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Introduction

The pack has been designed at a time of unprecedented change in the way professionals
relate to patients and clients. Services are often provided in more informal settings, including
in a person’s home. Informality may be key to the tasks at hand: sometimes the work
involves highly personal interventions and intimate care. In other settings, the use of the
internet means that patients are often better informed of their situations and rights than
previously; they may be looking for a more equal relationship with their professional advisers
than was the case. Employment patterns are also very varied: while many work for large,
managed organisations such as the NHS, other providers may be small and local; the switch
to self-directed services means that the person needing help is increasingly in control of that
help and of the working conditions of the people providing it.

This means that managing professional boundaries is an increasingly complex task. With
the exception of the grossest violations, it is not something for which rules can be set in
stone or simple lines drawn. Professional relationships are instead ‘negotiated’ between
the practitioner and the person they are caring for or advising, and communication is
necessarily nuanced depending on both parties to the exchange. Nor is it the case that
one size fits all, because individuals vary depending on their sensitivities, personality,
culture, previous experiences and across the life-span. lliness or the need for care may
signal particular points of vulnerability when touch and conversation carry more weight
than usual. People relate differently to their own, sometimes changed, or changing
bodies with embarrassment, defensiveness or shame, depending on their beliefs and
experiences. A strong person can repel such intrusions, bouncing them back with anger
or humour, ignoring or rejecting undermining assumptions or prejudices. However,
someone feeling vulnerable or at a low ebb may find that clumsy remarks or actions
confirm, or accentuate painful issues for them. This is in line with recent research that
suggests we should be working towards ‘ethical fitness’ as opposed to the slavish
following of rules (Doel et al, 2009), because, as they say

‘the bullet points, of prohibitions, warnings and injunctions can grow like topsy,
but it is unlikely that when a transgression occurs it is the result of a missing
bullet point. The notion of ethical fitness is advanced as critical to the day-to-day
management of professional boundaries’.

The workshop is a kind of ‘mind gym’ to develop this kind of thinking and sensitivity.

Moving beyond rules means that practitioners have to understand why a particular boundary
might be important and how they can be sensitive when they do have to cross over into
private realms: they need to know when their own boundaries feel under threat, but also to
appreciate the many ways in which their actions might impact on their patients and clients.
The sense of violation in the grossest cases will be evident to all, but subtle intrusions might
only be perceived by those on the receiving end of slights, hearing them perhaps through
the echoes of cumulative indignities, and insults. In particular, people who have been victims
of violence or denigration, including sexual or racial violence, may need more respect to

be shown to them at times of vulnerability than someone whose previous experiences of
receiving care have been appropriate and respectful.
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Introduction

Reacting defensively

Sometimes, when these issues are raised, professionals react with anger to being told
what to do. They may flip over into exaggerating the restrictions that are being placed on
them, complaining about ‘political correctness’ or saying that they are being victimised,
or responding by feeling as if they are above such considerations or that these rules do
not need to apply to them. Others may slavishly follow rules, adopt very ‘PC’ language
and avoid opportunities to be informal, or warm to their clients when this would have
been appropriate and helpful. The workshop might help both groups to reach for middle
ground. These reactions are partly a defence against becoming self-conscious in our
work, because to do so adds a layer of complexity to the task of providing care. However,
it is the underlying goal of this workshop to do just that, to insist that such heightened
awareness is the mark of a good practitioner and that in time it will become a sixth sense.
Experienced practitioners who have a well developed sense of their own boundaries may
welcome the opportunity to unpack this and see why they instinctively act in the sensitive
ways that they do.

Most of the item cards in the workshop describe behaviour or communication which fall
within the category of boundary crossings. These are not situations that have been set up
or allowed to develop in order to abuse or take advantage of a patient or client. These item
cards describe clinical or social situations in which the issues, or the nature of the care
tasks, necessitate practitioners stepping outside their usual comfort zone. For example,
taking another adult to the toilet is not something the average person does every day,
although it is a central part of the work of many care workers. How should it be done
sensitively? And how does the worker step back out of this intimate space to return things
to normal? Similarly, doctors often have to ask intrusive questions about a patient’s sexual
life, bowel movements or bodily functions: they may have to perform intimate procedures
such as vaginal or anal examinations, breast checks or monitor the person’s weight. The
goal is to do this in a way that causes the minimum of embarrassment and one that allows
both the patient and the doctor to return to an ordinary social space before ending the
consultation.

Reading these situations and conducting them in a way that keeps them professional is

a delicate task. Sometimes, humour is helpful in such situations but usually it is not, as it
draws attention to what is happening and to how unusual it is. Mostly, the practitioner needs
to act in a business-like way that inspires confidence and is reassuring without entering

into the situation at a personal level. Personal comments, or remarks with sexual overtones
reframe such encounters unhelpfully and exacerbate the patient’s vulnerability.

Sometimes professionals argue that it is the client or patient who has breached a boundary
and that they were taking their lead from their patient. But it is always the professional’s
responsibility to manage and reinforce the boundaries, to reassert that this is a professional
encounter and not to confirm, in the client’s mind, that everyone will cross over into their
space, or take advantage of their vulnerability. This conveys that the patient or client is a
person whose boundaries will be respected. Patients or clients who have experienced
abuse, or who feel that they cannot assert their own needs or claim their own space, may
assume that an intimate encounter is inevitably one that will turn sexual, but this will only
play into their worst fears or confirm their unhelpful expectations. In these situations it is for
the professional to break the vicious cycle for their client but also to safeguard their own
credentials as a practitioner. Professionals should be clear about how to remove themselves
from such situations and/or where to go for supervision or advice about how to keep
themselves and their patients safe.
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Introduction

Defining professional boundaries

This pack addresses five types of boundary crossing ranging from the deliberate and
potentially criminal, to the inadvertent and unlooked for.

In summary, this pack raises issues about:

boundary violations
boundary crossings
dual relationships

self-disclosure

vV V V Vv VY

‘unprofessional’ behaviour outside work

» imposing your own beliefs or prejudices on your patients/clients.

Each of these issues is discussed below.

Boundary violations
These are situations set up by, and/or manipulated by the professional in order to abuse or
exploit the client/patient.

Boundary crossings

These are necessarily intrusive procedures and interventions that are handled insensitively,
exacerbating any embarrassment or discomfort that the patient/client might experience
and/or in which the practitioner acts outside their professional remit or of accepted clinical
practice. Doel et al (2009) refer to these as ‘transgressions’.

Dual relationships

These are situations in which a practitioner treats someone whom they already know in

a different context, social or professional, blurring boundaries and testing confidentiality.

The person being treated then has to manage two sets of expectations and has to
compartmentalise their relationship with the practitioner to the detriment of their treatment and
their social contacts. This is a particular issue in rural areas or in relatively closed communities.

Self-disclosure

This is where the professional blurs boundaries by sharing details of their own life with a
patient/client. Sometimes this may be done to express solidarity, but it may also slide into an
overly familiar style of relating in which the needs of the patient get lost and the professional
role of the practitioner confused with that of a friend or acquaintance. Limited self-disclosure,
in the interests of the patient/client, may occasionally be helpful but these are exceptions
rather than the norm.

‘Unprofessional’ behaviour outside work
This is behaviour that occurs outside work but is of sufficient seriousness to invite questions
as to how fit’ or suitable that individual is to work in their professional role.

Imposing one’s own beliefs on your patients or clients

This is an intrusion of the professional’s personal belief system into their professional
judgment, as if they cease to act from the evidence base of their profession and start to
substitute lay opinions for professionally defensible decision-making. This might also occur if
a professional acts outside the limits of their ‘professional’ competence and encroaches on
the expertise of another discipline.
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Introduction

Sexual boundaries as a specific issue

Much of the literature has specifically addressed sexual boundary violations and these are
deemed to have occurred wherever ‘a clinical or therapeutic relationship is turned into a
sexual or sexualised encounter’ (Halter et al, 2007). These include the following:

1. Clinical interventions of an intimate nature which are not warranted by the person’s
condition and/or are carried out inappropriately.

2. Clinical intervention such as intimate examinations which are wrongly framed in sexual
terms or accompanied by sexual comments.

3. Clinical or therapeutic relationships in which the sexual gratification of the clinician takes
precedence over the therapeutic goals and needs of the patient/client.

4. Clinical or therapeutic relationships in which sexual attraction or emotional closeness is
acted upon by the practitioners whose role it is to maintain boundaries, in the interests of
the clinical or therapeutic needs of the patient/client.

5. The practitioner responding to sexual approaches made by a patient or client, especially
as these may be indicative of previous boundary violation or confusion.

6. Mutual attraction that is acted upon while a clinical or therapeutic relationship is still in
operation or recently terminated.

(Halter et al, 2007)
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