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Abstract

The mission of the College of Registered Nurses of Nova Scotia (the College: CRNNYS) is “Registered
nursesregulating their profession to promote excellencein nursing practice.” The purpose of thisdocument
isto stimulate discussion about expectations for the professional behavior of registered nursesin
nurse-client relationships and to provide a framework within which registered nurses can reflect
on their actions and determine what constitutes appropriate behaviour. The focus of discussion is on
recognizing and respecting professional boundaries in nurse-client relationships, and on what may be
done when professional boundaries are crossed.

Professional boundaries separate the therapeutic behavior of aregistered nurse from any behavior
which, well intentioned or not, could reduce the benefit of nursing care to patients, clients, families, and
communities. Recognizing and respecting professional boundaries may be straight forward in some
instances, but very complex in others.

The CRNNS' beliefs about therapeutic nurse-client relationships are outlined. Signs that should
alert nurses to the presence of a professional boundary issue are discussed, and examples of instances
where professional boundaries have been crossed or violated are provided. Scenariosthat illustrate several
points about professional boundaries for educational purposes are also included. Finally, options and
solutionsfor professional boundary issues are proposed, including the resources and assistance available
to registered nurses and to Nova Scotians.

In January 2002, a new Registered Nurses Act was proclaimed in Nova Scotia, changing the name of the Registered
Nurses Association of Nova Scotiato the College of Registered Nurses of Nova Scotia. In this document, all references
to the Registered Nurses' Association of Nova Scotia (RNANS) should now be equated with the College of Registered
Nurses of Nova Scotia (CRNNS).

© 2002, College of Registered Nurses of Nova Scotia

Suite 600, 1894 Barrington Street, Halifax, NS B3J2A8

All rights reserved. No portion of this publication may be reproduced in

any form or by any means without the written permission of the copyright owner.

Firstprinting:  January 1998 © Registered Nurses' Association of Nova Scotia
Second printing: 2002



Table of Contents

gL 0o (¥ Tox 1 o o RSP R 4
Professional BoundarieS DEfINEM .........cocoiieiiiiiiieieeie et 4
Professional Boundaries and the Nurse-Client Relationship.........coceeoeiierieieie e 5
Foundations of the Therapeutic Nurse-Client Relationship ..o 5
Non-Professional ReElatioNSNiPS ........oouiiiiiie e 6
Differences Between Professional And Non-Professional Relationships .........ccccveeieeieceenee. 6
BOUNGANY SIGNS.... .ottt b e b e s e sb e e be e st e sbe e beeneeeseenbeeneesaeenseeneesneesenn 8
BOUNCAIY CrOSSINGS ... e ueeiteeieeieesteesieeeesieesteseesseesseseesseesbessesseessesssesseesbeesesseesseensesseesseensesnsessennsenn 8
SEIT-DISCIOSUIE ...ttt sttt st be et e sae e s ae et e sbeenbeeneesreenaesnsesneensens 10
GIVING AN RECEIVING GITS ....ueiiiiiiiiieieee ettt s sae e s e nne s 11
Giving And Caring: Finding The Right LIMItS .......coooioiiiiiiee e 12
Determining Appropriate Professional BEhaviorS...........ccocuveiieiiiiie et 13
Professional Boundary VIOIGHIONS .........couoieriiiieieiesee ettt nae e ne s 13
Examples of Boundary ViolaliONS.........cceoiiieieieiiesiesie et see e 13
Boundary Violations: Solutions and OPLIONS ..........coeereriereeieeie e sneens 15
DeCiSION-Making FramMEWOIK .........coeiiieiieieieeie ettt sttt ae e bt esseesaeesesneennean 17
(@00 070t (115 T o ST 18
([0S YR PR 19
REFEIEINCES ...ttt sttt et e s bt e be e e e s bt e beenteebe e beeaeesaeeneeensesneebean 20



Introduction

The mission of the College of Registered Nurses of Nova Scotia (the College: CRNNS) is* Registered
nursesregulatingtheir professionto promoteexcellenceinnursing practice.” 1n1996, CRNNSstaff were
directed to develop a discussion paper on sexual misconduct in nursing. The research for that paper
indicated that sexual misconduct isonly one of arange of boundary issues which nurses deal within
their professional lives and for which few guidelines exist. This discussion paper is designed to
describe the nature of the nurse-client relationship and provide a framework within which registered
nurses can identify both appropriate professional behaviour and issues which require resolution.

Every registered nursein Nova Scotiareceives severa documentsoninitial registration. Theseinclude:

» the Registered Nurses Act (2001) and Regulations Pursuant to the Registered Nurses Act
» the Sandards for Nursing Practice (RNANS, 1996)
» the Canadian Nurses' Association Code of Ethics for Registered Nurses (CNA, 1997)

The Registered NursesAct (2001) and Regul ations (2001) definetheregulatory functionsof the College,
and the Sandards for Nursing Practice (RNANS, 1996) outline the requirements for professional
nursing practice. Registered nurses, student nurses, and others, especially those receiving care, can use
the standards to determine the quality of nursing care which is being provided.

Professional Boundaries Defined

The term boundary includes the notion of limits, lines or borders (Avis, Drysdale, Gregg, Neufeldt, &
Scargill, 1983). Professional requirementsfor practice are met when the registered nurse demonstrates
the knowledge, skills and attitudes of therapeutic behavior which are outlined in the practice standards
and competencies. For the purposes of this discussion paper, professional boundaries are defined as
follows:

Professional boundaries are the defining lines which separ ate the ther apeutic behavior of aregistered
nurse from any behavior which, well intentioned or not, could reduce the benefit of nursing care to
patients, clients, families, and communities.

Recognizing and respecting professional boundaries may be straight forward in some instances.
However, areview of literatureon thistopicand asurvey of thework donein other jurisdictionsindicates
that professional boundaries are avery complex issue.



Professional Boundaries and the Nurse-Client Relationship

Professional boundaries can be thought of as limits to the nurse-client relationship which allow for a safe, therapeutic
connection between the professional and the client. Laws create some boundaries and other limits are set by licensing
agencies. However, many expectations of conduct are established by the individual professional.

The nurse-client relationship isintended to be a therapeutic or hel ping relationship and it isthe nurse’ sresponsibility
to set and maintain personal and professional boundaries. The therapeutic relationship can be viewed on acontinuum from
therapeutic to non-therapeutic behavior in the nurse-client relationship. The continuum puts under-involvement at one
extreme of behavior and over-involvement at the other. In the centre of the continuum, the zone of hel pfulness represents
therapeutic interactions between professionals and their clients. Every nurse-client interaction can be plotted on the
continuum with the majority of interactions occurring within the zone of helpfulness, as indicated below.

Under-Involvement Zone of Helpfulness Over-Involvement

Cold, distant Therapeutic relationship Boundary Violations

Adapted from National Council of State Boards of Nursing (NCSBN), 1995.

Foundations of the Therapeutic Nurse-Client Relationship

Registered nursesform therapeutic rel ationshipswith clientsto: a) gain an understanding of theclients' needsfor care; and
b) create an environment in which care can be provided safely, effectively and ethically. Awareness of their own behavior
and of theclient’ sneeds allows professionalsto focus on the person or persons receiving care, and to accurately evaluate
the outcomes of care.

In any professional-client relationship there is an imbalance of power in favour of the professional. Thisis caused by
theprofessional’ sadditional knowledgebaseandisreinforced, inhealth careservices, by theinherent vulnerability of aclient
needing care. Interactionsin registered nurse-client relationships are characterized by trust, respect, intimacy, and power.
Registered nurses must appreciate that these characteristics are the basisfor their rel ationshipswith clients, and guide their
professional actions and behaviors accordingly.

Trust Asarule, clientsarein vulnerable positions and trust the nurse to provide them with competent and
professional care.

Respect A nurse treats clients with respect for their individual needs and values.

Intimacy  The nature of nursing practice creates an atmosphere of physical, emotional, and psychological intimacy.

Power The nurse-client relationship is one of unequal power; the nurse has authority, knowledge, accessto
privileged information and influence.

Theobligation to maintain standardsof professional competenceand ethicsalwayslieswith thenurse, whatever the context
and nature of the nurse-client relationship. Any act of abuse by the nurseis abetrayal of thisrelationship. “An overriding
principleisthat nurses’ interpersonal relationships with their clients (or their significant others) must not have a negative
effect on meeting their client’ s therapeutic needs, or in any way infringe on those needs’ (Registered Nurses’ Association
of British Columbiaet al., 1995, p. 8).

Irons(1991) hasdiscussed five principlesto guidethe devel opment of professional relationshipsand assist registered nurses
and othersto distinguish professional, therapeutic relationships from those of a non-professional nature (NCSBN, 1995).
The principles are:

* have respect for human dignity

e avoid personal gratification at the client’s expense
* donotinterferein aclient’s personal relationships
e promote client autonomy and self-determination

e promote a fiduciary relationship (based on trust)



Non-Professional Relationships

Non-professional relationships are social relationships which may be casual, friendly, or romantic in nature. Social
relationshi psservetheinterestsof both partiesand arefor the purpose of mutual interest and pleasure. Incontrast tothenurse-
client relationship, outlined on the previous page, both parties are responsible for establishing and maintaining social
relationships (RNABC et al., 1995, p. 9; Nurses Association of New Brunswick, 1995, p. 2).

Differences between Professional and Non-Professional Relationships

The National Council of State Boards of Nursing (1996) has identified the ability to establish and maintain therapeutic
boundaries with clients as an essential competency. All nursing competencies, including the establishment of therapeutic
boundaries, are achieved by thinking about on€e’ s actions, asking necessary questions, and putting principlesinto practice.
It helpsto ask questions about boundaries even when it turns out that there is no issue of concern. We learn as much about
boundaries in appropriate relationships as when we recognize possible problems. Several characteristics have been
identified which help to demonstrate the differences between professional and non-professional relationships. These
characteristics, whichareidentified bel ow, provideaframework which registered nursescan usefor making decisionsabout

appropriate relationships.

Comparison of Professional and Non-Professional Relationships

Characteristic

Professional Relationship (nurse-client)

Non-Professional Relationship
(casual, friendship, romantic)

Remuneration

Nurses paid to provide careto client

No payment for being in the
relationship

Length of relationship

Time-limited for the length of the client’s
need for nursing care

May last alifetime

L ocation of relationship

Place defined and limited to where
nursing careis provided

Place unlimited; often undefined

Purpose of relationship

Goal-directed to provide care to client

Pleasure, interest-directed

Structure of relationship

For nurse to provide careto client

Spontaneous, unstructured

Power balance

Unequal power - nurse has more power
due to authority, knowledge, influence and
access to privileged information about client

Relatively equal

Responsibility for the
relationship

Nurse, not client, responsible for establishing
and maintaining professional relationship

Equal responsibility to establish
and maintain

Preparation for the
relationship

Nurse requires formal knowledge, preparation,
orientation, and training

Does not require formal knowledge,
preparation, orientation and training

Timespentin
relationship

Nurse employed under contractual agreement
that outlines hours of work for contact between
the nurse and client

Personal choice for how much
timeisspent in relationship

(British Columbia Rehabilitation Society, 1992; Milgrom, 1992)




The following example indicates some of the issues to consider when contemplating a social relationship with aformer
patient.

New in Town: Right Relationships for the Right Reasons

Judithwas pleased with her newjob. Full-timejobswerescarcefor new graduatesand thiswasagood one. Sheenjoyed
the friendliness and sense of community found in a rural hospital. The only drawback was being alone - she missed
her friendsand family. A few weeks after Judith began her job on the med-surg floor of County Hospital, she admitted
a new patient, Will, with diagnoses of appendicitis and diabetes. Like Judith, Will was new to the community.

Will recovered quickly and his hospitalization was uneventful. He was required to stay six days until his diabetes
had stabilized. During his hospitalization, Will enjoyed talking with Judith as she went about his care. Three months
after Will’ s hospitalization, he and Judith met accidentally at a local dance. They wer e pleased to see each other and
spent the evening together dancing and talking. At the end of the evening, Will asked Judith if he could see her again
and invited her out the next week.

I ssuesto consider:

* Would Judith be violating professional boundariesif she accepted the date with Will? Why or why not?
* How long - if at al - should Judith wait before accepting a date with Will?
* What factors should Judith consider in making her decision?

Discussion

Judith wasn't sure that there was anything wrong with seeing Will socially. However, she wanted to discuss it with
someonein confidence. She contacted her professional association/college to discussher decision. They used thetable
on professional and non-professional relationships outlined above (RNABC et al; 1995) to talk about her situation.

Judith decided that the amount of time that had passed since her initial professional relationship with Will was not
important. However, she saw that being ableto tell the difference between that relationship and asocial one with him
inthepresent wasessential. By looking at the differences between professional and non-professional rel ationships, she
determined that seeing Will now was an appropriate, social relationship. She decided to accept his invitation.

Judith’ sdecision would probably have been very different if Will’ s hospitalization had been for achronic mental
illness. She would not have judged the balance of power between them to be equal, and she would not have been able
toavoid using her nursing knowledgein the personal rel ationship. Recently, an Ontario court decided that apsychiatric
nurse' sdecision to movein with an outpatient being treated for depression wasjust cause for dismissal (Featherstone,
1996). The nurse also received areprimand from her licensing body, the College of Nurses of Ontario.

In Ontario, the College of Nurses allows nursesto initiate or engage in asocial relationship with aclient if it isanticipated
that the client will not require future care of the nurse. However, if the nature of the nurse-client relationship was
psychotherapeutic, the nurse must not engage in romantic or sexual relationshipsfor oneyear post termination. Even then,
arelationship should only occur if, inthenurse’ sjudgment, the rel ationship woul d not have anegativeimpact ontheclient’s
well being. Registered nurses and Nova Scotians need to carefully consider when personal relationships between nurses
and former clients are, and are not, acceptable and why.

MPoints to Ponder

Do you think that there should be clear guidelines for registered nurses and the public regarding personal
relationships between nurses and former clients? Why?

If you do favor guidelines, should they be based on:

- strict time limits (e.g. may have a personal relationship after a set period of time)

- principles (e.g. may have a personal relationship where all the conditions of a social relationship are evident,
and none of the conditions of a professional relationship exist)

- both?

If you do not favor guidelines, why not?



Obviously, failure to recognize crucial differences between therapeutic and personal relationships may lead to boundary
violationswhich harm the patient, the nurse and potentially others. Therefore, itiscritical that registered nursesand others
recogni ze the signs which indicate when professional boundaries may have become blurred.

Boundary Signs

All registered nurses have professional responsibilitiesin nurse-client relationships. These responsibilitiesinclude paying
careful attentiontowarning signal sthat professional boundariesarein question, or haveal ready been crossed. Theboundary
signslisted below may be considered warning signalsthat the nature of arelationshipischanging. Whileeach situationis
unique, the presence of one or more of these boundary signs tells the registered nurse to stop and reassess a particular
relationship with apatient or client. By paying attention to boundary signs, many issues can be resolved before aboundary
iscrossed or thecareof aclientisadversely affected. Whether thecrossing of aboundary isinitiated by theclient or thenurse,
it istheregistered nurse' sresponsibility toidentify and deal with professional boundary issues professionally and
therapeutically.

Some of the warning signs that professional boundaries need to be reviewed include:

e Frequently thinking of the client when away from work.

e Frequently planning other clients' care around the client’s needs.

e Spending free time with the client.

e Sharing personal information or work concerns with the client.

e Feeling responsible if the patient’s progressis limited.

»  Noticing more physical touching than is appropriate or sexual content in interactions with the patients.

» Favoring one patient’s care at the expense of another’s.

e Keeping secrets with the patient.

e Sdective reporting of client’s behavior (i.e. negative or positive client behavior).

e Swapping patient assignments.

e Communicating in a guarded and defensive manner when questioned regarding interactions/relationships
with the client.

e Changing dress style for work when working with the client.

» Receiving of gifts or continued contact/communication with the patient after discharge.

e Denying the fact that the client is a patient.

e Acting and/or feeling possessive about the client.

e Giving special attention/treatment to this client which differs from that given to other clients.

e Denying that you have crossed the boundary from a therapeutic to a non-therapeutic relationship. (Coltrane
& Pugh,1978)

The following sections discuss, and provide examples of, boundary crossings, boundary violations and mechanisms for
addressing theseissuesif you or a colleague find yourself in these situations.

Boundary Crossings

Registered nurses may sometimes decide to deviate from an established boundary for atherapeutic purpose. Appointment
changes, disclosure of bits of personal information and small gifts are some examples of crossing professional boundaries.
These crossings are brief, intentional excursions across the line and there is a clear return to the established limits of the
professional relationship within ashort period of time. In such instances of boundary crossings, the following assumptions
are made about expectations for professional behavior:

e The nurse possesses the required knowledge, skill, and judgment.

e Thenurseintervenes appropriately.

e Thenurserespects client preferences.

e The nurse maintains the therapeutic relationship (RNABC et a., 1995).



Boundary crossings are considered gray zones of clinical decision-making, where the best course of action is not always
obvious. Some activitiesand behaviorsare therapeutic and acceptabl ein certain circumstances, but they have the potential
to cross the boundaries of the nurse-client relationship. These acts or behaviors may be acceptable if, in the nurse’s
professional judgment, they assist with meeting the client’s therapeutic needs. This judgment is based on the nurse’s
knowledge and skill regarding appropriate behavior in the therapeutic relationship. An act or behavior that appears
appropriate becomes unacceptable if its purpose is to benefit the nurse at the expense of the client (NANB, 1995, p. 6).
Gray zones also exist because nurse-client rel ationships are two-way. People receiving nursing care sometimes have
expectations of registered nurses which areinconsistent with those of professional associations, their employers, or other
groups. These expectations should be taken into account, as they may point out unacceptable shortcomings in the care
received. The shortcomings may be those of the registered nurse, other members of the health care team, the agency itself,
or the health care system overall. When there are shortcomingsin a health care experience, the situation can become quite
complex. The following example of aclient in need illustrates how complicated “doing the right thing” can become.

Caring for Dying Patients and their Families: A Delicate Balance

Pamelaisaregistered nursewho worksin palliative home care. She hasbeen caring for Mr. Smith, who isterminally
ill with cancer, for two months. Over this time, Pamela has visited the Smith family often. Initial visits were twice
weekly. However, as hiscondition deteriorated, the frequency of home carevisitsincreased to daily. During thistime,
Pamela has developed a close working relationship with the Smith family.

The Smith family is close knit and supportive. Their three children livein a nearby city and visit once or twice a
week. Mrs. Smithiscaringfor her husband with some assistancefromhomecareaides. Mr. Smithwantsto stay at home
to die, and Mrs. Smith very much wants that to be possible. However, Mrs. Smith is afraid of being alone with her
husband when he dies, and the children can’t stay with her all the time.

Pamela has been trying to get extra support for the Smith family, requesting more frequent home care visits and
the provision of 24 hour carewhen it isdeter mined that Mr. Smith’ s death appearsimminent. However, the supervisor
indicatesthat therejust are not sufficient fundsto provide that level of careto Mr. Smith. Sheistold that if Mr. Smith
requires 24 hour care then he should enter the hospital.

Over thelast two days, Mr. Smith’ scondition hasdeteriorated agreat deal . \WWhen Pamel a suggestshospitalization,
both heand Mrs. Smith refuse. Mrs. Smith asksif Pamela won't stay the night with her in case her husband should die
in the night.

| ssues:

* Whatisthenurse' sroleasclient advocate in this situation?

» |f Pamela stays, would this be a boundary crossing or high level compassionate care? How are we to decide?

» What arethe possible benefits to staying with Mrs. Smith asrequested - for the Smiths; for Pamela’s
satisfaction with the nursing care she believes that they deserve?

* What arethe possible harms - for the Smithsif the need continuesfor several days; for Pamela if she neglects
herself, her family, or other clients to meet this need?

*  What doesher employer believeabout such requests, and what stepsdo they taketo ensurethat their employees
are aware of these expectations?

* Arethere other optionsthat Pamela could explore with the Smith family?

Discussion

It isevident that there are several questions Pamelaneedsto consider in her response. No oneis*“inthewrong” inthis
situation. Thefamily’ sneedisimportant, and soisthat of the nurse. Some nurseswould respond by donatingincreasing
amounts of personal time and energy, even to the point of personal exhaustion. Thisaction may result in a decreased
ability to provide needed care over time. It isalso possiblethat extracarefor thisfamily occurs at the expense of other
families and the rest of the health care team




The Smith’ ssituation isone where the registered nurse and client have run up against a professional boundary. Thefamily
and nurse may both know appropriate linesfor their relationship, but circumstancesincrease the pressurefor that lineto be
blurred or crossed. Examples like this demonstrate some of the ethical dilemmas which arise when the care which clients
need, or prefer, isnot available through publicly funded health services.

Some of the other activitiesand behaviorsthat havethe potential to crossthe boundariesof the nurse-client rel ationship
are self-disclosure and giving or receiving gifts. These practices are discussed briefly below.

Self-Disclosure

Self-disclosure is the sharing of personal information to improve understanding between persons. A nurse may choose to
use self-disclosure when it is determined that the information will therapeutically benefit the client. Self-disclosure by the
nursemust alwaysbeprovidedfor theclient’ swelfare. Itisnever acceptablewhenitisfor the purpose of meetingthenurse's
needs.

Theresponsibility of the nurseisto ensurethat personal information iswell related to the client’ sinterests. Where the
benefit to the patient of the disclosure is unclear, it is best to err on the side of caution. In the following examples, both
appropriate and inappropriate use of self-disclosure are presented.

Appropriate Self-Disclosure: Sharing for the Client’ s Benefit

It wasjust past shift changeand Maria, a staff nursein Labour and Deliverywastransferring her newly assigned patient,
Betty, to the anti-partum unit. Betty had been admitted earlier that day with vaginal bleeding, ruptured membranesand
premature labour. She was 24 weeks pregnant and was fearful that she would lose this pregnancy too. It would be her
third miscarriage in less than three years. Betty and her husband wanted this baby more than anything else.

AsMaria hel ped Betty get settled into her new room she noticed that Betty seemed despondent and far away. Maria
made a point of sitting down opposite Betty and taking her hand. Maria said to Betty, “ You are having a really rough
time, | can imagine that you are afraid that you will lose this baby, too. | can appreciate your feelings, because | also
lost two babies the same way. It was one of the hardest things | ever dealt with.”

Discussion
Self disclosureisappropriate here. Maria sremarks about her own experience may help the client talk about herself and

the problem situation. Her commentsarelimited and could encourage Betty to continueto talk about her fears. Thisbrief
excursion across the professional boundary istemporary and focused.

What happensnext, however, isacrucial pointinthetherapeuticrelationship. If theclient findsit easier totalk, good nursing
care has been given. If the conversation turns back to the nurse, the focus of the boundary crossing has been lost, and the
nurse-client relationship is no longer helpful.

Inappropriate Self-Disclosure: Losing the Therapeutic Connection

Betty seemed to visibly relax. She turned to Maria and asked, “ How did you get through it? I'mafraid that | will never
have my own baby. | want this one so much, I’ m further along than | ever got before.”

Maria remembered the pain she experienced a year ago as she recalled the events following her second miscarriage.
She said to Betty, “ | hope things work out well for you. My husband and | sort of gave up trying. First we talked about
adoption but then got di scour aged whenwefound out how long thewaiting listswer e. So thisspring wethought wewould
give it one more chance...”

I ssues:
* How do self-disclosuresthat are helpful differ from those that are not?

I f the nurse doubts the value of a particular disclosure, what is a wise course of action?
« Should professionalsjust err on the safe side and never give out details of their own lives for any reason?

10



Discussion

Kadner (1994) states that a nurse discloses in a therapeutic relationship when the information “is of vital interest for
the client to receive” (p. 217). The point isto ensure that the client “is not short-changed” (p. 217) by being subjected
to al of the nurse's thoughts. When Betty asked Maria how she got through her miscarriages, Maria should have
maintained her focus on hel ping Betty with her problem. She could have responded in away that | et Betty know that she
wanted to listen. Mariabecame caught up inthe need to tell her own story, and did not realistically consider itsusefulness
totheclient. Shelost her focus and added to the burden of an already overwhelmed, grieving woman. For these reasons,
the second exchange was an inappropriate self-disclosure.

Giving and Receiving Gifts

Theact of giving caretotheclient can createanimbal ance of power and clientsand familiessometimesfeel indebted towards
health care providers. Gift giving, as an act of reciprocity, can be part of the therapeutic process. Sensitivity to cultural
practicesand beliefsiscritical for al health professionals. In all cultures, gifts are sometimes given from the care receiver
tothecaregiver. Forbidding the practice and insisting that nursesrefuse and return gifts may be harmful to the care-giving
relationship (Morse, 1991).

Gift giving isacomplex phenomenon and gifts are given for many reasons. Gifts of gratitude and gifts of obligation
are acceptabl e in appropriate circumstances. Gifts of gratitude may be an essential part of the patient’s recovery process,
while giftsof obligation areanormative courtesy. If anursefeels coerced or manipulated by the offer of any gift, it may be
refused. The underlying reasonsfor the gift should then be tactfully explored with the client, and care should be altered as
needed. For exampl e, the pati ent may need reassuranceor it may bethat the nurse shoul d assessfor other unmet needs. Morse
recommends that nurses use professional judgment when deciding to accept a gift (Morse, 1991, p. 613). Professional
judgment should be guided by the CNA Code of Ethicsfor Registered Nurses (1997), the RNANS Sandardsfor Nursing
Practice (1996) and specific agency policies.

Giftsthat might bemisunderstood by either thenurseor theclient can behandled with tact and appreciation. For instance,
an offer of money would not be acceptableto anurse. However, clientsand familieswho wish to give thanksin thismanner
may be encouraged to donate funds to a charity of mutual choice between the client and the nurse. Clients must never be
giventheimpressionthat their careisdependent upon donationsof any kind. Where agency policiesexplicitly prohibit gift-
giving of any kind, nurses may encourage administration to reconsider mechanisms that allow for gift-giving without
compromising either the agency or the professionals providing care.

Thefollowing scenario illustrates some of the issues which can arise from gift-giving.

Giftsfrom Patients: When isit Acceptable?

Mary, Vicki, Lucy and Joan areregistered nursesworking onthedementiafloor of alongterm carefacility. They take
turnslooking after Mr. Ward who isin the late stages of Alzheimer’ sdisease. At Christmastime, Mrs. Ward brings
in chocolates for Vicki and Joan but nothing for Lucy or Mary. They don’t think much of it at the time but the same
thing occurson Valentine' sDay and again at Easter. Lucy and Mary arestarting to feel that Mrs. Ward findsthe care
provided by Vicki and Joan better than the care they provide. This offends them professionally and hurts them
personally. Also, they are beginning to wonder if Vicki and Joan should be accepting so many presents, even though
none of them have much financial value.

| ssues:

e AreVicki and Joan crossing aboundaryin accepting a gift from Mrs. Ward? What about accepting multiple
gifts?

e How should Lucy and Mary deal with their personal and professional concerns?

e What are the benefits of addressing thisissue with Vicki and Joan?

e What are the potential disadvantages of doing so?

11
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| Pointsto Ponder |

: *  Who should agencies consult with in creating policies about gifts from clients? Should they consult clients :
and families, the health professionals, lawyers?

: e Doyou think itis ever right for aregistered nurseto accept a gift? Do you think it is ever wrong to refuse :
a gift? Why or why not?

[+ Isitever appropriate for professionals to give gifts to patients? Why or why not? |

| «  What about a birthday cake for a resident, a shower for the bone-marrow transplant patient who is getting [

| married, toiletriesor clothesfor the patient who does not havetheir own? Areany of theseactionsacceptable |

| or unacceptable? Why or why not? |

L - 4

Giving and Caring: Finding the Right Limits

Yonge & Molzahn (1996) researched the exceptional caring practices of several registered nurses. They cite Mayerhoff
(1971) who explains the idea of knowledgeable caring as follows:

To care for someone, | must know many things. | must know, for example, who the other is, what his powers and
limitationsare, what hisneedsare, and what isconduciveto hisgrowth; I must know howto respondto hisneed and
what my own powers and limitations are. Such knowledge is both general and specific. (p.xxx)

Setting arbitrary rules about boundaries can be over-simplified, usually to the detriment of the clientsand communitiesthat
registered nurses serve. On the other hand, Mayerhoff (1971) wisely points out that we can only truly help when we know
the limits of our own powers, both personal and professional. Using principles, talking to others and questioning current
practicesaremoredifficult than simplerules. Aswith most other situationsinlife, however, these actionsmay |ead to better
decisions when boundaries are at stake. The following situation illustrates these points.

Nursing in a Rural Community

Joan and Marcy are registered nurses who practice in a health centre in Northern Alberta. Because of the small size of
the community, 1200 people, nearly everyone in town knows one another. Joan’s and Marcy's formal working hours
rotate between Monday to Friday 8:30to 4:30 or 11:00 a.m. to 7:00 p.m.. After hours, Joan and her colleague Marcy
take one week turns at being on-call for emergencies. The volunteer ambulance and the other nurseif available back up
the on-call nurse in instances of multiple emergencies, which are rare events.

ItisMarcy’ sweek on call. Joan is home making supper when she gets a phone call from Judy, her neighbour. Judy’s
four year old son, Jeremy, just fell off the couch, cutting hisface on the coffee table as he went down. Judy says, “ there's
blood all over hischin”, he's screaming, and she wants to know: What should she do?

Rather than tell Judy to call Marcy, Joan decides to deal with the request for help herself. She asks Judy for details
about the injury and when she isunableto get a clear picture of Jeremy’ s status she says she will run over to her house
and have a look at him.

| ssues:

» Hasa professional boundary been crossed or violated in this scenario? I f so, by whom?

* Arethe community’'s expectations of the nurses reasonable? Are the nurses’ expectations of themselves
reasonable?

e Do the nurses and the community have a common understanding of what an emergency is?

Discussion

Joan and Marcy realized that if they did not face their concerns about callsduring time off, they would keep getting calls,
and it could just get worse. Although they did not want to upset the community, many of whom were their friends, they
felt that they needed to do something in order to get sometimeoff. They met with the Town Council, and together decided
to post anotice in the Health Centre and on the front door that from now on, all calls after hours would be referred to the
nurseoncall. They also put anoticetothiseffectinthelocal newspaper, and spokewith asmany membersof thecommunity
as possible, to spread the word and explain their actions. Some people reacted poorly, expressing the belief that “When
we need you, you'’ ve got to be there.” Much to their surprise, however, more people indicated their understanding, and
promised to try to stick to the plan that had been devel oped. Joan and Marcy realized they would also need to stick to their
plan and keep explaining it to the community. They al so agreed to support each other so that they could set realistic limits
on their practices and stay in acommunity they both loved.
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Itisnot simpleto determinethelimitsof one’ sprofessional practice and personal life. The approach of these nursesensured
that the community still got needed nursing care - but not at the unreasonable expense of anyone concerned.

Determining Appropriate Professional Behaviors

Each nurse-client relationship isunique. Thereisno oneformulathat correctly judges boundary crossings as good or bad,
without considering all aspects of thetherapeutic relationship in each situation (AARN, 1996). Appropriate behavior must
bebased on general considerationssuch astheprofessional’ sintent, respect for confidentiality, client-patient advocacy, and
adherence to the CNA Code of Ethics for Registered Nurses.

Professional Boundary Violations

Boundary crossings may beinsignificant in asingleinstance, but there isthe potential to progressto aboundary violation
if thereisanincreasein the frequency or severity of the crossing (NCSBN, 1995, p. 37). The nurse bases the nurse-patient
relationship on the therapeutic needs of the patient, not on the needs of the nurse. Boundary violationsare clearly unethical
and need to be recognized as unacceptable. We must understand why boundary violations are unacceptable in order to
prevent unnecessary 0CCuUrrences.

Boundary violationsoccur whenthereisconfusion of the professional’ sneedswith the client’ sneeds. The professional
may userationalizationtojustify thebehavior. A boundary violationistypically characterized by: areversal of roles; secrecy;
the creation of adouble bind* for the client; and the indulgence of personal privilege by the professional (NCSBN, 1995,
p. 37).

* A doublebindiscreated for apatient when their situation iscompromised both by continuing and discontinuing ar elationship
with a professional.

When anurse uses arelationship to meet apersonal need, at the expense of the client, the relationship violatesthe limits of
atherapeutic connection. Boundary violations may be considered abuse (NANB, 1995, pp. 7-9; RNABC et al., 1995, pp.
15-17). Abuse of patients is professional misconduct according to the definition under Section 2(ag)(iii) of the
Registered NursesAct (2001, c. 10, s. 1) and isan ethical violation of ther egister ed nur se’ sprofessional code of ethics
(CNA, 1997).

Examples of Boundary Violations

Abuseisthe misuse of power or abetrayal of trust, respect, or intimacy between the nurse and the client which the nurse
or othersknow may cause, or could be reasonably expected to cause, physical or emotional harmto aclient (RNABCet al.,
1995). Whether deliberateor inadvertent, abuseof clientsinany formisunacceptableand should not betol erated. Examples
of different types of abuse are given below.

Physical Abuseinvolvestouching or exhibiting behaviorstowards clientsthat may be reasonably perceived by theclients,
nurses, or othersto be violent or to inflict physical harm. Inappropriate behaviors include, but are not limited to: hitting,
scratching, pushing, kicking, using force, biting, pinching, slapping, shaking, and/or handling a client in arough manner.

Physical Restraintsin patient care may be considered to be physical abuse. The College believes that policies of least
restraint should beusedinall client caresettings(CRNNS, 1995). L east restrai nt practicemeansthat all possiblealter native
interventionsar eexhausted beforedeciding to usearestraint. Harmful effectsof the overuse of restraintsare unacceptable
and include skin breakdown, immaobilization, urinary incontinence, increased agitation, physical and mental deterioration
and even death. Theuse of restraintsisjustifiable when all other possible measuresto prevent harm to the patient or others
have not worked. The nurse then uses the least restrictive step needed to keep the patient and others safe. For example, a
simple alteration in the environment of the wandering patient, such as locked doorsto off-limit areas, may keep the client
and others safe, yet still allow as much freedom as possible.

Resource allocation decisions can have significant impact for the safety and welfare of patients and clients receiving
health care (AARN, 1995; Caulfield, 1994; Jackman, 1995/96). Registered nurseswho believethat inadequate staff or other
resource problems are contributing to poor or unsafe care, including the incorrect use of restraints, have specific
responsibilities. These responsibilities include documenting and communicating their concerns, providing the best care
possible within the circumstances and advocating for necessary improvements (AARN, 1995; McL ean, 1995).
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Pointsto Ponder

I I
I I
| « Do you think that policies on restraint are clearly communicated and well followed in the health facilitiesyou |
| arefamiliar with? |
| + Do you think that inadequate staffing, lack of knowledge or lack of other resources ever contribute to poor or |
| unsafe care? |
| What would you do if you witnessed inappropriate use of restraints? |

Verbal Abuseiscommunication of anabusivenature. It includesbehavior or remarkstoward clientsthat may bereasonably
perceived by theclient, nurse, or othersto bedemeaning (sexually or otherwise), seductive, exploitive, insulting, derogatory,
and/or humiliating (CNO, 1994).

Emotional Abuseinvolves using verbal and non-verbal behaviors that demonstrate disrespect for the client and that are
reasonably perceived by the client, nurses, or othersto be emotionally harmful (CNO, 1994). Such behaviorsinclude, but
arenot limited to, sarcasm; intimidation; teasing or taunting; retaliati on; manipul ation; inappropriate posturing or gestures;
insensitivity to the client’s culture, race, religious practices, economic status, or education; insensitivity to the client’s
preferenceswithrespect to sex and family dynamics; and consciously deciding towithholdinformation that could contribute
totheclient’ swell-being. Flippant useof termsof endearment suchas” dear”, “ sweetheart” , and otherscan alsobepotential ly
offensive, demeaning, and disrespectful . Addressing peopl e casually without their permission can be amistake, and should
be discouraged.

r—-—— - — — — — — — A
Pointsto Ponder |

facilitiesyou are familiar with?

I
l. Do you think that policies on verbal and emotional abuse are clearly communicated and followed in the health I
I
| + What would you do if you witnessed verbal or emotional abuse? |

Sexual Abuseinvolvestouching clientsin amanner that may be reasonably perceived by the client, nurses, or othersto be
of asexual nature. It alsoincludesinitiating, encouraging, or engaginginsexual intercourseor other formsof physical sexual
contact with clients (CNO, 1994). The consequences of sexual relationships with professionals can be long term for
vulnerable patients and clients.

Financial Abuseinvolvestaking actions, with or without theinformed consent of aclient, that resultsin monetary, personal,
or other material benefit, gain, or profit to the nurse, or in monetary or personal material lossfor the client. Such behaviors
include, but arenot limited to: borrowing money or property from aclient; misappropriation or misuseof money or property;
withholding of finances through trickery or theft; forced sale of house or possessions; forced change of will; influence,
pressure, or coercion to obtain the client’ smoney or property; abuse of trusteeship, of bank accounts, of power of attorney,
or of guardianship (RNABC et al., 1995).

r—-—-——(——F—(—— Y — — — — — — — A
Pointsto Ponder

| e Should there be guidelines for registered nurses regarding financial abuse of clients? What would you
include in such guidelines? All of the above? Other issues?
|« Should these guidelines be clearly stated in professional guidelines? Institutional policy? Both? Elsewhere?

Neglect involves exhibiting behaviorstoward clientsthat may be reasonably perceived by the client, nurses, or othersto be
abreach of the professional’ sduty to care. Neglect occurswhen nursesfail to meet the basic needs of clientswho areunable
to meet their needs themselves. Such behaviorsinclude, but are not limited to: deliberate withholding of basic necessities
or care, such asclothing, food, fluid, needed aids of equipment, and medication. Neglect also occursthrough inappropriate
activitiessuch aswithhol ding communication, confining, isolating or ignoring theclient, denying theclient care, or denying
theclient privileges (RNABC et al., 1995). Thefollowing scenario illustrates how neglect can emerge in adifficult nurse-
client relationship. Professionals dealing with difficult patients need to recognize boundary signsthat say it istimeto get
help.



Neglect: A Common Price of Avoidance

Diane A., RN, was a young nurse on a Long Term Care Unit where high quality resident care was highly embraced
by management and staff. Thisvaluewasdifficult for Dianeto maintainwhenworkingwith Mr. Y., a58year oldresident
with many problems including a stroke, chronic lung disease, and possible brain damage. It wasn't possible to fully
determine his mental competence, but Mr. Y. required total assistance for all of his basic needs, including taking his
medications. He still possessed adequate swallowing abilities, but the nurse needed to placethe pillswith fluidsin his
mouth to ensure that he received his medications when required.

Whileproviding personal careto Mr. Y., staff found himto be unlikeable dueto his“ groping” ; he oftentouched them
in a sexually embar rassing manner with hisonly controllable arm. Although hismental competence was questionable,
he could communi cate experiences of physical pain caused by hisdisabilities, and heregularly needed pain medication
to keep his comfort level at its best.

Diane felt repulsed by this residents' behavior, and felt unable to do anything constructive about it. When pain
medication was warranted, she avoided Mr. Y. by waiting aslong as her conscience would allow. Whenever possible,
she would pass the request on to the RN on the next shift in order to avoid him entirely.

| ssues:

< Do you think that “difficult” or “unlikeable” patients and clients are more vulnerable to being neglected?
e Do you think that Dian€'s problems with Mr. Y had other solutions? What would you have done?
e What should Dian€'s colleagues do if they realize this neglect is occurring?

Discussion

Inappropriate sexual behavior may be an indicator of undetected physical problems (Philo, Richie, & Kaas; 1996). In
Mr. Y’scase, there are several possible medical explanationsfor hisbehavior. The underlying physical causes of Mr.
Y’s actions may not be completely understood, but it is possible that the nursing home staff can develop a plan to
reinforce appropriate behavior and limit distressing touching. Being able to provide the best care to Mr. Y without
subj ecting the staff to unacceptabl etouching dependson understanding hiscondition, planningindividualized care, and
having enough skilled staff to carry out the care plan.

Boundary Violations: Solutions and Options

Some Competencies Related to Professional Boundaries
In Nova Scotia, registered nurses are required to:

» beaccountable and responsible to the public for competent, safe, and ethical nursing practice
e possess and continually acquire competencies relevant to their own area of nursing practice

e demonstrate competencies relevant to their own area of nursing practice

e advocate for clientsin their relationship with the health care system (CRNNS, 1996)

Thepurposeof thissectionisto provideregistered nursesand otherswith guidancein dealing with situationswhereviol ations
of anurse-client relationship are suspected. Violations of professional boundariesmay take many forms. In considering the
following scenarios please refer to the CRNNS Decision-Making Framework on page 17.

| aminvolved in a situation that | believe violates professional boundaries.
You find yourself “caught” in a situation that you now believe violates professional boundaries. It may be that you find
yourself saying, “1 don’t know how | gotintothis’, but, you do know that it isnot ethical. What should you do? Asindicated

intheexcerptsfromthe CNA Code of Ethicsfor Registered Nursesbelow, andinthe CRNNS Decision-Making Framework,
your primary concern must always be the welfar e of the client.
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e “Nursesgive primary consideration to the welfare of clients” (CNA, 1997, p.20).

*  “Nurses....advocate health care environments that are conducive to ethical practice and to the health and well-being
of clients and othersin the setting” (CNA, 1997, p.22).

e “Nurses provide care directed first and foremost towards the health and well-being of the client” (CNA, 1997, p.8).

Regardless of your own apprehensions, you must act to restore the best interests of the client. Y ou may choose to discuss
the situation with atrusted nurse colleague who can help you to make ethical choices or you may notify a supervisor, who
may remove you from the situation and institute measures that will benefit the client.

Itisalso agood ideato discuss your concerns with the College. Professional staff may be consulted in confidence at
the CRNNS provincia office (902-491-9744 or toll free at 1-800-565-9744) to assist you to deal effectively with the
situation.

Clients, families, or other health care professionals may also have concerns that professional boundaries have been
violated. Evenif they areonly questioning thesituation, they need to know that they can discusstheir concernswith someone
in the setting. If that is not a suitable option for any reason, there should be no hesitation in contacting the CRNNS
Professional Practice & Policy Servicesfor confidential consultation.

My colleague/employee isinvolved in a situation that | believe violates professional boundaries.

Y ou believe that your co-worker isnot maintaining the best interests of aparticular client. What should you do? In making
adecision you should consider the following:

*  “When nurses have reasonable grounds for concern about the behaviour of colleagues.....they carefully review the
situation and take steps, individually or in partnership with others, to resolve the problem” (CNA, 1997, p.20).

*  Nurses support other nurses who act in good faith to protect clients from incompetent, unethical or unsafe care, and
advocate work environmentsin which nurses are treated with respect when they intervene” (CNA, 1997, p.21).

e “Nursesinterveneif othersfail to respect the dignity of clients.” (CNA, 1997, p.13)

Thenurseis obliged to ascertain the facts of the situation before deciding on the appropriate course of action. In deciding
on a course of action, relationships in the health care team should not be disrupted unnecessarily. If a situation can be
resolved, without peril to present or future clients, by direct discussion with the colleague involved then that discussion
should take place. If for any reason you are unable to confront the nurse directly, the next best step isto speak with the
immediate supervisor. Whoever you speak with, clarify aspects of the situation that are unclear, and ensure accurate
interpretation of the facts of the situation. Explain your reasons for concern, and stick to observable facts and their
relationship to patient care. Always be certain to follow appropriate agency mechanisms for reporting such incidents.

If discussion confirmsyour concernsand you continueto believethesituation violates professional boundaries, explain
your expectation that the situation will be resolved. If appropriate, offer your assistance. CRNNS staff can also provide
guidance on how to proceed in such a situation.

If the situation is not adequately resolved following discussion, take further action. For instance, the client with an
unresolved complaint needs to be informed of their right to pursue the concern with the agency, the College or the police,
asappropriate. If thesituation remainsuncorrected, registered nurseshold aprofessional responsibility toidentify concerns
about theindividual’ sconduct tothe Collegeof Registered Nursesof NovaScotia. Confidential consultationwiththeCollege
will enable you to determineif awritten complaint about the nurse’ s conduct is appropriate. Should awritten complaint be
necessary, the nurse involved should be notified that such areport is pending or proceeding.

Regardless of who isinvolved in aviolation of professional boundaries, it is always the responsibility of registered
nurse(s) aware of thesituationto actinthebest interestsof theclient. The College can provide needed assi stance and support
toclients, families, and other professional groupswith boundary concerns, and should be contacted. The Decision-Making
Framework which follows may be helpful in determining if a behaviour is appropriate.
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DECISION-MAKING FRAMEWORK
FOR APPROPRIATE PROFESSIONAL BEHAVIOUR

Identify the behaviour

in question

Is the behaviour consistent No
with the CNA Code of Ethics? ABSTAIN FROM BEHAVIQOUR

%Yes

Is the behaviour consistent
with CRNNS' Standards for
Nursing Practicd?

¢Yes

Is the behaviour consistent
with your duty to always actin ABSTAIN FROM BEHAVIOUR

ABSTAIN FROM BEHAVIOUR

the best interest of your client?

%Yes

Does the behaviour promote
client autonomy and self-
determma tion?

ABSTAIN FROM BEHAVIOUR

Yes

Is this a behaviour you would
want other people to know you
have engaged in with a client?

ABSTAIN FROM BEHAVIOUR




Conclusion

The nurse-client relationship is a therapeutic and professional one that is established to meet the health care needs of the
client. To properly acknowledge the trust, respect, intimacy, and power which characterize the therapeutic nurse-client
relationship, registered nurses need to be knowledgeable about professional boundaries and accountable for maintaining
them.

Boundary violations are never acceptable. They harm the nurse-patient relationship and contravene the nurse's
professional code of ethics. In dealing with boundary violations, the primary consideration of the registered nurseisthe
welfare of the patient.

Boundary crossings need to be evaluated on a case-by-case basis. Certain boundary crossings may be therapeutic.
Decisionsto crossprofessional boundariesfor therapeutic reasons should bedeliberate, time-limited choiceswhich clearly
contributeto clients' careinabeneficial manner. Wherethe benefit of aboundary crossingisnot clear, theregistered nurse
must exercise professional judgment to ensure the patient’ s welfare.

Asyou think about the examples that have been discussed in this paper, consider the following questions:

e Arethereareasof professional boundariesthat are best |eft to the professional judgment of individual registered
nurses? Why or why not?

e Arethereboundary crossings which should be dealt with by agency policy (e.g. gift-giving)? How should such
policies be developed - who should be involved?

e Shouldprofessional guidelinesfor boundary violationsbe based on rules(e.g. personal relationshipsare permitted
after a specific period of time) or on principles(e.g. personal relationshipsareappropriatewhen certain conditions
are met (the time period depends on the circumstances)?

Registered nurses can gain better understanding, recognition, and respect for professional boundaries by talking with

colleagues, withthe College, and most important of all, with the publicthey serve. Discussing professional boundary issues
openly will assist in the attainment of safe, competent, ethical nursing care for all Nova Scotians.
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Glossary

Abuse- themisuseof power or abetrayal of trust, respect, or intimacy betweenthenurseandtheclient whichthenurseknows
may cause, or be reasonably expected to cause, physical or emotional harm to a client (CNO, 1994)

Accountability - theability toexplainrational efor actionstakenthat isconsistent with theresponsibility for whichthenurse
contracted (AARN, 1991a)

Beneficence - the principle that outlines a person’s duty to act to benefit another (AARN, 1996)
Boundary crossing - an action or behavior which deviates from an established boundary in the nurse-client relationship.
Such actiong/behaviors may be acceptablein the context of meeting the client’ stherapeutic needs; even wherethe action or

behavior appears appropriate, it is not acceptable when it benefits the nurse at the expense of the client (CNO, 1994)

Boundary sign - actions, behaviors, or thoughtswhich arewarning signal sthat professional boundariesinaparticul ar nurse-
client relationship are in jeopardy or may already have been crossed

Boundary violation - actions or behaviors by aprofessional which use the relationship with the client to meet a personal
need of the professional at the expense of the client

Competency - the ability to demonstrate the requisite knowledge, skills and attitudes of registered nurses beginning to
practice (AARN, 1991)

Doublebind - adoublebindiscreatedfor apatient whentheir situationiscompromised both by continuing and discontinuing
arelationship with a professional

Emotional abuse - verbal and non-verbal behaviors that demonstrate disrespect for the client and that are reasonably
expected by the client, nurse, or others to be emotionally harmful (RNABC et al., 1995)

Ethical violation - abreach of professional behavior which resultsin unacceptable care, or deliberate wrong-doingin care
(CNA, 1991, under revision)

Financial abuse- actionstaken with or without theinformed consent of the client that result in monetary, personal, or other
material benefit, gain, or profit to the nurse, or in monetary or personal material loss for the client (RNABC et al., 1995)

Intimacy - meaningful knowledge and understanding of another based on a relationship of trust; in the nurse-client
relationship, intimacy istherapeutic, time-limited, and client-focused

Non-maleficence - the duty to do no harm and to protect others from harm (AARN, 1996)

Non-professional relationship - asocial relationship established and maintained by both partiesfor the purpose of mutual
interest and pleasure (RNABC et al., 1995)

Non-therapeutic relationship - arelationship that is not established or maintained to provide professional care

Nur se-client relationship - arelationship established and maintained by the nurse through therapeutic interactions which
enabl e the nurse to provide safe, competent, ethical nursing care

Patient/client - the person(s) to whom nursing activities are directed. This term may encompass groups, family, and/or
communities (AARN, 1991a)

Physical abuse - touching or exhibiting behaviorstowards clients of anature that may reasonably be perceived by clients,
nurses, or othersto be violent or to inflict harm (RNABC et al., 1995)

Power - the capacity to possess knowledge, to act, and to influence events based on one’ s ahilities, well being, education,
authority, place, or other personal attributes and privileges
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Principle - agoverning, foundational law of conduct to guide on€e’ s thinking and actions (AARN, 1996)

Professional boundaries- thoselineswhich separate therapeutic behavior of aprofessional from behavior which, whether
well intentioned or not, could detract from achievable health outcomes for patients and clients receiving nursing care

Respect - regard for persons as a fellow human beings with legitimate needs, wishes, and beliefs

Responsibility - the obligation to fulfill the terms of implied or explicit contractual agreement in accord with professional
and legal nursing standards (AARN, 1991)

Sexual abuse- touching clientsin amanner that may be reasonably perceived by clients, nurses, or othersto be of asexual
nature (RNABC et al., 1995); initiating, encouraging, or engaging in sexual intercourse or other forms of sexual physical
contact with clients (CNO, 1994)

Standardsfor nursing practice - statements which describe the desirable and achievable level of performance expected
of registered nursesin their practice (RNANS, 1996, p.1).

Therapeutic relationship - a relationship established and maintained with a client by the nurse through the use of
professional, knowledge, skills and attitudes in order to provide nursing care expected to contribute to the client’s health
outcomes

Trust - the faith placed in another based on one' s perceptions of their knowledge, skills, and attributes

Value- somethingwhichisesteemedfor itsown sake; broad i deal swhich establish correct directionsfor action (CNA, 1991,
under revision)

Verbal abuse - behavior or remarks towards clients that may reasonably be perceived by clients, nurses, or others to be
demeaning, seductive, exploitive, insulting, derogatory, or humiliating (CNO, 1994)
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Appendix A: Additional Professional Boundary Scenarios

Thescenarioswhich follow are provided asexamplesfor teaching or discussion between registered nurses, nurse educators
and their students, and others. They are not intended to have only “oneright answer”; several interpretations are possible
depending on which questions are asked. Commentary on the scenarios provides one possible interpretation for each
example. Please use the following questions and others of your own to provoke discussion on the factorsto be considered:

What are the needs of the patient?

Isthe nurse' s behavior therapeutic for that patient? Why/Why not?

Does the nurse’s behavior make it more or less likely that the needs of all of the patients will be met? Why/Why
not?

Arethere boundary signs that might alert the nurse to a possible boundary issue?

What are the differences between advocating for clientsand interfering with clients’ lives?

What would help the nurse differentiate between a helpful relationship and a potentially harmful onein each of
these instances?

Should boundary issues such as these be addressed by agency policy? the nurse’s professional judgment? Why/
Why not?

Peter: A Very Special Child

JaniceH., RN worked onalocked unit for disturbed children. One of the absol utes on the unit wasthat the entireteam
worked with a consistent approach with the children. This was because the children were quick to pick up on
inconsistencies and try to manipulate the system to obtain their own desires. Getting their needs met through
mani pulation prevented the children fromlear ningtotrust that they coul d get what they needed by healthy interactions
with staff.

his mother. They survived on the little she earned every month in her part time job washing dishes at a small cafein
the inner city.

ripped and threadbare. She spoke with Peter’ s mother who said that she had no money to buy necessities for Peter.
Janice, who had a particular fondnessfor her little patient, went to the mall that evening and bought a pair of warm,
fuzzy slippersand apair of thelatest style of jeans. The next mor ning she gavetheseitemsto Peter who threw hisarms
around her and gave her a sloppy kiss on the cheek.

Bernice informed Janice that she had been almost unable to work with Peter that day, because he refused to do
anything unless Janice told himto do it. Peter told Bernice that the only nurse that cared at all for himwas Janice,
because she bought him nice things. Bernice asked Janice why she had bought the items when there was a social
worker on the unit whose job is to look after such things. Janice thought about what Bernice had said and realized
that shewasright. She decided that she shoul d not have pur chased theitemsfor Peter, but should havereferred Peter’s
mother to the social worker for help.

Issuesto Consider:

Nursing staff in one agency took thoughtful action by asking auxiliary volunteersto put together “ care packages’ of
toiletries. These supplies could then be given to any residents unable to provide their own.

Peter, aged 11, was a freckle-faced patient on the unit. His parents were separated and he normally lived with

One day Janice arrived on the unit and noted that Peter was walking around in bare feet and that his jeans were

Much to Janice ssurprise, her colleague Bernice marched up to her that afternoon and asked if they could talk.

Does every resident get thisitem? Why or why not?
Aretheretoiletries and clothing available as needed for any patient who may need them, or just for special
ones the nurses are fond of ?
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Penny R.: Losing the Line Between Helper and Friend

Mary Beth W. was a new registered nurse on the psychiatric unit of the regional hospital. She had graduated
two years previously from a community college, and had been working on a casual basis on several medical-
surgical units of the hospital. She was delighted when she got a position on the psychiatric unit, however,
because shefelt her strongest skillswerein the psychosocial area and that she would really be helping people
who most needed her help.

Mary Beth was the primary nurse for Penny R., a patient with a long history of severe depression and
maladaptive behavior. Over Penny’s four month stay in the hospital, Mary Beth learned about Penny's
childhood and abusive marriage. Mary Beth was not quite accustomed to hearing the kind of lurid details that
Penny felt she needed to share with Mary Beth, but she knew that Penny needed to work through these things
by talking about them. Mary Beth noted the improvement in Penny and, finally, the day arrived for her to be
discharged from hospital. The plan was for Penny to continue with her counseling at an outpatient psychiatry
day program.

Two dayslater, Mary Beth bumped into Penny in the hospital cafeteria. Penny waslooking fragile and said
that, although her treatment was going well, she was having difficulty with finding a place to live and she was
very lonely. Mary Beth offered to assist Penny with apartment hunting and invited her home that evening for
dinner and to discussthe plans. Penny accepted. Within two weeks, Penny wasa regular visitor to Mary Beth's
and had become an accepted member of Mary Beth’s circle of friends.

One of Mary Beth’ sbest friends, Steve, was a self-starter, alwaysinvolvedina* get rich quick” scheme of
onesort or another. Steve introduced Penny to the products and the program. Penny, who still wasn’t thinking
too clearly, accessed her minimal life-savings, purchased the distributor package of products, and began to
work toward “ getting rich quick” . Because Penny knew almost no one in the community, her efforts were
unsuccessful and she was | eft pennilessand terribly unhappy. She spokewith her therapist about her plight and
the therapist was very concerned that another health care professional had indirectly caused Penny to get into
this situation. The therapist suggested that this was inappropriate behavior on behalf of the nurse, and that
Penny should speak with the College about the concerns.

Commentary on Scenarios

The nature of boundary crossings and violations may be related to the patient setting. Gallop (1993) arguesthat psychiatric
nursing differs from other domains of nursing. The Canadian Mental Health Association (1992) estimates that as many as
10% of mental health service providers take advantage of consumers. Most evidence is anecdotal reporting of complaints
to professional associations and survey studies of the general public and professional groups.

While the majority of concerns about taking advantage of patients has come from the area of mental health care,
difficultiesmay also occur in settingswhereclientsresidefor aperiod of time. Theseinclude physical rehabilitation centers
or settingswhere patientsrequire repeated episodic care, such asrenal dialysis, for example. Aswell, community and home
settings, wherethereislesssupervisionand morenurse/client exposure, may lead to problemsin maintaining the professional
relationship. Boundary violations can happen in avariety of situations, and can occur gradually over time, or suddenly in
amoment of opportunity (NCSBN, 1995).

One common form of boundary violation isthe dual role, where the professional assumes an additional roleinthelife
of the client, such asthat of afriend. The consequences for crossing boundaries can be traumatic for both the patient and
thenurse (Trudeau & Gafner, 1988). Even non-sexual dual relationshipsare potentially exploitive. Conflicts betweenroles
occur when expectations or responsibilities of onerole conflict with another. Such situations may result in the professional
losing objectivity and neglecting the well being of the client.

The continuum of professional behavior from under to over helpful (discussed on p. 5) illustrates that harm can occur
oneither end of thecontinuum (NCSBN, 1995). Neither patient inthe scenari osabovebenefited from theover hel pful actions
of the nurses concerned. In Penny’s case, real harms are evident. She has lost money and considerable trust in health
professionals; she has also lost important progressin her therapy.

In Peter’ s case, trust may be restored through the committed efforts of all the staff, including Janice. But unnecessary
distress has been created for both Peter and other nursing staff. Peter believes that the only nurse who cares about himis
Janice, and Janicefeels she haslost alot of trust with her co-workers as part of ateam. She knows she does not go to these
lengths for every client in similar need. She thinks more about why she went so far for Peter, when other options were
available.

In the end, Janice concludes that the clothes themselves were not so much the problem as the message she seemed to
givePeter alongwiththeclothes. Shewondersif her gift wasintendedtodo morethantell Peter that hewasspecial, something
shewantsevery childto feel. Sherealizesthat the problem may be that she wanted, too much, to be special to Peter herself.
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