR bullying OR harrassment ) AND AB ( “drug abuse” OR “substance abuse” 

OR “drug addiction” OR “substance addiction” ). 

Study Selection Criteria 

The articles were assessed and selected according to established inclusion and exclusion 

criteria, always taking into consideration the objective of the study, which relates to verifying the 

prevalence of victimization in individuals who commit delinquent acts or offenders with 

problems of addiction to psychoactive substances. The inclusion criteria were: (a) empirical 

studies; (b) adults and young adults; (c) substance use and abuse; (d) deviant behavior; (e) 

involvement in criminal activities. To define the ages, we took into account the theory by Jeffrey 

Arnett, which has been useful for the understanding and conceptualization of developmental 

periods, defining young adults as between 18 and 25 years of age, and adults from the age of 25 

onward (Monteiro et al., 2009). Exclusion criteria were: (a) theoretical studies and (b) systematic 

reviews and meta-analyses; and (c) book chapters. 
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Figure 1. Flowchart of the Systematic Review Process 

 

Figure 1 describes the selection process of the studies included in this review. In total, 

342 articles were identified through the databases, which, after the screening process by reading 

the title, abstract and full text, lead to the inclusion of ten articles and one more through manual 

search. Literature reviews and theoretical studies were not included and most of the articles were 

excluded for reasons such as the lack of conceptualization of victimization, and because they did 

not fit the type of studies, age groups, or the type of population that were intended. 

For the study, we selected samples of adults who have suffered some type of 

victimization, involving substance abuse, whether or not they have comorbidities with other 

diseases.  

Results 

Overall, it was found that victimization has a significant association with substance 

Records assessed for eligibility 
(n = 47) 

Records excluded after full text 
reading 
(n = 4) 

Reports assessed for eligibility 
(n =43) 

Reasons for excluding records (n 
= 32): 

Conceptualization of 
victimization  
Type of study 
Age  
Population 

Records included in the review 
(n = 11; 1 from manual search) 

Sc
re

en
in

g 
 

In
cl

ud
ed

 



EXPERIENCES OF VICTIMIZATION AND PSYCHOACTIVE SUBSTANCE  

USE/ABUSE: A SR 

86 

abuse, that is, the greater and more frequent the substance use, the greater the likelihood of 

individuals being victims, whether violently or not. Thus, the likelihood of being victims 

increases, especially when they are part of gangs. In addition, the same happens in individuals 

with comorbidity.  

Among the selected studies, seven focused on victimization, relating it to the trajectory of 

deviant behavior, the relationship with the justice system, involvement in gangs, the type of work 

performed, such as sex workers, as well as with homicide (Crandall et al., 2004; Finn et al., 

2015; Gueta & Chen, 2016; Katz et al., 2011; Nunes & Sani, 2014; Smith, 2017; Turanovic et 

al., 2015). Two other studies linked victimization to illnesses such as schizophrenia and 

psychosis (Chapple et al., 2004; Dolan et al., 2012). Other studies focused on negative childhood 

experiences and adult victimization (Doherty et al., 2018; Esévez & Emler, 2011). It is important 

to mention that all these studies associated victimization with the abuse of psychoactive 

substances.  

One of the studies evaluating the Incidence Rate Ratio (IRR) showed a strong correlation 

between victimization, substance use and self-control by a factor of 1.06. This study showed that 

an increase in the low self-control scale increases the rate of violent victimization, and even 

when self-control is more modest (IRR= 1.05), it influences the probability of suffering 

victimization. This factor is completely in line with theoretical expectations, further conveying 

that other variables such as substance abuse (IRR = 1.18) and violent offense (IRR = 1.72) are 

significant predictors of violence (Turanovic et al., 2015). 

Membership in gangs alone has also been shown to increase the likelihood of violent 

victimization, due to the lifestyle, routine activities and collective responsibilities. Thus, these 

findings support previous research, demonstrating a clear overlap between victim-offender, 
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increasing the risk of victimization, especially when there is substance use within these groups 

(Katz et al., 2011).  

A study that linked victimization and hospital visits with homicide showed that offenders 

tend to be male and younger, compared to victims (i.e., victims, 73.4%; offenders, 86.2%). 

However, this study proved that victims and offenders resorted to health care with the same 

frequency, either for problems associated with substance abuse (victims, 3.2%; offenders, 

10.1%), or for the use of firearms (2.4%, victims; 8.7%, offenders). Similarly, a strong 

association was observed between previous firearm injuries or substance abuse and involvement 

in homicides (Crandall et al., 2004).  

In other studies, on the same variables under analysis, the authors placed greater 

emphasis on women, their drug-crime relationship, and the victim-offender overlap (Gueta & 

Chen, 2016; Finn et al., 2015; Smith, 2017).  

In one of these studies, 48.2% of women chose drug-crime trajectories, because they were 

abused during childhood, on average, at 9 years of age (SD = 5.10), some of whom suffered 

abuse more than once (82.6%). Overall, at age 14 (SD = 5.30) they had used drugs for the first 

time, and at age 23 (SD = 8.10) they were involved in crimes or even serving time in prison for 

drug-related crimes. In these cases, crack was mentioned as the main precursor of problems with 

justice and heroin as the drug they used the most (Smith, 2017).  

In another study with female offenders, the participants chose the drug path due to the 

difficult lives they had and the “narrow options” they had throughout their lives. In this study, it 

was argued that, in order to analyze possible situations of victimization by substance use, life 

history and life situations should be taken into account, thus concluding that substance addiction 

is a factor that makes individuals vulnerable, putting them at risk of being victims of violence 
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and crime (Gueta & Chen, 2016).  

Another study with women linked victimization to their work in the sex industry. Thus, 

women who presented themselves as both victims and offenders and with substance abuse 

problems were more likely to be victims of crime. About 63% (n = 24) of them had already been 

arrested for crimes not exclusive to prostitution and, among these, 17 were arrested more than 

once, with drug-related crime being the most frequent motive. Furthermore, the same women 

who were arrested reported having been victims of blackmail by law enforcement officers, 

admitting that these officers demanded sex in exchange for tolerant treatment (20.8%; n = 5). 

Regarding the victim-offender overlap, most participants (n = 22; 59.9%) belonged to this group 

(Finn et al., 2015).  

Of a total of 962 individuals with psychotic symptoms or disorders, 172 were victims of 

violence in the last 12 months (17.9%). In the data analysis, a significant association was found 

between victimization in the previous year and the predictor variables. For example, those who 

had been arrested in the last 12 months were 2.7 times more likely to be victimized, and people 

with lifetime substance abuse problems were 1.5 times more likely to be victimized, 

corroborating theoretical perspectives (Chapple et al., 2004).  

Another study that focused on substance abuse and victimization in individuals with 

schizophrenia concluded that substance abuse was a major factor. Moderate and high values 

were found, which suggest substance use problems in the sample. In addition, these individuals 

showed scores suggestive of violent crime victimization, that is, substance users had already 

been victims of violent crimes and were more likely to be victims of violent crimes again. 

Regarding the presence of positive and negative symptoms of the disease, no high values were 

found, thus it did not emerge as an important factor in predicting victimization by violent crimes 
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or offenses, compared to substance abuse (Dolan et al., 2012).  

Finally, a study by Doherty et al. (2018) revealed that individuals with lower levels of 

childhood adversity are more likely to experience negative consequences of violent victimization 

than those with greater childhood adversity. About 41% of men and 30% of women used a 

substance between the ages of 32 and 42, including marijuana, cocaine and heroin. Close to 50% 

of men and 41.6% of women experienced victimization in adulthood. It was found that men who 

were victimized at least once, between the ages of 17 and 32, were 60% more likely to use illegal 

substances in middle age than non-victimized men, with women being twice as likely if they 

were victims. The final models reveal a statistically significant interaction between adversity and 

violent victimization. In addition, it was concluded that, if there is substance use after the 

victimization experience, there is a high probability of new victimization (Doherty et al., 2018).  
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Table 1 

Characteristics of the Studies  

 
Study ID Objectives Sample Country 

of origin  
Langu

age 
Instruments Results and main conclusions 

Crandall 
et al. 
(2004) 

Identify factors that may 
precociously signal 

individuals at greater risk 
of future violence. 

Mean ages 27.7; 
(80% men and 20% 
women); Homicide 
victims (n= 124); 

Offenders (n= 138). 

USA English Number and type of visits to 
the Emergency Department.  

- The offenders tended to be male and younger 
compared to the victims. 

- Victims and offenders were similarly reliant on 
health care for situations such as substance abuse 

or problems with firearms. 
- Likelihood of suffering homicide varied by sex, 

number of hospital visits, mental illness, and 
alcohol or drug abuse. 

 
Chapple 
et al. 
(2004) 

Examine victimization 
among people with 

psychosis and describe the 
clinical and demographic 

correlates of this 
victimization. 

Ages between 18 
and 64; n = 962 
individuals with 

psychosis, of which 
172 were victims 

(17.9%). 

Australia English Composite International 
Diagnostic Interview (CIDI)  

Psychosis Screening Test. 

- The rate of victimization in individuals with 
psychotic disorders is higher than that reported for 

the general population. 
- Associated with this risk factor are others such as 

being homeless, incarceration, and mainly 
problems related to substance abuse.  

 
Doherty 
et al. 
(2018) 

To analyze the interaction 
between early childhood 
adversities and violent 
victimization of young 

adults in substance 
use/abuse and violent 

offenses. 

Collection in three 
different moments 
(ages 16, 32 and 

42). Initial sample 
of 1242 individuals, 

then reduced to 
700.   

USA English Interviews and self-report 
measures. 

- Individuals with lower levels of childhood 
adversity are more likely to experience negative 
consequences of violent victimization than those 
with greater childhood adversity (“steel” effect). 
- Men victimized at least once were 60% more 
likely to use substances in middle age than non-
victimized men, with women being twice more 

likely if they had been victims.  
- If there is substance use after the victimization 

experience, there is a high probability of new 
victimization. 

 
Dolan et 
al. (2012) 

Examine the nature of the 
relationship between 

Between 18 and 65 
years of age; n=23 

Australia English Interviews.  
Very Brief Psychosis 

- Drug abuse is an important factor in 
distinguishing between groups.  
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symptoms, substance 
abuse, and violent 

victimization. 

victims of violent 
offense with 

schizophrenia, 
schizophreniform 
or schizoaffective 

disorder. 

Treatment Scale (symptom 
subscales) 

Drug Abuse Screening Test 
(DAST). 

- Scores on substance abuse measures were 
predictors of victimization risk, but with a low 

level of correlation. 

 
Estévez 
& Emler 
(2011) 

 
To analyze three risk 

factors for juvenile crime: 
engaging in antisocial 

behavior; having been a 
victim of crime and 

substance abuse. 

 
N=4980 of the 
British 2005 

Offending Crime 
and Justice Survey 
(OCJS); Age group 
between 10 and 25, 

divided into two 
groups (10-16 and 

17-25). 

 
Spain 

 
English 

   
British 2005 Offending Crime 

and Justice Survey (OCJS) 
used to assess offending, 

antisocial behavior, 
victimization, alcohol and drug 

use.  
 

 
- The substance abuse factor was the only one that 

presented a bidirectional and statistically 
significant relationship with the criminal act. 

- The highest coefficients were found between ages 
17 and 25, where drug use was shown to have a 

direct influence on crime among men. 

Finn et al. 
(2015) 

Identify, from 
victimization reports, the 

demographic and 
behavioral overlap 
between female sex 
workers who present 

themselves in the justice 
system as simultaneously 

victims and offenders. 

38 Women between 
22 and 50 years of 

age  
(Mean of 34.4 

years). 

USA English Semi-structured interviews 
with women who work or have 

worked in the sex industry, 
focusing on personal 
backgrounds such as 

experiences with others in the 
same industry. 

- Existence of significant experiences of offense 
and victimization among female sex workers. 

- When they present themselves simultaneously as 
victims and offenders, they reveal serious problems 

with alcohol and other drugs. 

Gueta & 
Chen 
(2016) 

Examine women’s 
accounts of their paths to 

substance abuse and crime 
to create a holistic 

understanding that links 
victimization and gender. 

11 Israeli inmates 
from the Neve-

Tirza prison.  

Israel English Semi-structured individual 
interview, to understand the 

individual’s path to substance 
abuse and place in the criminal 

world. 

- Women reported having their lives affected by 
freedom of choice, revealing they were not always 

able to choose the circumstances of their lives. 

Katz et al. 
(2011) 

Explore the factors that 
precipitate gang violence. 

Three hypotheses: (1) 
relationship between 
lifestyles and type of 

victimization; (2) violent 
crime and victimization 
and (3) the presence of 

990 Detainees who 
were interviewed 

for part of the 
Arizona Detention 
and Drug Abuse 

program (ADAM). 

USA English Monitoring of drugs and drug 
use, treatment needs and risk 
behaviors among detainees at 

35 sites across the USA. 

- The results question the conclusion that gang 
membership alone increases the likelihood of 
violent victimization due to lifestyle, routine 

activities and collective responsibilities.  
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rival gangs and likelihood 
of victimization. 

Nunes & 
Sani 
(2014) 

Propose an integrative 
approach to understanding 
the victimization of drug 
addicts by proposing the 

use of a victimization 
survey adjusted to the 
specific population. 

Theoretical Models Portugal Portugu
ese 

Questionnaire about Drug 
Addict Victimization. 

- The assessment of victimization in specific 
populations such as this one must take into account 

the role of drugs, integrating them in the 
victimization component, and in the intervention or 

care programs for drug addicts. 

Smith 
(2015) 

Test whether female drug-
abusing offenders have 
child victimization as a 
significant precursor to 
substance abuse and re-

victimization. 

1209 Offending 
women who use 

substances. 

USA English Interviews for information 
about drug use. 

- Approximately 48.2% of women were abused 
during childhood, on average at age 9, and more 

than once. Consequently, they used substances for 
the first time at age 14. 

- By the age of 23, they had already been arrested, 
for the first time, due to substance use and 

involvement. 
Turanovic 
et al. 
(2014) 

Understand the general 
and specific processes that 

lead to victimization 

N=90.000 students/ 
n=20.745 

adolescents.  
Mean age at first 

data collection =15 
years (11 to 19) 

second data 
collection = 22 

years (18 to 26).  

USA English NLSAH - Negative correlation between violent 
victimization and levels of self-control. 

- Self-control as a significant mediator in the 
predisposition for victimization; 

- Association with other risk behaviors, such as 
offense, trafficking and drug use. 

 
Note.  NLSAH: National Longitudinal Study of Adolescent Health Questionnaire. 
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Discussion 

The present systematic literature review aimed to understand the prevalence of 

victimization in individuals who commit delinquent acts, or offenders, and who were 

simultaneously psychoactive substances users. We reviewed studies published on three 

databases, EBSCO, PubMed, and Web of Science, by applying the inclusion and exclusion 

criteria, and a total of 11 studies were included. 

In the association between substance addiction and victimization, it is worth highlighting 

the study of the potential risk that childhood victimization can cause for future involvement in 

substance use behaviors, often in early stages of life (Nunes & Sani, 2014). In fact, among the 

studies analyzed, it is evident that substance addiction is often preceded by victimization 

experiences that contribute and place individuals in vulnerable positions, putting them at risk of 

being victims of violence and crimes. In addition, both situations can mutually contribute to the 

persistence of substance addiction and victimization problems (Nunes & Sani, 2014).  

Moreover, the overlap between victim-offender also contributes to victimization. For 

example, in the study by Crandall et al. (2004), the pattern of hospital visits helped to identify the 

risk of future violence. This pattern was consistent with most empirical studies, which suggest 

that individuals at higher risk of violent crime have a lifestyle that exposes them to violence, 

namely substance use. Furthermore, similar patterns in health care visits among individuals with 

overlapping victim-offender status revealed equal exposure to violence in this population 

(Crandall et al., 2004).  

On the other hand, it is evident that substance abuse with comorbidity further increased 

the likelihood of victimization. It was found that the victimization rate in individuals with 
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psychotic disorders is higher than in the general population, with associated substance abuse 

exponentially increasing this probability (Chapple et al., 2004). 

Self-control was also associated with the risk of victimization, since it is related to 

different lifestyles, predicting violent victimization. In other words, when there are low levels of 

self-control, victimization is more likely to occur, especially when substance abuse is present 

(Turanovic et al., 2015). Therefore, involvement and belonging to gangs further increases the 

probability of victimization, as it is associated with high-risk lifestyles and routine activities 

(Katz et al., 2011). 

Finally, there was evidence that victims and offenders are more likely to share 

demographics and behaviors, as shown by the overlapping victim-offender status (Finn et al., 

2015). 

This systematic review has some limitations. As with most systematic reviews, there is a 

risk of publication bias, since only studies published in identifiable sources were included, 

although no restrictions were made regarding time criteria. However, although victimization is 

concentrated in the beginning of life (childhood or adolescence), these studies fill in a gap on the 

impact of victimization throughout life. Specifically, when a violent victimization experience 

occurs, the likelihood of involvement in drugs increases, also increasing the likelihood of 

repeated adult victimization experiences (Doherty et al., 2018). 

There is a need to develop victimization surveys designed especially for this type of 

population. Moreover, there is a need to assess substance-addicted individuals, including an 

analysis of possible victimization situations they may have experienced, with the aim of 

developing specific interventions to deal with previous victimization experiences. Lastly, there is 
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an urgent need to address the role of drugs in the occurrence of crime, as well as address the role 

of previous victimization experiences, often in early stages, for future involvement in drugs. 
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Abstract 

The main characteristic of masochism is that, in contradiction to the usual behavior in 

presence of pain, masochists pursue pain. The present study aims to present the 

development of the masochism scale (MASO) with a sample of Portuguese 

participants. The questionnaire was administered to 265 participants, 82% female, 

aged between 20 and 67 years (M = 35.4, SD = 12.4). Data analysis follows an 

exploratory and semi confirmatory orientation through robust methods, using the 

Polychoric correlation matrix since the multivariate distributions of ordinal items are 

asymmetric and with excess of kurtosis. Analysis by means of Optimal 

Implementation of Parallel Analysis with a minimum rank of factor analysis which 

minimizes the common variance of residues. The robustness of the test was determined 

from the association of a bootstrap with a sample extrapolation to 5000. The 

dimensionality in the EFA was tested by Parallel Analysis which has been considered 

one of the most robust and accurate techniques for dimensionality testing. The 

extraction of the factors in EFA was done by the RULS (Robust Unweighted Least 

Squares) technique that reduces the residues of matrices and is more robust in non-

normal data. The unidimensionality was confirmed following criteria: UNICO 

(Unidimensional Congruence > 0.95), ECV (Explained Common Variance > 0.80), 

and MIREAL (Mean of Item Residual Absolute Loadings < 0.30). MASO scale 

presents an adequate validity and reliability, allowing its validation for the Portuguese 

population and its high potential for the use in investigation. In summary, it is hoped 

that the development of the Masochism Scale will help initiate a new line of research 

that explores the relationship between personality traits and other important 

psychological processes. 
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The Masochism Scale: A Tool for the Assessment of Masochistic Behavior 

Freud (1995) refers to a sado-masochism, which is a set of sexual practices 

where various scenarios can be played out. There are standard roles such as master and 

slave. The sadist inflicts pain on the masochist, but the nature and degree of this is 

controlled by the masochist. The motive in seeking pain is conscious sexual 

gratification. 

The main characteristic of masochism is that, in contradiction to the usual 

behavior in presence of pain, masochists pursue pain. Pitcher (1970) concludes that 

masochists cannot like pain because pain is unpleasant. The traditional definition of 

pain is rephrased by Dennett (1978). He proposes an intuitive characterization of pain, 

where pain is constituted of two properties: (a) pain experiences are essentially painful, 

awful, abhorrent, so that it is a logical impossibility to have an affectively neutral pain 

experience; (b) a subject’s access to her/his pain experiences is essentially privileged or 

infallible or incorrigible. Van der Kolk (1989) proposed diagnostic criteria, which 

include problems with affect regulation, self-destructive behaviors, addictions, and 

somatization. Therefore, the effects of chronic hyper arousal are described, in which 

victims react to current stimuli and trigger events as if the trauma had returned (Van der 

Kolk, 1989).  It becomes impossible to distinguish between past events and current 

realities. In later work, he emphasizes the use of disassociation, a view shared by Schore 

(2007), who says that attachment trauma triggers not a fight/flight response but the 

psychobiological survival response of pathological dissociation. In behavioral terms, he 

links this to increased attachment behaviors such as clinging on in face of danger. 

Masochism as a phenomenon of deriving pleasure from suffering has interested 

psychoanalysis since Freud’s early struggles to conceptualize it within drive theory 
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(Goldblatt, 2010). Masochism has been used to refer to self-attacking behaviors, self-

critical judgments and self-defeating behaviors, and implies that something about the 

suffering is vitally important (Goldblatt, 2010). 

The ICD-10 Classification of Mental and Behavior Disorders Diagnostic criteria 

for research (World Health Organization, 1992) proposes the following criteria for 

Sadomasochism: (A). The general criteria for disorders of sexual preference (F65) must 

be met1; (B) There is preference for sexual activity, as recipient (masochism) or 

provider (sadism), or both, which involves at least one of the following: (1) pain; (2) 

humiliation; (3) bondage. (C). The sadomasochistic activity is the most important 

source of stimulation or is necessary for sexual gratification. 

Additionally, the American Psychiatric Association (DSM-5; APA, 2013) 

proposes the following criteria for Sexual Masochism: (A). Over a period of at least six 

months, recurrent, intense sexually arousing fantasies, sexual urges, or behaviors 

involving the act of being humiliated, beaten, bound, or otherwise made to suffer. (B). 

The fantasies, sexual urges, or behaviors cause clinically significant distress or 

impairment in social, occupational, or other important areas of functioning. (C). Specify 

if: with Asphyxiophilia (Sexually Aroused by Asphyxiation). Therefore, the aim of the 

current study was to develop and assesses the psychometric properties for the 

Masochism Scale, using a sample of the Portuguese population. To the best of our 

knowledge this is the first scale on masochism in this population. 

 

1F65 Disorders of sexual preference: G1. The individual experiences recurrent intense 

sexual urges and fantasies involving unusual objects of activities. G2. The individual 

either acts on the urges or is markedly distressed by them. G3. The preference has been 

present for at least 6 months. 
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Method 

Participants 

In this study the participants were recruited amongst university students and also 

people attending to cultural and recreational institutions, as a means to cover a wider 

range of age and education, with access to computer and Internet, after the local Ethics 

Committee approved the study. The sample consisting of 265 participants native and 

fluent Portuguese speakers. Age varies from 20 to 67 years (M = 35.4, SD = 12.4) being 

217 (82%) women and 48 (18%) men. Most were single (n = 140; 53%), 27% were 

married (n = 71), 11% were divorced (n = 29), 8% were union of fact (n = 22), and 8% 

were widower (n = 2). The total sample presented a mean of 15.8 (SD = 2.84) years of 

schooling (Table 1). 

 

  Women Men Total 
Gender  217 (82%) 48 (18%) 265 
Age [18-34] years 125 (58%) 26 (54%) 151 
 [35-51] years 60 (28%) 15 (31%) 75 
 [52-68] years 32 (15%) 7 (15%) 39 
Education [1-9] years 4 (2%) 2 (4%) 6 
 [10-12] years 29 (13%) 6 (13%) 35 
 More than 12 

years 
184 (85%) 40 (83%) 224 

Marital status Single 116 (54%) 24 (50%) 140 
 Union fact 17 (8%) 5 (10%) 22 
 Married 62 (29%) 10 (21%) 72 
 Divorced 21 (10%) 8 (17%) 29 
 Widower 1 (1%) 1 (2%) 2 

Table 1. Descriptive Statistics for the Sample 

The sample of the present research follows the person-to-item ratio of 10:1 

(Velicer & Fava, 1998), yet some researchers have criticized these sample size rules of 

thumb, noting the appropriate sample size is dependent on the features of the gathered 

data (Henson & Roberts, 2006). 
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Instrument 

MASO. The MASO scale is made up of 18 items, which evaluated Masochism. 

The items reflect ways of thinking and opinions about people and things. Participants 

were requested to rate the extent to which they agreed or disagreed with the statements 

on a 4-point Likert-type scale: 1 = it’s very true for me, 2 = partly true for me, 3 = partly 

false for me, and 4 = it’s too fake for me. 

Procedure 

Standards for Educational and Psychological Testing (American Educational 

Research Association [AERA], American Psychological Association [APA], & + 

Council on Measurement in Education [NCME], 1999) guided the development of the 

MASO scale described here. The first and the last authors made the development of the 

scale. All were familiar with the MASO scale, their purpose, and the constructs being 

measured (AERA/APA/NCME, 1999). 

Second, a consensus version was reached from the two initial researchers, with 

the assistance of a senior researcher with expertise in forensic psychology. Finally, a 

pilot study with the final version was performed in order to examine the intelligibility of 

the items, instructions, and response scheme for the general population. Eight 

individuals participated in this pilot study (six individuals with low/intermediate 

schooling – four to nine years of education). The debriefing protocol contained 

questions focusing on the ability to understand the instructions, statements, and 

response alternatives. Comments and suggestions of the pilot participants contributed to 

ensure that the final pool of items meet the original requirements, and the 

response/scoring procedures were consistent with the purpose of the scale 

(AERA/APA/NCME, 1999). This version was evaluated by three independent 
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reviewers and all were unanimous regarding the scale’s unidimensionality. 

The protocol to obtain normative data was prepared in Google Docs (2013, 

Google Inc., California, USA) and administered via the Google Questionnaire Online 

Module (2013, Google Inc., California, USA). Participants were invited to fill out the 

online scale through personal and email that were sent to students of various Portuguese 

universities, as well as to members of the SPPPJ. Also computers were made available 

in three social and cultural establishments in which users with lower educational levels 

and/or higher age could fill the scale. All participants completed the MASO scale 

voluntarily and anonymously, with no financial compensation involved. 

Compliance with Ethical Standards 

The study was approved by the by the Ethics Commission from Faculty of 

Medicine of University of Porto, Portugal (PCEDCSS–FMUP 15/2015) and by the 

Portuguese National Commission of Data Protection (9427/2015). 

Researchers ensured that the most stringent ethical criteria will be followed, 

namely: (a) participants were informed about the objectives, instruments, and 

procedures included in the study. The description of the study was intended to clarify to 

the participants that their participation will be free and voluntary, preserving their right 

to refuse or withdraw from participation at any time; (b) anonymity of the evaluations 

of all participants was guaranteed, as well as the written responses of participants; (c) all 

participants will be able to issue informed consent; (d) the procedures for collecting and 

analyzing data are consistent with the objectives of the study and those strictly 

necessary to fulfill these objectives; (e) if a participant decides that wants to have access 

to the results of the study, they was readily available to those who request them; (f) 

regarding the personal data of the participants, a code was assigned to each participant 

for the identification and differentiation of the questionnaires. Researchers adopted 
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adequate and sufficient procedures for proper protection of personal data; (g) all data 

were stored in a database without any information that can identify the participants. The 

security of the collected data was guaranteed, also avoiding any loss and reinforcing 

compliance with the ethical and deontological principles in force. 

Data Analysis 

Data analysis follows an exploratory and semi confirmatory orientation through 

robust methods (Lorenzo-Seva & Ferrando, 2019), using the Polychoric correlation 

matrix since the multivariate distributions of ordinal items are asymmetric and with 

excess of kurtosis (Mardia, 1970; Muthén & Kaplan, 1985). 

Analysis by means of Optimal Implementation of Parallel Analysis (PA) with a 

minimum rank of factor analysis which minimizes the common variance of residues 

(Timmerman & Lorenzo-Seva, 2011). The robustness of the scale was determined from 

the association of a bootstrap with a sample extrapolation to 5000.  

The dimensionality in the EFA was tested by Parallel Analysis which has been 

considered one of the most robust and accurate techniques for dimensionality testing 

(Buja & Eyuboglu, 1992). The extraction of the factors in EFA was done by the RULS 

(Robust Unweighted Least Squares) technique that reduces the residues of matrices 

(Briggs & MacCallum, 2003) and is more robust in non-normal data. 

The unidimensionality was confirmed following criteria: UNICO 

(Unidimensional Congruence > 0.95), ECV (Explained Common Variance > 0.80), and 

MIREAL (Mean of Item Residual Absolute Loadings < 0.30) (Ferrando & Lorenzo-

Seva, 2013; Ten Berge & Socan, 2004). Regarding the quality parameters of the 

instruments, the explanatory variance of the instrument should be around 60%. The cut-

off of the factor loads of 0.30 are recommended when the sample has at least 300 

individuals. The sample of the present research has 250 participants, and the cut-off of 
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factorial loads was 0.35 (Hair et al., 2014). Regarding the communalities (h2), the 

literature (Costello & Osborne, 2005) indicates that should have values above 0.40. The 

maintenance or withdrawal of an item from the model depends on: magnitude of the 

communalities, factor loads, sample size, degree that the item can measure the factor, 

and lack of cross-loading (Gaskin & Happell, 2014). 

The Bartlett test (p < .001) shows a matrix is significantly different from an 

identity matrix, providing the statistical probability that the correlation matrix has 

significant correlations among at least some of variables. At last, the KMO test > .80, 

suggesting the adequacy of the sample. 

In relation to the semi confirmatory adjustment rates, the indices recommended 

by Hu and Bentler (1998) were adopted as following: χ2 Model Chi Square (Assess 

overall fit and the discrepancy between the sample and fitted covariance matrices p > 

.05); GFI (Goodness Fit Index ≥ 0.95); AGFI (Adjusted Goodness Fit Index ≥ 0.90); 

NNFI (Non Normed Fit Index ≥ .95); CFI (Comparative Fit Index ≥ 0.95); RMSEA 

(Root Mean Square Error of Approximation ≤ 0.08); SRMR (Root Mean Square of 

Residuals ≤ 0.08). 

Concerning the reliability of data, it is evaluated by Cronbach’s Alpha. The 

quality and effectiveness of factor score estimates the following recommended values: 

Factor Determinacy Index (FDI) > .90; EAP marginal reliability > .80; Sensitivity ratio 

(SR) > 2; Expected percentage of true differences (EPTD) > 90% (Ferrando & Lorenzo-

Seva, 2018). 

The replicability of the construct and the quality of the factorial solution is 

evaluated by the Generalized G-H Index, which assesses how well the factor is 

represented by the items. The G-H index measures the maximum proportion of the 

factor variance that can be measured by the items and two properties of the factorial 



ASSESSMENT TOOL OF MASOCHISTIC BEHAVIOR 
 

109 

analysis: a) the quality of the items as indicators of the factor; b) the expected 

replicability of the solution between the studies proposed a cut of 0.80 (Hancock & 

Mueller, 2000).  

These procedures for the exploratory and semi confirmatory were performed 

with the FACTOR software (Lorenzo-Seva & Ferrando, 2006, 2013, 2019).  

Results 

Exploratory Analysis of the MASO Scale 

This scale can have a minimum score of 18 and a maximum score of 72. Scores 

ranged from 18 to 72 (M = 62.3, SD = 18.19, 95%CI BCa [60.19, 64.62]) (Table 2).  

Item (number and 
content) 

M (95%CI BCa) SD % Min % Max Skewnes
s 

Kurtosi
s 

1. I take pleasure when 
my partner is 
aggressive with me. 

3.381 (3.20, 
3.56) 

1.272 15.0 74.1 -1.486 0.481 

2. It gives me pleasure 
to provoke my partner 
and make him “lose 
his head”. 

3.348 (3.17, 
3.53) 

1.191 13.4 69.6 -1.344 0.157 

3. It gives me pleasure 
to feel my partner 
angry and then feel 
overwhelmed. 

3.425 (3.24, 
3.61) 

1.232 15.0 76.9 -1.558 0.604 

4. I like it when my 
partner hits me. 

3.494 (3.32, 
3.67) 

1.181 15.0 81.0 -1.780 1.268 

5. Give me more 
enjoyment making 
love with my partner 
after a discussion. 

3.344 (3.17, 
3.52) 

1.133 13.0 66.8 -1.369 0.326 

6. I feel satisfied when 
I see my partner 
enraged. 

3.518 (3.34, 
3.69) 

1.132 14.0 81.8 -1.860 1.566 

7. My partner is 
sexually more 
interesting when 
angry. 

3.429 (3.25, 
3.61) 

1.168 14.6 74.5 -1.613 0.870 

8. When my partner is 
angry let me assault 
him during the sex act. 

3.538 (3.36, 
3.71) 

1.147 15.0 83.8 -1.936 1.774 

9. My partner after 
attacking me tries to 
compensate me in a 
way I do not usually 
do, which gives me 
pleasure. 

3.510 (3.33, 
3.69) 

1.157 14.6 81.8 -1.830 1.441 
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10. Sexual intercourse 
is more enjoyable after 
my partner hits me. 

3.547 (3.37, 
3.72) 

1.147 15.0 84.6 -1.959 1.839 

11. I feel like my 
partner likes to lick my 
tears after seeing me 
cry. 

3.494 (3.31, 
3.67) 

1.205 15.4 81.8 -1.772 1.206 

12. It gives me 
pleasure that my 
partner lick my tears. 

3.538 (3.36, 
3.71) 

1.147 15.0 83.8 -1.936 1.774 

13. When I get angry 
with my partner, he is 
more likely to have 
anal intercourse and 
that gives me pleasure. 

3.538 (3.36, 
3.71) 

1.139 14.6 83.8 -1.926 1.747 

14. When I get mad at 
my partner, he has a 
greater tendency to 
have oral relations and 
that gives me pleasure. 

3.526 (3.35, 
3.70) 

1.132 14.2 82.6 -1.882 1.626 

15. I like to be bitten 
or beaten during sex. 

3.308 (3.13, 
3.48) 

1.168 12.1 66.4 -1.215 -0.110 

16. I like to be insulted 
during sex. 

3.433 (3.26, 
3.61) 

1.169 13.8 75.7 -1.584 0.757 

17. I like my partner to 
push objects into my 
body holes during sex. 

3.429 (3.25, 
3.61) 

1.200 14.6 76.1 -1.580 0.711 

18. I take pleasure 
when my partner hurts 
me. 

3.478 (3.30, 
3.66) 

1.197 15.0 80.2 -1.722 1.081 

Table 2.  Mean Scores (95%CI BCa), Standard Deviation, % Minimum, Maximum and 

Measures of Distribution for the Items of the Portuguese Version of the MASO 

 

Semi Confirmatory Factorial Analysis of the MASO Scale 

The Kaiser–Meyer–Olkin (KMO) index of sampling adequacy was (.966, 

95%CI BCa [.966, .967]) in the whole sample, and the Bartlett’s test of sphericity was 

highly significant (χ2 (153) = 2753.50, p < .001). 

Table 3 described the semi confirmatory factorial solution. All MASO scale 

items revealed adequate commonality. As well as showed adequate factor loadings, 

greater than .40, and one factor explained variance of 82%. 
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Item (number and content) Factor Loadings 
(99%CI BCa) Communalities 

1. I take pleasure when my partner is aggressive with 
me. 

0.910(0.452,0.986) 0.828 

2. It gives me pleasure to provoke my partner and 
make him “lose his head”. 

0.938(0.469,0.970) 0.880 

3. It gives me pleasure to feel my partner angry and 
then feel overwhelmed. 

0.979(0.489,0.996) 0.958 

4. I like it when my partner hits me. 0.999(0.500,1.000) 0.998 
5. Give me more enjoyment making love with my 
partner after a discussion. 

0.856(0.438,0.943) 0.733 

6. I feel satisfied when I see my partner enraged. 0.996(0.498,1.000) 0.992 
7. My partner is sexually more interesting when 
angry. 

0.914(0.476,0.989) 0.835 

8. When my partner is angry let me assault him 
during the sex act. 

0.946(0.501,1.000) 0.895 

9. My partner after attacking me tries to compensate 
me in a way I do not usually do, which gives me 
pleasure. 

0.926(0.485,0.999) 0.857 

10. Sexual intercourse is more enjoyable after my 
partner hits me. 

0.946(0.500,1.000) 0.895 

11. I feel like my partner likes to lick my tears after 
seeing me cry. 

0.935(0.491,1.000) 0.874 

12. It gives me pleasure that my partner lick my tears. 0.942(0.499,1.000) 0.888 
13. When I get angry with my partner, he is more 
likely to have anal intercourse and that gives me 
pleasure. 

0.944(0.499,1.000) 0.890 

14. When I get mad at my partner, he has a greater 
tendency to have oral relations and that gives me 
pleasure. 

0.934(0.490,1.000) 0.872 

15. I like to be bitten or beaten during sex. 0.844(0.428,0.938) 0.713 
16. I like to be insulted during sex. 0.904(0.469,0.983) 0.818 
17. I like my partner to push objects into my body 
holes during sex. 

0.895(0.463,0.977) 0.801 

18. I take pleasure when my partner hurts me. 0.933(0.492,1.000) 0.871 
Table 3. Factorial Solution for the MASO 

The unidimensionality was confirmed by the values of UniCO = (.998, 95%CI 

BCa [.951, .999]), ECV = (.984, 95%CI BCa [.963, .994]), and MIREAL = (.063, 

95%CI BCa [.040, .092]), reaffirming that the items of the instrument are reported in a 

unidimensional form. Factor Determinacy Index (FDI) = .99; Marginal Reliability 

(EAP) = .99, and construct replicability was appropriate in the factor (H1 = .76 [-572, 

8.297]). The psychometric sensitivity of the 18 items of the MASO scale was evaluated 

as with measures descriptive (mean and standard deviation) and shape (asymmetry and 

kurtosis), as presented in Table 2. The distributive properties and the psychometric 
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sensitivity were considered adequate when the absolute value of the asymmetry was less 

than 3 and the kurtosis was less than 7, indicating a normal distribution of the responses 

to the items (Byrne, 2001). 

The correlation of each item with the total scale showed that the minimum 

correlation value is .765, which indicates that each item is a good indicator of the total 

instrument, all being greater than .200 (Streiner & Norman, 2008). 

Adjustment indices for the factorial solution also showed good adjustment 

(Table 4). The MASO scale as well as Factor revealed adequate internal consistency (α 

= .991, 95%CI BCa [.989, .993]. 

 MASO 

Index of Adjustment 

Robust χ2 χ2(135) = 7.188, p = .999 
GFI 1.000 (1.000, 1.000) 

AGFI 1.000 (1.000, 1.000) 
NNFI .997 (.993, 1.000) 
CFI .998 (.995, 1.000) 

RMSEA .000 (.000, .010) 
SRMR .0135(.007, .031) 

Internal Consistency Cronbach’s Alpha .991(.989, .993) 
Table 4. Adjustment of the Factorial Solution and Internal Consistency 

Discussion 

The main objective of this study was to create the Masochism scale (MASO). 

The unidimensionality was confirmed by the values of UniCO, ECV, and MIREAL, 

affirming that the items of the instrument are reported in a unidimensional form. The 

correlation of each item with the total scale showed that the minimum correlation value 

is .765, which indicates that each item is a good indicator of the total instrument, all 

being greater than .200. 

Through the obtained data, it was demonstrated that MASO scale presents an 

adequate validity and fidelity for the evaluation of masochism in the Portuguese 

population, being extremely important in the forensic context. 

The limitations of this study were: reduced number of the sample to be 
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representative of the Portuguese population and not representative in terms of sex, since 

the participants were mostly female. In this sense, it is suggested to carry out a study 

with a sample that is more representative in terms of number and balanced in terms of 

sex and geographical distribution. 

Moreover, other well-known potential biases might have impacted on the 

study’s findings, such as biases stemming from the adoption of a cross-sectional design 

and the reliance of self-report methodology (e.g., social desirability, memory recall 

biases). For this reason, it is advisable that future studies using other designs should be 

carried out (e.g., longitudinal studies) with larger and more representative samples (e.g., 

probability samples). Finally, further psychometric investigation of the MASO scale 

should be conducted among the older Portuguese population to corroborate the present 

findings, alongside validation studies to ascertain the invariance (i.e., configural, metric, 

and scalar) of the MASO scale among different age groups within the Portuguese 

population are recommended. 

In summary, the results of this study suggest that the Masochism Scale is a 

psychometrically sound and theoretically valid measure of masochism. It is hoped that 

the development of the Masochism Scale will help initiate a new line of research that 

explores the relationship between personality traits and other important psychological 

processes. 
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