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Boundaries
ABSTRACT

The purpose of this study was to identify the
frequency with which registered psychiatric nurses
engaged in specific potential boundary violating
behaviours. These behaviours were divided into four
indices: social involvement, incidental involvement,
financial involvement, and dual roles. Scores were
calculated for each index and a total score for each
respondent. To determine whether or not a relationship
existed between each of the indices and the variables of
age, sex, marital status, professional designation,
advanced specialization in mental health, number of years
in counselling since completing training, client type,
primary clinic setting, residence while working at
primary clinic setting, feelings of isolation, and
numbers of unintentional encounters with current or
former clients.

Questionnaires were distributed to 1236 Registered
Psychiatric Nurses in Manitoba. A return rate of 14.4%
was achieved. Analysis was completed on 165 responses.

In the frequencies of behaviours the results were
skewed toward no opportunity and no clients. No
respondents reported having intercourse with a current
client and only 2 (1.2%) reported having a sexual

relationship with a client after termination of therapy.
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Crosstabulations were conducted for each of the
indices and the total score across the variables of age,
sex, marital status, professional designation, advanced
specialization in mental health, number of years in
counselling since completing training, client type,
primary clinic setting, residence while working at
primary clinic setting, feelings of isolation, and
numbers of unintentional encounters with current or
former clients. It was revealed that the greater number
of unintentional encounters with current or former
clients, the higher the scores on all indices and the
total score.

Using one way ANOVAs significant differences in the
means were demonstrated for the incidental index scores
by age, incidental index scores by years of counselling,
financial index scores by primary clinic setting, and
unintentional encounters by all four indices and the
total score.

This study may suggest some areas for future study
in this area. As well it may provide information useful
in developing guidelines for nurses about boundary

violating behaviours.



Boundaries iv

ACKNOWLEDGEMENTS

No project such as this is created in isolation. It
is with great gratitude that I recognize the assistance
of others in this research project. My thesis advisor,
Dr. Ray Henjum provided me with encouragement and
guidance throughout the process. Dr. Paul Madak provided
me with guidance and support throughout this project and
my entire master's program. Dr. Zana Lutfiyya provided
valuable input as a member of my committee. Mrs. Brenda
Herd provided assistance in defining my topic and helping
me to narrow the multiple interests I held. I would also
like to thank Bruce Tulloch for his statistical
assistance.

The Manitoba Association of Registered Psychiatric
Nurses (RPNAM) provided mailing costs and assistance with
photocopying. A special thank you is extended to Annette
Osted, Executive Director of RPNAM, for her support of
this study. The board of the RPNAM provided assistance by
reviewing my questionnaire and proposal and making
valuable suggestions.

Finally I would like to thank my family and friends
for their support and encouragement. To my friend , Bill
I owe gratitude for his all night computer assistance and
personal support when I no longer had the strength to

carry on. To Denise, Neil, and Peter whose friendship has



Boundaries
meant a great deal to me through difficult times I am
truly thankful. I would like to thank Joanna Bolster for
her support and long discussions of assistance and Dr.
Theresa George for her support and encouragement. To my
mother I owe gratitude for teaching me the value of hard
work. I would like to thank my father and my brother for

always believing in my abilities.

v



Table
Table
Table

Table

Table

Table

Table

Table

Table

Table

Table

Table

Boundaries
List of Tables

1: Frequency and Percentage of Behaviours .

2: Means of Index and Total Scores

3: Range of Index Scores

4: Analysis of Variance for Age Groups and
Incidental Index Scores . .

5: Analysis of Variance for Groups of Numbers of
Years of Counselling and Incidental Index
Scores

6: Analysis of Variance of Groups of Primary
Clinic Setting and Financial Index Scores

7: Analysis of Variance for Groups bf Residence
and Dual Roles Index Scores

8: MAnalysis of Variance of Groups of Numbers of
Unintentional Encounters and Financial Index
Scores

9: Analysis of Variance of Groups of Numbers of
Unintentional Encounters and Incidental Index
Scores

10: Analysis of Variance of Groups of Numbers of

Unintentional Encounters and Dual Roles Index

Scores

11: Analysis of Variance of Groups of Numbers of
Unintentional Encounters and Social Index
Scores

12 Analysis of Variance of Groups of Numbers of

vi

59

61

62

65

66

67

69

70

71

72

73



Boundaries wvii

Unintentional Encounters and Total Scores . 74



Boundaries viii
List of Figures
Figure 1: Age of Respondents . . . . . . . . . . . . 51

Figure 2: Proportion of Client Type . . . . . . . . . 54



Boundaries ix

Table of Contents

ABSTRACT . . . .+ ¢ v v v v ¢ 4 e o e e e o « o . ii

ACKNOWLEDGEMENTS . . . . . « « & v « « o« o o « . iv

List of Tables . . . . . . . . . . . . . . . . . vi

List of Figures . . . . . . . « ¢ v « « « « . viii
CHAPTER

1. INTRODUCTION . . . . . . .+ + v & +v v « o « « . 1

Statement of the Problem . . . . . . . . . . 3
Significance of the Problem . . . . . . . . . 4
Research Question . . . . . . . . . . . . . . 6

Definitions . . . . . . . . . . . . . . 6

2. REVIEW OF THE LITERATURE . . . . . . . . . . . 8

Types of Boundary Violations . . . . . . . . 9
Dual Relationships . . . . . . . . . . 10
Nonsexual Boundary Violations . . . . 11

Boundary Management . . . . . . . . . . . . 11
Codes of Ethics . . . . . . . . . . . 11
Ontario Regulations . . . . . . . . . 14
Brown's Approach . . . . . . . . . . . 15

Potential Boundary Violating Behaviours 17

Gift Giving . . . . . . . . . . . .. 17
Social Invitations . . . . . . . . . . 19
Bartering . . . . . . . . o . . . .. 19
Posttermination Relationships . . . . 20

Financial Involvements . . . . . . . . 20



Boundaries
Dual Professional Relationships
Self Disclosure . . . . . . . .
Sexual Relationships
Other Factors Associated with Boundary
Violations
Community Size . . . . . . . . . .
Characteristics of Helpers .
Client Characteristics
Effects on Clients .
Nursing Literature Pertaining to Boundaries
METHOD
Population . . . . . . . . . .
Research Instruments
Demographic Questionnaire . . .
Therapeutic Practices Survey
Data Collection
Data Analysis
RESULTS
Characteristics of Respondents
Region of Residence .
Gender
Age . . . . o .o 0 e e e e e e e
Marital Status
Professional Designation . . . .
Advanced Specialization

Years of Counselling . . .

21

23

23

26

27

29

30

31

31

35

35

36

37

38

41

44

49

49

49

49

49

50

50

52

52



Boundaries
Client Type
Primary Clinic Setting . . . . . . . .
Professional Isolation
Residence in Relation to Primary
Clinic Setting . . . .
Unintentional Encounters . . . . . .
Therapeutic Practices . . . . . . .
Relationships Among Variables . .
Significance of the Relationship Between
Respondents Characteristics and Therapeutic
Practices Behaviours
5. SUMMARY, CONCLUSIONS, AND RECOMMENDATIONS
Summary
Characteristics of the Sample
Summary of the Findings
Conclusions
Recommendations
References
Appendix A:Introductory Letter and Questionnaire
Appendix B: Reminder Card . . . . . . . . . . .

Appendix C: Crosstabulation Data . . .

xi

52

53

55

55
56
57

62

64

75

75

75

77

81

84

86

94

101

103



Boundaries

CHAPTER I: INTRODUCTION TO THE STUDY

Boundaries are limits that help us to define
acceptable behaviour in relationships (Epstein, 1994).
Boundary violations are difficult to define because what
may be a violation to one client may not necessarily be
so for another client (Brown, 1994). In professional
client relationships boundaries attempt to control for
the existing power imbalance. Therefore, boundary
violations occur when helping professionals use their
power within the therapeutic relationship to address
their own needs, rather than the needs of Ehe client
(Peterson, 1992).

The College of Nurses of Ontario's Statement of
Philosophy of the nurse-client relationship indicates
that "the relationship is therapeutic and based on trust,
respect, intimacy and power" (College of Nurses of
Ontario, 1995, p. Al). Nurses are trusted because the
patient believes that professionals will act in his or
her best interest and within the scope of their duties.
Respect involves treating clients with dignity and within
their own cultural beliefs. The intimacy of the nurse-
patient relationship occurs as a result of the physical
acts necessary in nursing activities, as well as,
intimate conversations that take place in order to better

care for the client.

i
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The nurse has power over the client in four ways.
First, in the health care environment, the nurse has
authority because of a familiarity with the system. As
well, the nurse may control much of the client's
environment. The second mode of power comes from the
nurse having expert knowledge about medical care or the
client's case that the client does not possess. Thirdly,
the nurse has access to privileged information about the
client that would not be available if the nurse-client
relationship did not exist. Finally, the nurse has
influence over the client because of the three previously
indicated forms of power. The result is that the client
is in a vulnerable position of having less power in the
relationship.

Because nurses are predominately female and have
served in a subservient role in the health care system
for many years, most would tend to see themselves as
victims of power relationships rather than perpetrators
(Gallop, 1993). This factor was also suggested by Brown
(1988) in her discussion paper about lesbian feminist
therapists. Perhaps because of this view of themselves as
in a position of minimal power, the nursing research on
the study of boundary violations by nurses has not been

pursued as rigorously as that by other professions.

2
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Statement of the Problem

There has been empirical investigation of
physicians, social workers, and psychologists in the area
of boundary violations, but psychiatric nurses are
consistently left out of the discussions. Most of the
entries in the nursing literature involve case studies
and editorials. Educational preparation tends to involve
discussions of ethics involving consent, withdrawal of
treatment, etc. In the preparation of Registered
Psychiatric Nurses, more focus is devoted to the dynamics
and ethics of the client-nurse relationship than in the
education of registered nurses. Lack of knowledge on the
part of nurses could lead to boundary violations that
unknowingly result in harm to patients. Thus, the purpose
of this study is to identify the frequency with which
psychiatric nurses engage in specific behaviours with
clients that may result in potential boundary violations.
The four types of potential boundary violating behaviours
include dual professional roles, financial involvements
with clients, social involvements with clients, and
incidental involvements with clients. The frequencies of
these four types of behaviours will be crosstabulated
with demographic variables to determine if a relationship

exists between these behaviours and the wvariables.

3
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Significance of the Problem

In the research of other professions, the incidence
of client-therapist sexual relationships has been
estimated at several different levels. Most studies
reported 7% to 10% of mental health professionals
sexually exploit their patients (Simon, 1989). Eighty
percent of these were male therapists and female clients.
Fifteen percent were female therapists and female
clients. Two percent were male therapists abusing ﬁale
clients. The final two percent consisted of female
therapists abusing male clients (Schoener, Milgrom,
Gonsiorek, Luepker, & Conroe, 1989). Even though the
percentages are small, the unnecessary exploitation of
clients by any trusted professional is unacceptable.
Boundary violations are harmful to clients, therapists,
and the professional community regardless of sexual
involvement. It is not the act of sex that creates the
damage, but the breach of trust that results in the
feelings of betrayal for the client. This breach of trust
may occur with or without the act of sex.

Pope (1988) formulated a syndrome called therapist-
client sex syndrome listing ten damaging aspects for
clients. These include the client experiencing
ambivalence in feelings for the therapist, guilt,

emptiness and isolation, sexual confusion, impaired
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ability to trust, identity and role reversal, emotional
lability, suppressed rage, increased suicide risk, and
cognitive dysfunction. Others state that the symptoms are
similar to those experienced by clients who are sexually
abused (Disch, 1989; Lymberis, 1994). The harm done to
the client should not necessarily be measured in terms of
existence or nonexistence of sexual intercourse. The
boundary violations themselves are what causes the injury
(Markowitz, 1992; Gafner, & Trudeau, 1988).

The harm to therapists includes not only
psychological damage to the perpetrator, but also
financial and career losses. Colleagues suffer
conflicting feelings, guilt, embarrassment, loyalty
issues and safety fears as well as increased workload
(Regehr & Glancy, 1995; Zelen, 1985). The professional
community loses the trust of the public in their
abilities when violations become common knowledge.

Nurses may be at risk for boundary violations
because of stresses of single parenting, the need to meet
social and emotional needs at work, irregular hours, poor
education regarding boundaries, and family histories of
codependent behaviour, resulting in difficulties in
relationships (Pennington, Gafner, Schilit, & Bechtel,
1993; Gafner, & Trudeau, 1988; Trudeau, & Gafner, 1988).
Due to recent downsizing, the stress on the job might

increase the risk of boundary violations by nurses.
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Because the awareness of nurses may not be as high
as that of other professionals, who have more closely
examined the area, it is essential that a clear picture
of the behaviour of nurses is developed so that
preventative measures in the form of educational and

employment practice programs might be developed.

Research Question

What is the frequency in which psychiatric nurses
engage in behaviours including incidental, social, and
financial involvements with clients, and/or dual
professional roles that may result in potential boundary
violating situations? How are those behaviours related
to gender, age, marital status, years of experience,
theoretical orientation, client type, area of practice,
feelings of isolation, place of residence, and number of

unintentional encounters with clients?

Definitions

The therapeutic practices survey (Borys, 1988)
operationally defines the potential boundary violating
situations by dividing these behaviours into three
factors through factor analysis. The first of these,

incidental involvements, are defined by behaviours

6
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involving one-time events or special occasions during
which therapeutic boundaries were altered at the
initiation of the client such as accepting a gift or an
invitation to a special occasion. The second,
social/financial involvements, is described by questions
indicating the involvement of the therapist and the
client in extratherapeutic social, financial, or business
activities. For example, inviting a client to a personal
party or buying a service or product from a client. The
final factor, dual professional roles, is defined by
items concerning the therapist engaging in a dual role of
two professional capacities. One example of this may
involve a situation where the therapist is both
counsellor and employer. In this situation information
obtained in one professional role may affect decisions

made in the other professional role.

7
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CHAPTER II: REVIEW OF THE LITERATURE

Personal boundaries are a spatial metaphor that help
us define relationships with other beings and objects in
the world. They define "where one ends and another
begins" and provide a recognition of individuals as
separate with their own thoughts, feelings, and
behaviours (Epstein, 1994; Barnsteiner & Gillis-Donovan,
1990). The management of boundaries assists in the
development of trust in relationships (Epstein, 1994).
Professional relationship boundaries "define the expected
and accepted psychological and social distance between
practitioners and patients. They [boundaries] are derived
from ethical treatise, cultural morality, and
jurisprudence" (Linklater, & MacDougall, 1993, p. 2569).

Boundaries function to control the differences in
power between clients and practitioners (Linklater, &
MacDougall, 1993; Peterson, 1992; Pilette, Berck, &
Achber, 1995). Because human relationships are complex,
it is often difficult to define exactly what behaviour
for which client is a boundary violation (Brown, 1994;
Epstein, 1994). Perhaps this is the reason why the
predominate amount of research in this area has focused
on sexual relationships with clients, as almost all

professionals see this as inappropriate.

8
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Types of Boundary Violations

The literature studying sexual involvement of
professionals and clients indicated that the more serious
violation of sexual exploitation begins with minor
breaches of treatment boundaries. It begins with personal
conversations escalating to nonsexual body contact and
social encounters, and finally sexual encounters
(Strasburger, Jorgemnson, & Sutherland, 1992; Linklater, &
MacDougall, 1993; Simon, 1989; Epstein & Simon 1990;
Epstein, Simon, & Kay, 1992; Pages, Maxim, & Wasch,
1994).

Peterson (1992) stated that:

Boundary violations are acts that breach the core

intent of the professional-client association. They

happen when professionals exploit the relationship
to meet personal needs rather than client needs.

Changing that fundamental principle undoes the

covenant, altering the ethos of care that obliges

professionals to place clients' concerns first. In
fact, all of the boundaries in a professional-client
relationship exist in order to protect this core

understanding (p. 75).

Peterson (1992) described four categories of relationship
violations that have also been described in similar ways
by other authors (Guthiel, & Gabbard, 1993; Linklater, &
MacDougall, 1993). The first type of violation is the
role reversal. In this situation the client's needs are
no longer the focus and the professional's needs are

addressed through the relationship. The second violation

involves keeping a secret from a client, such as not

9
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telling a client he has cancer at the request of the
family. The third type of violation is described as the
double bind. This situation puts the client in a conflict
of interest situation in which they cannot exercise their
right to say no. For example, if the therapist asks the
client for a ride downtown because his or her car is not
working, the client may be concerned about the
implications for the therapeutic relationship if he or
she declines. The fourth type of violation is described
as the indulgence of personal privilege. This may include
using information gained in a therapy session for
personal benefit, or pursuing a sexual relationship with

a client.

Dual Relationships

One type of boundary vioclation is dual
relationships. Using this concept one can identify how
having more than one purpose in a professional client
relationship can result in conflict.

Dual relationships cross the line between the
therapeutic relationship and a second relationship,
undermining the distinctive nature of the
therapeutic relationship, blurring the roles of
practitioner and client, and permitting the abuse of
power...When a professional relationship shifts to a
dual relationship the practitioner's power remains
but is not checked by the rules of professional
conduct or, in some cases, even acknowledged (Kagle,
& Giebelhausen, 1994, p.217).
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Nonsexual Boundary Violations

Borys and Pope (1989) divided nonsexual boundary
violations into three types. The first involved
incidental involvements which are one time events or
special occasions where therapeutic boundaries are
crossed at the initiation of the client such as attending
the wedding of a client. The second type is
social/financial involvements. This includes therapist
and client contact in social, financial, or business
activities occurring on a regular basis. The third type
is dual professional roles. This involves the therapist
entering into dual roles with a client such as therapist
and employer, or therapist and teacher. The items
developed in the Borys and Pope study will be used in the

present study.

Boundary Management

Codes of Ethics

Codes of ethics assist in boundary maintenance and
define standards to safeguard patients by setting limits
on the power of professionals (Peterson, 1992). The
American Psychological Association prohibits dual
relationships with clients especially those of a sexual

nature. The time frames suggested for this moratorium on
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contact have ranged from one year to life, dependent upon
the nature and length of the therapy and whether or not
countertransference and transference were resolved. In
some U.S. states it has become a felony to engage in a
relationship with a current or former client dependent
upon the above criteria (Schoener, Milgrom, Gonsiorek,
Luepker, & Conroe, 1989; Vasquez, 1991; Rinella &
Gertsein, 1994). In Canada no such legislation currently
exists. The American Association of Marriage and Family
Counsellors also prohibits dual relationships with
clients, supervisors, employees and students (Ryder &
Hepworth, 1990). The Canadian Guidance and Counselling
Association stated that dual relationships are only
acceptable when no other alternative is available
(Schulz, 1989). The Canadian Association of Social
Workers (1994) clearly outlines the prohibition of
sexual, financial, or exploitive relationships with
clients of any kind. The College of Physicians and
Surgeons of Manitoba has a guideline addressing
doctor/patient sexual relationships. This guideline
indicated that sexual relationships are inappropriate
under any circumstances. It also indicated that if a
previous social relationship exists, the physician will
provide only minor emergency care and for no charge
(College of Physicians and Surgeons of Manitoba).

In the nursing profession neither the American
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Nurses Association nor the Canadian Nurses Association
(CNA) directly address the issue of dual relationships in
their codes of ethics (Canadian Nurses Association,1991;
Pennington, Gaffer, Schilit, & Bechtel, 1993). The CNA
code of ethics implies no sexual contact between
professionals and clients through the value of no harm.
The Manitoba Association of Registered Nurses (MARN)
definition of professional misconduct outlines two areas
that may apply to boundaries or dual relationships. These
include 1) abuse of a client or health team member
verbally, physically, or sexually; and 2) inappropriately
using the nurse's professional status for bersonal gain
(MARN, 1994). As these definitions are not part of the
code of ethics or the nursing care standards, it is
possible that many nurses have never seen them.
Currently, the MARN is developing a position paper on
boundary issues (personal communication with Irene Crowe,
Nursing consultant MARN, January 1996). Perhaps this
study will contribute to the development of professional
guidelines for nurses.

The Registered Psychiatric Nurses Association of
Manitoba (RPNAM) developed a position statement on sexual
exploitation and abuse by mental health service providers
in 1992. It sets the limit for engaging in a sexual or
romantic relationship with a previous client at two years

after cessation of services (RPNAM, 1992). No other
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policy statements around dual relationships exist.

As evidenced by the above codes of ethics, nursing
has chosen to imply the impropriety of boundary
violations, at least in certain contexts. While this may
appear to be vague and possibly misleading, it still is
adequate in a court of law (Regan Report on Nursing Law,

1991).

Ontario Requlations

The College of Nurses of Ontario, in response to
provincial legislation amending the Regulated Health
Professionals Act, have developed a Statement of
Philosophy of the Nurse-Client Relationship as well as
detailed expectations of professional behaviours
outlining very specific boundaries of professional
relationships. These include self disclosure, accepting
gifts, use of restraints, interpersonal relationships,
and romantic/sexual relationships.

Each Ontario regulated health profession was
required to develop a patient relations program including
measures for preventing or dealing with professional
misconduct of a sexual nature (Gallop, 1993). This act
also requires that "any health professional, who has
reasonable grounds to believe that a client has been

sexually abused by another health professional, to report
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this to the college of the alleged abuser" (College of
Nurses of Ontario, 1995, p. L11l). Reasonable grounds
include information from a reliable source or reports
from a patient. It is not necessary to investigate
whether allegations are true, although rumour and gossip
would not be considered reasonable sources (College of
Nurses of Ontario, 1995). Mandatory reporting does not
occur in all provinces or states and in fact occurs

seldom in legislation.

Brown's Approach

Brown (1994) stated that hard and fast concrete
rules in the area of boundary violations do not reflect
the every day practice needs of feminist therapists and
their clients. She identified three myths associated with
boundaries. The first is that there is one single
approach to the function of boundaries in the therapeutic
relationship. This approach is that boundaries function
as a set of concrete rules to govern the professional-
client relationship. She stated that, in reality,
boundaries are as variable as the race, class, culture,
setting, and human beings in therapeutic relationships
and therefore concrete rules cannot be applied. Second is
the myth that we will know a boundary violation when we

see one. This may be true for highly abusive behaviours,
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but other boundary violations may be more subtle and
associated with a specific client or the interpretation
of the individuals involved. The final myth indicated by
Brown (1994) is that it is possible to never violate
boundaries if you follow the concrete rules. She
responded to this by stating that, because boundaries are
defined the experience of each individual client, a
therapist may cross a boundary unintentionally. Brown is
careful to indicate that although the client is the
authority on whether or not their boundaries have been
violated, the ultimate responsibility for boundary
maintenance belongs to the therapist, as many clients may
be vulnerable and unsure of their boundaries.

Brown (1994) proposed that a more feasible method of
boundary management is to understand the characteristics
of boundaries. Three characteristics are identified which
define boundary violations and are present in most
situations in which a client has felt a boundary has been
violated. The first characteristic is that the client
becomes'an object to satisfy the needs of the therapist.
For example, if the therapist spends extra time with a
client in a social situation, this meets the therapists
needs for companionship. Second is that the wviolation
may be an acting out or gratification of the therapist's
impulse, such as hugging a client spontaneously. The

third characteristic of boundary violations is that the
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needs of the therapist become the focus rather than the
needs of the client. In this situation, the personal
difficulties of the therapist may be discussed rather
than those of the client. Because this method of boundary
identification has no concrete rules, the therapist is
required to analyze situations as they arise. This may
result in a set of personal guidelines that can then

become useful to the therapist.

Potential Boundary Violating Behaviours

The literature contains identified areas of

potential concern in therapeutic relationships. The

following section will attempt to clarify some of the

literature in this area.

Gift Giving

Small gifts (under ten dollars) may not cause harm
and in some cases may even be beneficial for clients,
especially when given at termination of therapy. Gifts
received frequently in a long term therapeutic
relationship should be discussed in order to identify the
client's purpose in giving (Epstein, 1994; Simon, 1992).

Epstein (1994) stated that large gifts (worth fifty

dollars) should be refused, but, therapy should address
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why the client feels a need to give such a large gift. A
large gift may be a clients means of purchasing,
controlling or manipulating the therapist, all of which
could be detrimental to treatment.

Morse (1989) studied gift giving in the patient-
nurse relationship. Through unstructured interviews Morse
found gift giving in the hospital was common and followed
a specific pattern. Gifts were most often given for
specific occasions or at the end of treatment. Nurses
reported that they were comfortable accepting gifts of
five dollars, but the greater the value of the gift the
more discomfort was expressed at accepting it. Whether or
not the gift was to be shared with other nurses was
deemed to be a function of the nature of the gift, and
the circumstances under which it was given.

Timing of the presentation of the gift was a factor
in whether or not the nurse accepted it. Gifts given too
early in treatment were seen as bribes.

The final factor considered was whether or not a
hidden agenda existed for the acceptance of the gift.
Invitations to dinner by male clients after release and
personal gift items such as perfume and intimate apparel
were usually refused.

Epstein (1994) stated that "just as the patient
feels obligated to the nurse for the care received, so

does the reciprocal gift carry the possibility of
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deflecting impartiality." Morse (1989) summarized by
stating that the giving of a gift may be an attempt to
balance out the relationship as the patient does not
directly pay the nurse for their service. This may be
applicable especially, in a country with socialized
medicine. Based on these two conflicting points, it is
important that the giving and receiving of gifts be
carefully examined to identify the purpose of such a

gesture.

Social Invitations

Acceptance of social invitations by the therapist
can blur the boundaries between personal and social
roles. Often social invitations should be refused
(Epstein, 1994). Social contact between patient and
therapist is often the beginning of further boundary
violating behaviours that may end in a sexual

relationship (Simon, 1989).

Bartering

Epstein (1994) indicated that the use of barter in
therapy is difficult because goods do not have a
standardized value. Barter may result in one of the

parties feeling exploited. Exchange of therapy for
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services, may occur with an increasingly personal
involvement of client and therapist. As noted in the
previous section this may be the first phase of the

"slippery slope" (Simon, 1989).

Posttermination Relationships

Developing a relationship with a client after
termination of therapy can be difficult. It requires
knowing that therapy was not terminated early to develop
the relationship, and that transference issues have been
resolved (Schoener et al, 1989). If a therapist and
client develop a posttermination relationship, the client
can no longer return for therapy should a future need
arise. If a hospital nurse develops a relationship with a
client, the client may feel unable to return to the
facility for assistance. This is harmful to clients
because one of their resources is no longer accessible to

them.

Financial Involvements

This may include purchasing from or selling a
product to a client, borrowing money from a client,
hiring a client to perform a service or using "insider™"

information for financial gain. A client may find it
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difficult to refuse the therapist because of a fear that
it will affect the therapeutic relationship or because of
a desire to please the therapist. Also therapists may
feel uncomfortable in recalling the former client to
repeat the service if it is not done to satisfaction

(Epstein, 1994; Simon, 1989; Peterson, 1992).

Dual Professional Relationships

As previously defined, a dual professional
relationship exists when more than one professional
relationship is present between the therapist and client.
The harm in this type of relationship is that the power
of the therapist extends into the other professional
relationship or the objectives of the second relationship
are not compatible with doing therapy. The client may not
feel that honest self disclosure is possible because of a
fear of repercussions in the other relationship.

Gartrell, Herman, Olarte, Localio, and Feldstein
(1988) conducted a national survey of psychiatric
residents to identify the incidence of sexual involvement
between residents and their educators or patients. Out of
548 respondents 4.9% indicated that they had been
sexually involved with psychiatric educators. The
majority of the respondents felt that a sexual

relationship between a resident and an educator was
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inappropriate and harmful to the working relationship.
Most respondents did feel, however, that if a working
relationship did not exist, sexual contact could be
appropriate.

Borys and Pope (1989) studied dual relationships in
psychologists, psychiatrists, and social workers. Eight
hundred male and eight hundred female respondents from
each profession were sent a questionnaire to assess
behaviours and beliefs regarding dual relationships and
incidental involvements. One half of respondents were
sent a practices survey to indicate behaviours. The other
half were sent a similar form assessing beliefs.
Demographic variables assessed included gender,
profession, age, experience, region of residence, marital
status, theoretical orientation, practice setting, and
client population.

The response rate was 49%. Results indicated that
there were no significant differences among the
professions in terms of sexual intimacies with clients,
before or after termination, nonsexual dual professional
roles, social involvements, or financial involvements
with patients. The gender differences that have been
found to exist in sexualized dual relationships also
exist in nonsexual dual relationships. Male therapists
engage more frequently in nonsexual dual relationships

with female clients than with male clients. This was
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consistent across the three professions.

Self-Disclosure

Disclosure of personal information is strongly
discouraged in psychoanalytic views, while the
appropriate use of self disclosure is encouraged in
humanistic views. Brown (1994) stated that it is not the
self-disclosure that is a problem, but the purpose for
which the information is being shared. If the purpose is
to provide useful information in the context of therapy,
no boundary is violated, but, if the purpose is to
address the needs of the therapist, then it is
inappropriate. Smith-Ramsdell and Ramsdell (1993) found
that clients reported therapist self-disclosure to be

beneficial in therapy.

Sexual Relationships

The majority of the research in this area focuses on
sexual boundary violations. Medical doctors' sexual
relationships with clients (White, Coverdale, & Thomson,
1994), mental health professionals in Rhode Island and
sexual involvement with clients as reported by subsequent
therapists (Parsons, & Wincze, 1995), psychiatrists

(Gartrell,et al,1986; Epstein, Simon, & Kay, 1992),
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physicians attitudes about erotic and nonerotic contact
with patients (Kardner, Fuller, & Mensh, 1973), female
physicians erotic and nonerotic physical involvement with
patients (Perry, 1976), and psychiatric residents sexual
contact with educators and patients (Gartrell et al.,
1986) have been studied in diverse ways. These studies
have used differing methods of evaluation making
comparisons between them difficult. Incidence rates for
sexual encounters between professionals and clients have
been estimated to be 7.1% of male and 3.1% of female
psychiatrists (Gartrell et al, 1986); and 5 to 7.2% of
physicians (Kardner, Marielle, & Fuller, 1973). Female
physicians were found to believe more in nonerotic
touching, but fewer believed or engaged in erotic
touching than their male counterparts, and none reported
sexual intercourse with patients (Perry, 1976).

Parsons and Wincze (1995) surveyed therapists to
identify how many were treating patients abused by
previous therapists. Twenty six percent reported treating
at least one client with a previous sexual relationship
with a therapist. During the three year period studied,
37 incidents were reported, but, only one of these was
reported to authorities. One hundred and twenty nonsexual
boundary violations that were reported in this study
included: planned social encounters; altered insurance

claims; using drugs with clients; providing therapy to



Boundaries 25
employees; borrowing money from clients; and using a
client's vacation home.

The Women and Mental Health Committee of The
Canadian Mental Health Association (CMHA), Manitoba
Division (1993) commissioned a study on the incidence of
sexual abuse of women by mental health service providers.
Although all types of mental health service providers
were included, they were not specified in the study.
Respondents included 111 women and four men. One hundred
and twenty nine incidents of abuse were noted, as thirty
one respondents reported being abused by more than one
therapist. The types of abuse ranged from inappropriate
sexual conversations to rape. Of the 24 women who
reported the incident to authorities, only four indicated
a satisfactory outcome. The difficulty with this study
was that the questionnaires were distributed from the
offices of mental health service providers and,
therefore, no guarantee of clients receiving the
questionnaires was possible.

In the nursing literature only two studies have been
documented regarding sexual involvement of nurses and
clients. The first study was completed by Nursing '74
journal (1974). A questionnaire was placed in the journal
and those receiving the journal were encouraged to
respond. Three questions related to sexual activity with

clients. One of the difficulties with this survey is
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that a self selecting population is being drawn from an
already self-selected population, i.e., those nurses

subscribing to the journal. This makes it difficult to

draw any conclusions about any specific group of nurses.

A clear description of the questionnaire and methods of
analysis were not revealed making evaluation of the
research by the reader difficult.

The second study by Munsat and Riordan (1990),
attempted to assess the incidence of staff-patient
sexual. The return rate was 57% . A total of 139

suspicions, 384 allegations, and 106 occurrences were

noted. No significant relationship was noted between the

number of suspicions, allegations, or occurrences and

hospital size, ownership, or the presence of staff

education. The limitation of this study is that data was

collected from only one person at each hospital for all

professions. Other variables such as staffing levels and

specifics about the profession of the suspected

individual may be useful in future analyses.

Other Factors Associated With Boundary Violations

26

The research has shown that other factors may affect

the potential for boundary violations to occur. In this

section the writer will discuss the effects of community

size, as well as client and helper characteristics on
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boundary violations. A brief discussion of the effects of

boundary violations on clients is also present.

Community Size

Living in small rural community increases the number
of social contacts between helpers and their clients.
"All socioeconomic levels and professions attend the same
schools, churches, parent-teacher meetings and social
functions" (Sigsby, 1994, p. 534). Often dual social and
professional relationships develop out of necessity.
Being the "only one" to provide a service may require
that services be provided to individuals with whom the
helper already has another relationship.

Practising therapy in a small community may lead to
several potential areas of conflict for the professional,
the therapeutic relationship, and the families of both
the therapist and the client (Soreff & Hymoff, 1976). For
therapists to continue training and development within
their own community may expose them to fears of
disclosing personal information to others which may
result in loss of status. If a helping professional
requires psychiatric treatment in hospital the
possibility of being exposed to other colleagues and
clients is almost certain.

In terms of the effects on the therapeutic
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relationship, both the client and the therapist have
extensive knowledge of each other. This can affect
anonymity of the therapist and problems in dealing with
transference (Soreff & Hymoff, 1976). Role conflicts can
occur as a result of dual professional roles. The
knowledge or power of the therapist may affect behaviour
with the client in another role.

For families of therapists or clients, difficulties
can occur in dual relationships or potential problems of
confidentiality. Treatment of a therapist's family member
can change the role between the therapist and those
treating their family from that of colleague to client.
Social relationships may be difficult when a client has a
social relationship with a therapist's family member.
Personal information about the therapist may be revealed
unknowingly by the family member to the client. If the
therapist tells the family that their friend is a client,
confidentiality is breached.

Soreff and Hymoff (1976) believe that benefits of
these factors may be that the client and therapist are
able to view each other as "more human, more an
individual, as a multidimensional, healthy person" (p.
664). The fact that these difficulties exist does not
mean that practising in a small community is impossible,
just that the therapist must be aware and develop a means

of minimizing potential harm.
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Characteristics of Helpers

Brodsky (1986) identified the profile of the
psychologist most likely to violate boundaries,
especially sexual ones. This fictitious individual would
be a middle aged male involved in unsatisfactory
relationships in his own life. His caseload is primarily
female and the clients he becomes involved with are
usually 16 years younger. He confides in this client
about his personal life and implies he needs her. He is
professionally isolated, has a good reputation, and sees
clients through referral only. Brodsky (1986) described
four types of individuals whose cases come to light
regarding sexual relationships with clients. The first is
the young therapist who believes he or she is in love
with the client. Second are those therapists with
personality or other mental disorders. The third is the
charismatic professor who charms the unsuspecting
student. Finally, there are those who are falsely accused
by their clients.

By contrast, the Canada Health Monitor Survey (CNO,
1995) states that the nurse most likely to abuse the
patient is a full-time employee, working a day or evening
shift, practising for 10 years or less, overworked, tired
or stressed due to working conditions and coping with

personal problems. The setting is most often a general or
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psychiatric hospital or, to a lesser extent, a nursing
home. The difference between these presentations of the
perpetrator, include the professional background of the
perpetrator, the predominant gender in the profession
and, as well the types of abuse that have been documented
differ significantly (see p. 28 for a discussion of the

Canada Health Monitor Survey).

Client Characteristics

The clients abused by psychologists and
psychiatrists tend to be female and approximately 16
years younger than the therapist. Schoener et al (1989)
stated that of the 2000 clients they have seen who were
sexually involved with their therapist, no other
consistent characteristics can be identified.

In contrast the Canada Health Monitor Survey (CNO,
1995) found the victims of nurse abuse to generally be a
"woman of 65 years or greater, disoriented and/or
medicated, in poor but stable condition requiring ongoing
treatment, receiving personal care, known to the nurse,
and perceived as uncooperative by the nursing staff" (p.
Al4). Again, these differences may be related to the

differences in types of abuse described.
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Effects on Ciients

As previously noted, Pope defined the therapist-
client sex syndrome. The reader is referred to the
significance of the problem for a review of the effects
of boundary violations on clients.

Smith-Ramsdell and Ramsdell (1993) surveyed 67
former clients of a counselling centre. The former
clients were asked to determine whether or not each of 21
behaviours had been beneficial in therapy. Behaviours
such as addressing the counsellor by first name, and
counsellor sharing personal information were found to be
beneficial, while sexual activity, dating, going out
socially, and being held or kissed by the therapist were

rated as detrimental.

Nursing Literature Pertaining to Boundaries

Case studies of boundary violations, as well as
editorial discussions on the topic, assist in describing
situations to increase the awareness of professionals. As
well, they serve a purpose of identifying patterns in
client experiences for further study. Case studies in the
literature include difficulties encountered by nurses who
try to report abuse of patients (Hicks, 1991); sexual

relationships with hospital inpatients (Heywood-Jones,
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1990); the murder of a nurse and her grandchildren after
the nurse married a psychiatric client (Trudeau & Gaffer,
1988); and a description of a boundary awareness program
(Gaffer & Trudeau, 1988).

Menninger (1991) implemented a risk management plan
for reporting substandard care at the Menninger Clinic.
Twenty four cases of substandard care were reported in 33
months. Twelve of these involved boundary violations by
staff toward patients. Seven of the 12 were considered
sexual and five were considered nonsexual. Of these seven
sexual incidents, four involved male staff and female
patients, and three were female staff and male patients.
In only three incidents did a direct treatment
relationship exist. Of the total 12 incidents, four
involved physicians, fives nurses, one mental health
technician, one research assistant, and one house keeper.

Most often, sexual boundary violations involved

hospital nursing staff acknowledging attraction and

seeking social and or physical contact outside

treatment with patients or [a second possibility] a

staff member independently meeting a patient in a

nontreatment context in the community and becoming

sexually involved even after learning that the
patient was in active treatment with other staff in

the institution (Menninger, 1991, p.676).

The only Canadian study to assess boundary issues in
nurses is the Canada Health Monitor commissioned by the
College of Nurses of Ontario. A telephone survey was

carried out with 804 registered nurses and 804 nursing

assistants. The survey asked about the type of abuse, the
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setting in which it occurred, the frequency of abuse,
professional category of abuser, gender of abuser, client
gender, client age, client condition, abuser familiarity
with victim, and perceived cause of abuse.

Witnessing of one or more instances of abuse by an
RN or RNA was reported by 46% of respondents. The most
common types of abuse were: roughness 31%, yelling and
swearing 28%, offensive/embarrassing comments 28%, and
hitting/shoving 10%. Females were the abusers 86% of the
time, although in psychiatric hospitals 35% were male.
The perceived causes of the abuse by the respondents
included that, 7 out of 10 times, the client was
indicated as the primary cause. Responses included:
client uncooperative 64%, client abusive 5%, nurse
overworked 56%, nurses lack of knowledge or skill 31%,
and nurse suffering personal problems 25%. Although this
study indicated 46% rate of witnessed abuse, it cannot be
used to estimate the number of nurses who have abused
clients. As well, this study does not examine more subtle
boundary issues such as using information gained from
clients for personal financial gain, or using clients to
meet personal social needs. These more subtle violations
may go unnoticed, but still result in feelings of
exploitation for the client.

Nurses have not been included in cross discipline

comparisons. Peterson (1992), in her book At Personal
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Risk: Boundary Violations in Professional-Client

Relationships discusses physicians, clerics, therapists,
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attorneys, and teachers but no mention is made of nurses.

Perhaps, other disciplines do not see nurses as capable
of such acts either by lack of power or because of a
predominately female gender. Nurses need to be assessed
by means that allow comparison to other disciplines. If,
as demonstrated in the College of Nurses of Ontario
study, abuse is so prevalent, it would be useful to
identify nurse behaviours on less obvious boundary
violations. Because of nurses' family histories, current
problems, and stressful work environment, they are at
risk to do significant damage to their clients without

even being aware of the dangers.
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CHAPTER III: METHOD

In this chapter the writer will define the

population of psychiatric nurses to be studied and the
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specific characteristics known about this group. The data

that were collected from respondents is identified and

the means of data collection and analysis are outlined.

Population

The population for this study consisted of the
active practising membership of the Registered
Psychiatric Nurses Association of Manitoba. Each of the
1236 members was sent a copy of the questionnaire along
with a demographic sheet and an information sheet. All
members of the population were selected to ensure RPNAM
confidentiality of their mailing list. This population
consisted largely of RPNs, although a small percentage
also were Registered Nurses. These nurses have been
trained to work specifically in psychiatry with two to
three years training.

Approximately 1149 active practising and 87
associate members exist in the RPNAM (Manitoba Nursing
Professions Advisory Council (MNPAC), 1995). RPNs
consist of 815 (72%) females and 317 (28%) males (MNPAC,

1995). In terms of age, 2.6% of RPNs are less than 25,
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24.3% are aged 25 to 34, 36.4% are 35 to 44, and 29.1%
are 45 to 54. Sixty nine percent of RPNs are employed
full time. Region of residence includes 31.9% in
Winnipeg, 67% as rural, and 1.1% as northern (MNPAC,
1995).

The sample was self selecting. Demographic data of
respondents was compared with that of the total
population of the RPNAM to determine representativeness
of the sample. Those members who are no longer active
practising service providers only completed the

demographic questionnaire to question number six.

Research Instruments

Self report questionnaires have been regarded by
researchers as valid sources of obtaining data regarding
sensitive issues (Gelles, 1978; Lourie, 1977). For this
reason, the writer has chosen to use the Demographic
Questionnaire and the Therapeutic Practices Survey
developed by Borys (1988). Borys (1988) developed these
tools by a review of the literature to identify common
demographic factors in professionals who violate
boundaries with clients and the types of behaviours found
to lead to more serious boundary violations. Peer
evaluations of the draft questionnaire provided input for

the final product. This questionnaire was developed for



Boundaries 37
the use of multiple disciplines including psychology,

psychiatry, and social work.

Demographic Questionnaire

The Demographic Questionnaire was adapted from
Borys' (1988) dissertation at UCLA. The questionnaire
asked the respondent to indicate gender, age, marital
status, professional designation, any advanced
specialization in mental health, and whether or not
psychotherapy had been provided in the last five years.
At this point in the questionnaire, those Qho did not
provide therapy in the last five years did not continue
to respond. Those respondents who have provided mental
health services in the last five years continued to
answer questions regarding the number of years in
practice, theoretical orientation, client type, area of
practice, feelings of professional isolation, place of
residence in relation to place of work, and number of
unintentional encounters with current or former clients
(see Appendix A).

The changes made by this writer to the questionnaire
include asking for a professional designation of
registered psychiatric nurse (RPN) or registered nurse
(RN) rather than having the respondent indicate

profession as all respondents are nurses. The term
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psychotherapy was changed to counselling after a review
by the RPNAM. This term was chosen specifically because
it could apply to the role of nursing more easily than
that of psychotherapy. The term was not specifically
defined to allow the respondent to determine what
counselling meant to them. Unfortunately, this may have
contributed to the low response rate if potential
respondents did not identify with this term. Other minor
structural changes were made to the questionnaire to

facilitate the ease of data input.

Therapeutic Practices Survey

The Therapeutic Practices Survey consists of twenty
items in which the respondent is requested to indicate a
response on a six point likert scale from 0 to 5,
including no opportunity, no clients, few clients, some
clients, most clients, and all clients. The instructions
on the questionnaire stated:

Below are listed a number of behaviours which
therapists may engage in as part of their clinical
practice. Please indicate, by circling the
appropriate number, the proportion of clients with
whom you have engaged in the behaviour when the
opportunity was present: ALL CLIENTS(5); MOST
CLIENTS (4); SOME CLIENTS (3); FEW CLIENTS (2); OR
NO CLIENTS (1). Use ALL CLIENTS (5) if your have
engaged in the behaviour whenever the opportunity
was present. Use NO OPPORTUNITY (0) if there was no
opportunity to engage in the behaviour in any of the
settings in which you have provided mental health
services. Use NO CLIENTS (1) if at least one setting
you have worked in offered the opportunity to engage
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in the behaviour but you chose not to.

In responding to each item, please consider only
treatment with adult clients (including family
therapy and parent guidance). Unless otherwise
indicated, items refer to behaviour engaged in with
individuals who were in ongoing treatment at the
time. (Borys, 1988, p. 198).

The incidence of reported sexual intimacy with a
client was 0.2% for females and 0.9% for males, much
lower than previous studies. This was attributed to two
factors. First, the question was stated in such a way
that the respondent may have felt that the question was
asking if they were involved with a client now, rather
than have they ever been involved with a client. Second,
this could be due to the recent serious charges for such
behaviour and, thus, respondents were less willing to
indicate such transgressions. The question "engaging in
sexual activity with a current client" was modified on
the current questionnaire, at the suggestion of the
previous authors, to make it clear that sexual activity
with a current client included either presently or in the
past. The item now states, "engaged in sexual activity
with a client you were treating either now or in the
past."”

Other changes were made by replacing the word
psychotherapy with counselling based on the review of the

thesis proposal and questionnaires by the 13 board

members and the executive director of the RPNAM. All but
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two of these individuals are RPNs. The questionnaire was
enlarged to cover two pages rather than one to facilitate
readability. The review by the board functioned as a
pilot study to determine face validity of the instrument.
Based on this review the instruments were clear and the
requests for information were felt to be interpreted by
the RPNAM membership in the manner the author intended.

The present study does not use the same format as
Borys (1988) who distributed half of the population a
beliefs questionnaire and half a practices survey. This
method was not used because access to the mailing list
was not possible and therefore randomization of the two
groups could not be ensured.

No evidence was found by Borys (1988) to suggest
that responses to the belief or behaviour questionnaire
would be distorted if the same individual provided
information about both belief and behaviour. The use of
the practices survey rather than the ethical beliefs
questionnaire was felt to more clearly reflect the
question the researcher wished to answer. In retrospect,
the use of the beliefs questionnaire may have resulted in
a higher return rate as it may have been less threatening
for respondents to answer questions about what they

believed rather than their own behaviour.
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Data Collection

The Faculty of Education Research and Ethics
Committee verified that the ethical standards required by
the faculty were met. The RPNAM board and executive
director supported the distribution of the survey to its
members. As this was a completely anonymous survey
written consent from respondents was not necessary for
two reasons. First, all individuals who are currently
registered with the RPNAM are over 18 years of age.
Second, return of the questionnaire would indicate
consent for the data to be used in the study. Respondents
were informed that the results of the study will be
published in their newsletter in approximately six
months.

This study was supported by the RPNAM executive
director. When the organization was approached with the
idea for the study she requested that RPNAM members be
the population chosen. It was indicated that the director
felt the results would be valuable to the organization.
Funding assistance for mailing, photocopy, and stationary
costs were provided by the RPNAM. It was hoped that the
support and sanction of the professional organization
would generate a higher rate of return. An alternate
possibility exists that some members of the population

did not respond because they did not trust that the



Boundaries 42
responses would not be given to the RPNAM.

This study was survey research of an existing
population. Each member of the RPNAM received along with
their May newsletter, an introductory letter, demographic
questionnaire and the therapeutic practices survey, along
with a self addressed stamped return envelope (see
Appendix A). The questionnaires were returned directly to
the researcher, in order to guarantee anonymity and
confidentiality of individual responses from the RPNAM.
This was to assist in generating a higher rate of return.

The introductory letter briefly e