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Abstract
Background: Sexual misconduct represents a profound breach of professional ethics and a signifi‐
cant threat to practitioner and patient wellbeing. While increasingly acknowledged in healthcare,
its specific manifestations and impacts within dentistry remain inadequately characterized and ad‐
dressed. Methods: This narrative review synthesizes current literature to map the landscape of
sexual misconduct in dental settings. It examines prevalence data across professional roles, iden‐
tifies contributing factors, outlines consequences, and evaluates existing barriers to reporting and
intervention. Results: Evidence indicates that sexual misconduct is a pervasive issue in dentistry,
with dental hygienists and students being at highest risk. Prevalence rates vary widely (5%‐86%), in‐
fluenced by professional hierarchy and gender dynamics. Key facilitators include significant power
imbalances, informal workplace cultures, and profoundly ineffective reporting mechanisms. The
consequences are severe, encompassing psychological trauma, professional disengagement, and
erosion of public trust. A critical gap exists in evidence‐based interventions. Conclusion: The dental
profession requires an urgent, multi‐faceted response to sexual misconduct. This must include the
development of robust, transparent policies; mandatory, scenario‐based training for all staff; the
establishment of trusted, accessible reporting systems; and a foundational cultural shift towards
zero tolerance and accountability. Future research must prioritize qualitative insights, intervention
efficacy, and the underrepresented perspective of patients.
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1 INTRODUCTION

Sexual misconduct in the workplace encompasses a spectrum of unwel‐
come behaviours of a sexual nature, including gender harassment, un‐
wanted sexual attention, and sexual coercion1. In the United Kingdom,
the Equality Act 2010, reinforced by the Worker Protection Act 2023,
legally obligates employers to take reasonable steps to prevent such
conduct, which can create an ”intimidating, hostile, degrading, humiliat‐
ing or offensive environment” 2,3. The healthcare sector is not immune
to these issues. High‐profile reports from within medicine have shed
light on systemic problems of sexism and harassment4,5. However, the
unique environment of dentistry—characterized by close‐proximity pa‐
tient care, often isolated operatories, and distinct hierarchical structures
(e.g., dentist‐therapist, supervisor‐trainee)—creates a specific context
of vulnerability that has been largely overlooked in broader healthcare

discussions 6,7. This narrative review aims to consolidate the emerging
evidence on sexual misconduct within dental settings. It will explore its
prevalence among different professional groups, analyze the underlying
contributing factors, and detail the profound consequences for individu‐
als and the profession. Finally, the reviewwill propose a forward‐looking
framework for prevention, response, and essential future research.

2 THE SCOPE OF THE PROBLEM:
PREVALENCE AND POPULATIONS AT RISK

The true prevalence of sexual misconduct in dentistry is difficult to
ascertain due to significant underreporting, but available data paint a
concerning picture. Studies report a wide range of experiences, with
prevalence rates varying from 5% to 86% depending on the professional
group studied, the specific behaviors measured, and the timeframe
considered. The types of misconduct experienced are varied. Verbal
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F I GUR E 1 Conceptual graphical representation of the fractured professional environment caused by sexual misconduct. Labels: Sexual, Ap‐
pearance, Racial, Political, Intellectual.

F I GUR E 2 Flowchart illustrating the interconnected factors that contribute to and sustain sexual misconduct in dental settings.

harassment is most frequently reported, including sexually sugges‐
tive jokes, comments, or remarks about appearance8,14. Non‐verbal
harassment, such as leering or the display of pornographic material, is
also common 9. Physical harassment ranges from unwanted touching to,
in extreme cases, patients exposing themselves or masturbating during
treatment 8,15. A particularly telling metric is the prevalence of wit‐
nessing misconduct, which studies report at 25‐40%10,16. Alarmingly, a
significant majority of witnesses do not intervene, often due to uncer‐
tainty, fear, or a perceived lack of responsibility, indicating a culture of
silent complicity16.

3 UNDERSTANDING THE ECOSYSTEM:
CONTRIBUTING FACTORS AND PERPETRA‐
TORS

Sexual misconduct does not occur in a vacuum. It is facilitated by
a combination of environmental, cultural, and structural factors. The
profile of perpetrators is consistently gendered. Multiple studies and
analyses of disciplinary tribunals identify that over 90% of perpetra‐
tors are male 17,18. The two most common perpetrator groups are pa‐
tients and colleagues. For students, professors and clinical supervisors
are frequently implicated, highlighting the risk inherent in educational

power dynamics 10,11. The overrepresentation of dentists as perpetra‐
tors, relative to their numbers in the workforce, points to the abuse of
professional authority9,19.

4 THE FALLOUT: CONSEQUENCES OF
SEXUAL MISCONDUCT

The impacts are devastating and multi‐layered. For the Individual Vic‐
tim: The psychological toll is immense, often involving anxiety, depres‐
sion, post‐traumatic stress, and recurrent distressing memories10,20.
Professionally, victims report a loss of enthusiasm for their work, dis‐
engagement from clinical duties, and impaired performance. Some may
even alter their career path or leave the profession entirely8,21. For
the Dental Team: A single incident can poison the workplace environ‐
ment, eroding trust, damaging team morale, and fostering a climate of
fear and suspicion 22. For the Profession: Widespread or publicized mis‐
conduct severely damages the profession’s reputation. Sensationalist
media coverage, while not always representative, can undermine public
confidence and deter people from seeking care or entering the profes‐
sion 23,24. For Patients: Although data from dentistry is scarce, medical
literature confirms that patients who experience sexual misconduct by a
provider suffer profound psychological trauma, violated trust, and may
subsequently avoid necessary healthcare25,26.
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TAB L E 1 Reported Experiences of Sexual Misconduct by Dental Professional Group
Professional Group Key Findings Common Perpetrators
Dental Hygienists Highest reported rates; studies indicate 25% to over 80% have experienced harassment [[REF:8, 9]]. Patients, dentists (employers/senior colleagues).
Dental Students Significant minority affected (5%‐22%); experiences during training can shape professional outlook [[REF:10, 11]]. Patients, clinical instructors, professors, senior students.
Dentists Lower reported rates (7%‐29%), though still substantial; associates may be vulnerable to senior partners [[REF:12, 13]]. Patients, colleagues, practice owners.

5 BARRIERS TO REPORTING AND THE
INTERVENTION VOID

A central challenge in addressing this issue is the profound underre‐
porting of incidents. The barriers are systemic and powerful: Unclear
Pathways: Many dental professionals are unaware of how or to whom
they should report an incident10,27. Distrust in the System: A pervasive
belief that reporting will be ineffective, that complaints will be dis‐
missed, or that the perpetrator will be protected is a major deterrent8,28.
Fear of Retaliation: Victims fear blame, social ostracism, damage to their
professional reputation, or even loss of their job or academic place‐
ment 14,29. Normalization: When inappropriate behaviour is routinely
dismissed as ”just banter” or ”the way they are,” victims may question
their own perception of the event and decide reporting is futile15,30.
Compounding this problem is a critical evidence gap. While numerous
studies document the problem, there is a near‐total absence of research
on evaluated interventions designed to prevent or respond to sexual
misconduct in dentistry31. Recommendations for frameworks like IR‐
DAR (Intervene, Report, Document, Access support, Resolve) exist but
remain largely theoretical and untested in practice32.

6 A FRAMEWORK FOR CHANGE:
RECOMMENDATIONS AND FUTURE
DIRECTIONS

Tackling sexual misconduct demands a concerted, systemic approach.
The following actions are critical: 1. Develop and Enforce Clear Poli‐
cies: Every dental organization must have a comprehensive, dentistry‐
specific policy that explicitly defines sexual misconduct, outlines con‐
fidential and accessible reporting pathways, and details investigative
procedures and disciplinary consequences. A zero‐tolerance stance
must be more than a slogan; it must be operationalized. 2. Implement
Mandatory, Contextual Training: Training for all staff and students can‐
not be a mere checkbox exercise. It must be ongoing, interactive, and
use scenario‐based learning tailored to dental settings. This should in‐
clude: Bystander intervention training to empower colleagues to safely
disrupt inappropriate behaviour; Training for managers and supervisors
on how to receive, investigate, and manage complaints in a trauma‐
informed manner. 3. Cultivate a Culture of Accountability and Support:
Leadership must actively model and enforce a culture of respect. This
involves creating a supportive environment where individuals feel safe
to speak up without fear of reprisal. Promoting psychological safety
is key to breaking the cycle of silence. 4. Prioritize Future Research:
The academic and professional community must shift focus from solely

documenting prevalence to generating evidence for solutions. Key re‐
search priorities include: Qualitative studies to deeply understand the
lived experiences of all affected parties; Intervention studies to de‐
velop and test the efficacy of reporting frameworks, training programs,
and restorative justice models; Exploration of the patient perspective
regarding safety, boundaries, and experiences of misconduct.

7 CONCLUSION

Sexual misconduct is a deeply embedded and corrosive issue within the
dental profession. It thrives in environments of power imbalance, cul‐
tural passivity, and systemic failure. The consequences—ranging from
individual trauma to collective professional damage—are too severe to
ignore. A paradigm shift is urgently required, moving from silent accep‐
tance to proactive accountability. Through the concerted development
of robust policies, effective education, trusted reporting mechanisms,
and a fundamental cultural reckoning, the dental profession can begin
to forge safer, more equitable, and truly professional workplaces for all.
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