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Abstract
Aims

Therapeutic alliance ruptures, due to boundary problems, and premature drop-
out, from therapy, are common with clients who have a diagnosis of borderline
personality disorder, limiting the effectiveness of psychological interventions.
Therefore, it is hoped that researching clients’ perspectives will promote
therapeutic relationships that are more clinically effective with people attracting
this diagnosis. The intention of this research study is to contribute to
contemporary understanding of therapeutic relationships, and boundaries, from
the viewpoint of clients with the diagnosis of borderline personality disorder.

Literature Review

The review identified that the diagnosis of borderline personality disorder, and the
topic of therapeutic boundaries, are both related to ever changing and developing
cultural norms. The research literature appeared, surprisingly, virtually non-
existent in the specialist area of clients’ perspectives upon boundaries.
Therefore, this study offered a ground-breaking opportunity to bridge some of the
fissures, between research on therapy and therapeutic practice, specifically in

relation to therapeutic boundaries and borderline personality disorder.

Methodology

Q methodology was used to explore discourses about borderline personality
disordered participants’ views regarding therapeutic boundaries. A two-stage
research methodology was adopted with the first stage involving online focus
groups with 19 participants. The second stage of the study, involved an online Q
sort procedure with 28 participants, and was partly informed by participants’
views that were generated during the online focus groups. The research
emphasised the effectiveness of Q methodology, with advantages over more
traditional quantitative research methods, for identifying and understanding

complex beliefs about therapeutic boundaries.



Findings

Four statistically distinct factors emerged from the Q methodology which

represented the experiences and understandings, of therapeutic boundaries, for

the participants in this study. These findings are discussed in the thesis and

recommendations for therapists are outlined. The discourses, of these four

factors, can be simplistically summarised as the following:

A.

“HEDGE":

“CHICKEN MESH":

. “BARBED WIRE":

. “BRICK WALL":

Participants believed that boundaries should be
flexible, evolving and ‘firm-but-fair.’ A balance
between thick and thin boundaries.

Participants thought that boundaries could be pushed,
and crossed, but did not wish to totally violate them.
Thin boundaries.

Participants maintained a stance of contradictory and
extreme viewpoints, which may inadvertently involve
the (re)creation of damaging relationships.
Fluctuation between thick and thin boundaries.
Participants assumed a position that was rigid,
emotionally and/or physically distant. Thick

boundaries.
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Researcher Statement

It feels appropriate to begin this Counselling Psychology Doctorate thesis, on the
topic of therapeutic boundaries, by saying something about my own motivation
for pursuing this research area. This self-disclosure, which seems to parallel the
ethical boundary dilemmas often faced by therapists when working with clients
(ie. to self-disclose or to not self-disclose), is particularly important for reflexive
research practice. | wish to share with the reader about how | became interested
in researching this topic alongside my own understanding of therapeutic
boundaries. In my opinion, transparency and reflexive practice underpin both the
qualitative research paradigm and the profession of Counselling Psychology.
Attending to these process issues has often been neglected in research literature
and this parallels the research bias towards issues of ‘content’ rather than
‘process’ during therapeutic interventions with clients. It is hoped that my
openness about my personal motivations will allow the process and outcomes of

the research to be more open to rigorous evaluation by others.

After leaving University, but prior to my Doctorate training in Counselling
Psychology, | worked as a National Health Service (NHS) Assistant Clinical
Psychologist, within a Learning Disability setting, which | found incredibly

enjoyable and rewarding. This experience allowed me to become more aware of

the importance of relationships, within a clinical setting, and the value of
modelling ‘appropriate’ boundaries for learning disabled clients. However, this
was my first experience of working for the NHS and | started to become
increasingly aware of, and frustrated by, how influential and prominent the
medical model was, and continues to be, within the NHS and the United
Kingdom. [ believe my frustrations were borne out of my own growing awareness
of the limitations of the medical model. Some people are willing to accept that
they suffer from illnesses, such as ‘personality disorder,” and accept the language
of the medical model which talks about diagnoses and treatments. | accept that

some people may get comfort and reassurance through having diagnostic labels
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attached to them. However, | remain constructively critical of these ideas and
believe that it can seem offensive that human distress is interpreted as an illness
and ‘diagnosed.” However, | acknowledge that diagnostic labels can be useful in
order to access services, but these labels can also cause discrimination and
stigmatisation. Overall, | would like to think that people have a right to interpret
their experiences, in their own way, and to be allowed to receive therapeutic
intervention in response to their individual understandings and experiences.

| chose to leave my post as an Assistant Clinical Psychologist, after one year, as
| had been offered a job working at a service for adults attracting the diagnosis of
personality disorder. Through this work | became increasingly aware that
boundaries that seemed ‘common sense’ to me were sometimes viewed
differently by other colleagues and clients. For example, sexual relationships
between staff and clients occurred on a couple of occasions which were, in my
opinion, highly inappropriate. Another example, which heightened my critical
awareness of therapeutic boundaries, was the boundary of touch. During my
time at this personality disorder service it was accepted, and encouraged by
members of the Management team, that clients and staff hugged each other
many times during a work-shift, which | felt was not therapeutically appropriate.
Although all major professional organisations currently declare sexual
relationships between therapists and clients as unethical, there are no firm ethical
guidelines on the use of appropriate and therapeutic forms of touch (Durana,
1998). McRae (2008) corroborates this point by stating that “within the body of
limited empirical research there is no consensus for or against the use of touch,
though it is obvious that touch in the treatment room continues” (p.4). Working at
this personality disorder service provided my main inspiration for researching
therapeutic boundaries, as | wished to try to understand other people’s
perspectives, alongside heightening my own self-awareness of my own views,

about boundaries.
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At this stage | wish to share with the reader my own views about therapeutic
boundaries, in order to clarify my interest in this research area. | believe that, to
work ethically with clients, a professional needs to have consistent, but humane,
boundaries. However, | believe that it is important to state that my own
understanding of therapeutic boundaries has both influenced and been
influenced by this research study. | believe that everyone's temperamental
differences and personal histories affect our relational styles. Therefore, both
clients’ and therapists’ preferences and expectations of boundaries need to be, in
my opinion, negotiated. Therefore, | believe in a context-based, flexible yet
relatively consistent approach to boundaries as in my opinion, rigid
implementation of boundaries decreases therapeutic effectiveness. | support
Lazarus’ (1994) view that “One of the worst professional or ethical violations is

that of permitting current risk-management principles to take precedence over
human interventions” (p.260).

During my time at the personality disorder service | began to think further about
which area of Applied Psychology | wished to specialise in. It seems important to
say a few words about my own motivation for training in Counselling Psychology
and how this relates to the current research topic. In the chapter “The Dumbing

Down of Psychology,” Zur (2005) states that:

“Graduate school professors endlessly quibble about which orientation
is superior rather than teach students to intervene according to the
client's condition, situation, personality, and culture. As a result,
instead of thoughtful, knowledgeable, and sensitive therapists who are
able to think critically, form intimate connections with their clients, ana
effectively employ proven clinical interventions, graduate schools
mostly spit out highly technical, ethically and morally insensate,
frightened, and theoretically rigid therapists ... the dumbing down of
our profession is virtually assured” (p.274).
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Llewelyn and Gardner (2009) add further weight to this idea in their article from
the Clinical Psychology Forum. They state that:

‘the notion of a character-based approach to Psychologists’
professional development in managing boundaries and ethical
dilemmas, which explicitly addresses the need to cultivate good
practical wisdom, is certainly intriguing, especially in the context of
competency and skill-based frameworks for inducting people into the
profession” (p.8).

My undergraduate Psychology degree, and the emphasis of Psychology as a
‘Science,’ focused me on the well established profession of Clinical Psychology
for working clinically with clients. In addition, my undergraduate degree, which
focussed on ‘empirical research,’” brain-washed me into believing that it had the
power to uncover complicated areas of human behaviour. Therefore, Psychology
clinical research, and the work of contemporary United Kingdom Clinical
Psychologists, seemed more preoccupied with quantifiably analysing the
effectiveness of therapy, rather than studying the process issues within, and
between, therapist and client.  Overall, my growing awareness left me feeling
that there were huge gaps in Psychology research, and practice, which neglected
human relationships. These insights drove me to find out more about other areas

of Postgraduate training, in Psychology, which resulted in my ultimate

commitment to train in Counselling Psychology.

Counselling Psychology is a values-based profession that has placed the
therapeutic relationship at the centre of its professional philosophy. It is a
relatively new profession, in the United Kingdom, with the creation of the Biritish
Psychological Society (BPS) Division of Counselling Psychology, in 1994. The
rapid expansion of this profession, demonstrated by the figures reported in the
British Psychological Society Annual Report (BPS, 2009), seems to reflect that
other Psychologists acknowledge that relationships and humanity seem to have

17



been neglected, within psychology, in the past. One major finding that has
emerged repeatedly from process-outcome research, is that despite differences
in theory and technique, the main approaches to therapy appear overall to work
equally well. There is a substantial amount of research literature demonstrating
that the outcomes of different therapies, with different populations, are equivalent
(Hubble et al, 1999). However, there has been opposition to this growing body of
evidence (Rachman and Wilson, 1980) but this finding continues to accumulate
support (Marzillier, 2004). This finding, often called the ‘equivalence paradox,’
seems to suggest that there may be common factors in different therapeutic
approaches that are more significant than their differences. Personal qualities of
the therapist, and their relationship with the client, appear to be the most obvious
common factors. My chosen career path, as a Counselling Psychologist, reflects
the importance that | place upon therapeutic relationships and the associated
process issues.

After | had been accepted onto the Doctorate training programme in Counselling
Psychology | chose to complete, during my first year, a Masters level thesis
about how clinicians’ resolve ethical boundary dilemmas when working with
personality disordered clients (Boyle, 2007). The results from this study, using a
grounded theory methodology, showed that, when participants were faced with
situations that they had dealt with in an appropriate and professional manner,
they had found ethically challenging, they looked for assistance from others
(seeking assistance) and they attempted to weigh up the therapeutic value
(therapeutic reasoning) of their possible interventions. Both seeking assistance
and therapeutic reasoning seemed to be ways in which the participants
safeguarded their integrity. The first two themes: seeking assistance and
therapeutic reasoning, can be thought of as ‘processes’ and the third theme of
integrity was a ‘value.” Therefore, this current Doctorate level thesis builds upon
this previous research but | have deliberately emphasised clients’ perspectives
due to the fact that | strive to adopt client-centred values. | endeavour to make
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client-centred best practice central to my work with clients and to the profession

of Counselling Psychology.

My work as a Psychologist is based upon a pluralistic approach, underpinned by
a person-centred philosophy. However, | am currently a NHS employee, within a
Clinical Psychology service, and | feel that | sometimes struggle to adhere to my
personal philosophy, due to organisational and contextual pressures. The issue
of pluralism, in psychological therapy provision, is especially relevant today in the
United Kingdom and for my own professional practice, because of the
introduction of new NHS ‘Improving Access to Psychological Therapies' (IAPT)
Services. Also, during the final few months of completing this research thesis
write-up | was fortunate enough to be offered, and subsequently accepted, a
‘qualified’ Psychologist position within an IAPT Service. In the United Kingdom,
recent NHS initiatives such as the new |IAPT services and 'practice-based
commissioning’ are radically transforming state provided Psychology services.
The aim of IAPT is to help people achieve improved mental health and well-
being, thus improving their ability to gain and/or maintain employment.
However, in this context, 'psychological therapies,’ means evidence-based
treatments as outlined in the National Institute for Clinical Excellence (NICE)
guidelines which is currently brief Cognitive Behaviour Therapy (CBT). These
initiatives and reforms have the potential to influence psychological therapy
service provision in the United Kingdom, both within and outside of the NHS and
seem largely to neglect what is being researched in this thesis: client

experiences.

Overall, in my opinion, we can not hope to understand how therapy facilitates
change without asking clients about their experiences. However, within the
United Kingdom's NHS therapy provision there seems to be a contradiction.
Within the NHS emphasis is placed upon evidence-based treatments with a focus
upon outcomes and measurement of symptoms and/or behaviours, for example,

practice based commissioning. However, there also seems to be an emphasis
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upon service users’ choice and them being able to choose treatments. If clients
are only offered one therapy, such as CBT, this puts clients in a compromised
position where the implicit message is that what is being offered is the only
treatment that can work. In addition, service-user views in health service
provision and clients’ experiences are increasingly acknowledged as valuable in
providing an understanding of what works. Therefore, it seems like a very
appropriate time to reflect upon issues of choice being in tension with evidence-
based guidelines in the United Kingdom's NHS.

The chapters that follow chart the process and outcomes for the research inquiry
that | officially began three years ago, as part of my Doctorate training, but my
prior experiences, including first-hand experiences of the challenges of
establishing therapeutic relationships, and boundary management, with
borderline personality disordered clients, were invaluable. These experiences
allowed me to conclude that management of boundaries is at the heart of
therapeutic relationships, influenced by contextual and personal factors and
needs to be dynamic and flexible, yet consistent. | believe that my knowledge
and experience of working in the personality disorder field, for approximately four
years, adds further credibility to the study. This is because it minimises the
difficulties that may occur when the researcher is the stranger in a strange land
(Lincoln and Guba, 1989%). Therefore, my journey, regarding therapeutic
boundaries, started long before commencing my Counselling Psychology training

programme and | look forward to it continuing for many more years to come.
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CHAPTER 1
Introduction

“It is a profound mistake to think that everything has been
discovered; as well think the horizon the boundary of the
world” (p.120).

Lemierre cited by Edwards (2007)

1.1 Background to the Research

Personality disorders are possibly one of the most controversial mental health
conditions. Classification, diagnosis and treatment are all topics that are hotly
debated by researchers and clinicians. In recent years political and media
interest has heightened these perceived controversies. Frequently, this interest
appears to have negative connotations and 'forgets' about the individual person
with the personality disorder. People living with the personality disorder
diagnosis are rarely focussed upon in order to gather their perspectives. This
seems to be a glaring omission and it is hoped that this thesis will contribute
towards the research evidence-base, which allows the perspectives, of clients
attracting the borderline personality disorder diagnosis, to be gathered. In light of
the above-mentioned controversies it is hoped that this thesis may help reclaim

some humanity for people diagnosed with a personality disorder.

It seems important to recognise, within this introductory chapter, that one of the
reasons the ‘personality disorder’ diagnosis stirs controversy is because it seems
to imply that someone's whole personality is flawed. Personality refers to
“enduring patterns of cognition, emotion, motivation, and behaviour that are
activated in particular circumstances” (Heim and Westen, 2009, p.17). Many
people argue that it is impossible to treat someone's ‘personality’ and that it is
wrong to apply medical terms and treatments to a personality (MIND, 2009).

Clients sometimes find it more acceptable when personality disorders are
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reframed, so that it is the symptoms of a personality disorder that are treated,
rather than the person as a whole. Due to the focus of this thesis it is not
possible to debate the ethics here of the label of personality disorder. Interested
readers may locate further information, about current perspectives on personality
disorders, in ‘Personality Disorders in Modern Life’ (Millon, Grossman, Millon,
Meagher and Ramnath, 2004).

In the United Kingdom, recent reforms to the Mental Health Act (2007) have
further fuelled controversies around personality disorders. Proposals to reform
the Mental Health Act (1983), in England and Wales, seemed to grow out of the
public outcry regarding some brutal murders committed by individuals diagnosed
with a personality disorder. Individuals with personality disorders had been
considered untreatable under the 1983 version of the Mental Health Act and the
authorities had no power to detain them. A very famous example is the case of
Michael Stone, who was diagnosed with antisocial personality disorder. He was
convicted in 1998 of double murder and attempted murder. The high profile
publicity surrounding cases such as Michael Stone, and subsequent proposals to

reform the Mental Health Act, seem to have tarnished public perceptions of all

‘personality disorders.’

The Mental Health Act 2007, in contrast to the Mental Health Act 1983, has an
inclusive definition of mental disorder that enables the detainment of individuals
with all forms of personality disorders, in the same way as those with mental
iliness. Moran (2002) argued that these reforms offered “further marginalization

of an already disadvantaged section of society” (p.9). Overall, these changes to
the Mental Health Act reflect the power of the medical model, which can be
utilised to oppress individuals, within contemporary society. Therefore, it seems
increasingly pertinent to advocate for disempowered sections of society, such as
those with personality disorders, through conducting research that enables these
valuable perspectives to be expressed.
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There are various publications that are currently driving initiatives in relation to
the treatment of personality disorders. For example, the National Service
Framework for adult mental health services (Department of Health, 1999; 2004)
outlines mental health professionals' responsibilities to provide evidence-based
effective services to those who experience significant distress, or difficulties, as a
result of a personality disorder. There is a clear message in a document
authored by the National Institute for Mental Health in England (2003) that, for
effective therapeutic relationships to be formed with personality disordered
clients, professionals need appropriate training to fully understand personality
disorder, to become confident with working with this client group. “Breaking the
Cycle of Rejection, the Personality Disorder Capabilities Framework™ (NIMHE,
2003) and “The Capable Practitioner’ (Lindley, O’Halloran and Juriansz, 2001)
provide an outline of the type of capabilities required by staff to successfully
engage with personality disordered clients. However, they do not provide
specific detail on how to build, and maintain, effective and well boundaried

therapeutic relationships with clients attracting the personality disorder diagnosis.

Additionally, the debate on the meaning, experience, and management of
therapeutic boundaries continues to provoke lively discussions. This seems to
be due to the fact that psychological therapy occurs within the context of human
relationships and ethical guidelines could never hope to account for all of the

deep complexities that are possible. The discipline of Counselling Psychology
has a firm value-base, that is grounded in the primacy of the therapeutic alliance,
and boundaries are essential for establishing and maintaining therapeutic
relationships. It has been proposed that personality disorders are associated
with “pushing the limits” (Bender, 2005, p.73), particularly the borderline
personality disorder diagnosis. This is perhaps unsurprising, as the borderline
personality disorder diagnosis is predominantly based on a pervasive pattern of
instability of interpersonal relationships, self-image, and affects, and marked
impulsivity (American Psychiatric Association, 2000). Therapeutic alliance

ruptures, due to boundary problems, and premature drop-out, from therapy, are
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common with clients who have a diagnosis of borderline personality disorder,
limiting the effectiveness of psychological interventions. Therefore, it is hoped
that researching borderline personality disorder clients’ perspectives will promote
therapeutic relationships that are more clinically effective with this client group.

Finally, the client perspective is an increasing component of healthcare planning,
delivery and evaluation in the United Kingdom. For example, the National Patient
Survey Programme, co-ordinated by the Care Quality Commission, gathers
feedback from patients on different aspects of their experience, across a variety
of services and/or settings in the NHS. However, it is notable that clients’ views
about therapeutic encounters seem to have been largely neglected. It could be
argued that this has left a considerable gap between therapeutic practice and
research. Counselling Psychologists are trained to recognise social contexts
and discrimination and aim to work in ways that empower others. Therefore, it is
hoped that this research thesis will contribute to the growing literature (e.g.
Duncan, Miller and Sparks, 2004) that acknowledges the importance of

researching clients’ views in order to inform clinical practice.

1.2 Defining Terms

In order to provide clarity, for this thesis, a number of central concepts have been
detailed below. Three concepts that are referred to throughout this study are
‘Counselling Psychology’, ‘Therapy’ and ‘Therapeutic Alliance’. Clarification of

each of these concepts is provided below. Alternative terms, that may be used to

refer to the same concepts, are also mentioned.
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1.2.1 Counselling Psychology

It is important to share an understanding of the author’s professional background,
as a Counselling Psychologist in Training, as this will have inevitably influenced
the subject of inquiry. The profession of Counselling Psychology aligns itself
with both a 'reflective-practitioner’ model and a ‘scientist-practitioner’ model of
practice (Woolfe, Dryden and Strawbridge, 2003, p.645). However, despite
stressing the importance of an empirical basis for theory and practice,
Counselling Psychologists are also critical of traditional views of science.
Counselling Psychologists do not believe that there is one objective ‘truth’, so the
discipline of Counselling Psychology is able to embrace all of the traditional
approaches to psychological interventions (e.g. humanistic, psychodynamic and
cognitive-behavioural) with each making a valuable contribution. Therefore,
Counselling Psychology advocates a theoretically pluralistic approach but
historically it is rooted in the humanistic tradition. This means that clients’
individuality and subijectivity, the client-therapist relationship and the person of

the therapist are central to the therapeutic process.

The definition offered within the Professional Practice Guidelines of the BPS’s
Division of Counselling Psychology (2005) states that:

“Counselling psychology has developed as a branch of professional
psychological practice strongly influenced by human science
research as well as the principal psychotherapeutic traditions.
Counselling psychology draws upon and seeks to develop
phenomenological models of practice and enquiry in addition to that
of traditional scientific psychology. It continues to develop models of
practice and research which marry the scientific demand for rigorous
empirical enquiry with a firm value base grounded in the primacy of

the counselling or psychotherapeutic relationship” (p.1).
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1.2.2 Therapy

Therapy iIs a term that can have many meanings and a number of alternative

terms are used to reflect services of a similar nature. The word ‘therapy’, for the
purposes of this thesis, could be substituted for other generic terms such as
‘counselling,” ‘psychotherapy,” and ‘psychological therapy.” The broad definition
offered by the United Kingdom Council for Psychotherapy (2009) states:

“Psychotherapy aims to help clients gain insight into their difficulties
or distress, establish a greater understanding of their motivation, and
enable them to find more appropriate ways of coping or bring about

changes in their thinking and behaviour” (p.1).

In addition, the British Association for Counselling and Psychotherapy (2009)
clarify that therapy takes place when:

“...a counsellor sees a client in a private and confidential setting to
explore a difficulty the client is having, distress they may be
experiencing or perhaps their dissatisfaction with life, or loss of a
sense of direction and purpose. It is always at the request of the
client as no one can properly be 'sent’ for counselling” (p.1).

1.2.3 Therapeutic Alliance

The following definition captures the essence of the therapeutic alliance: “A
mutual collaboration between patient and the therapist in pursuit of common

therapeutic goals, the therapeutic alliance is a critical ingredient in the success of
psychotherapy” (Gabbard and Wilkinson, 1994; p. 40). Gutheil and Havens
(1979) described the therapeutic relationship, using psychoanalytic language, In
a way that seems useful for attempting to understand the therapeutic alliance
with clients attracting the diagnosis of personality disorder. According to Guthell
and Havens’ conceptualisation, a client’s ability to form an alliance arises from
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“the therapeutic split in the ego which allows the analyst to work with the healthier
elements in the patient against resistance and pathology” (p.479). This
conceptualisation is useful because it recognises that there may be parts of a

personality disordered client's personality functioning that make therapeutic
relationships difficult. This will be discussed further in the main body of the

thesis.

1.3 Style and Presentation of the Thesis

The use of medical language, such as ‘personality disorder,’ can be problematic
from a social constructionist perspective. By referring to individuals as
personality disordered this thesis may inadvertently contribute to the literature
that serves to pathologise, stigmatise and de-humanise these individuals.
Therefore, the language within this thesis sometimes refers to ‘clients diagnosed
with personality disorder’ but attempts are made at de-stigmatisation through the
additional use of expressions such as ‘clients who have attracted the personality
disorder diagnosis.” The author is very aware that this expression has been
borrowed from a Clinical Psychologist colleague, which demonstrates that other
mental health professionals are aware of the importance of language. The
content of this study could be viewed as constructing an illness, of personality
disorder, through using medical discourse, such as ‘diagnosis,” ‘treatment,” and
‘disorder.’ Therefore, these thoughts have been included as an
acknowledgement that language used within this thesis will inevitably construct
people with borderline personality disorder in a particular fashion. It should be
noted that some authors use the terms ‘patient’ or ‘service user while others
prefer ‘client.” The term client has been adopted throughout this thesis, as the

author perceives it to be a more respectful term.

Throughout this thesis attempts have been made to write a piece of work that,
despite its length, remains comprehensible and sound for the reader. Therefore,

the structure has been kept as simple as possible, jargon avoided when it was
considered unnecessary and attempts have been made to guide the reader
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through each chapter. The writing style is consciously, relatively informal, where
appropriate, in order to make this research accessible to as many people as
possible. This style is in keeping with the phenomenon being discussed and may
‘push the boundaries’ of what has been expected regarding academic and
scientific psychology research in the past. Therefore, attention is paid to the
author’'s relationship with the reader of this thesis, which is consistent with the
philosophy of Counselling Psychology. However, it is important to accentuate
that this approach has been adopted without losing the rigorous nature of an
academic piece of research.

1.4 Overview

This thesis adheres to most of the traditional conventions that exist within
academic settings. In particular the write-up of this thesis adheres to the
conventions of the Publication Manual of the American Psychological Association
(APA, 2001). As detailed in the contents page there are six major chapters to the
work (‘Introduction,’ ‘Literature Review,” ‘Methodology,’ ‘Presentation of Findings,’
‘Discussion,” and ‘Reflection.’). These sections offer the framework, or
boundaries, for the work that has been conducted. The ‘Introduction’ chapter
reflects upon the context within which this research is conducted. The ‘Literature
Review' then presents an overview of the existing research in this area and
outlines the specific questions that are addressed by this study. The

‘Methodology’ moves on to discuss how the questions that have been proposed
are to be answered. In particular, this section describes the philosophy behind
this research study and the means by which these abstract concepts are applied
in practice. The ‘Presentation of Findings’ chapter presents a descriptive
summary of the data that has been collected. Numerical data is utilised, within
this chapter, to provide a broad indication of the findings, while verbatim
examples are used to give the reader a vivid sense of the phenomena being
described. The ‘Discussion’ offers a critical overview of the project by reflecting
back to the work presented within the ‘Literature Review’ and ‘Methodology’ to
discuss the research study as a whole. In addition, the limitations and potential
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avenues for further exploration are outlined within this chapter. Finally, the last
chapter, entitled ‘Reflection’ offers reflexive insights about the thesis and the

overall research process.
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Chapter 2

Literature Review

“...clear and consistent therapeutic boundaries is for such
patients much like a buoy in stormy, chaotic seas: that is, the
only stable object to cling to for miles” (p.270).
Borys (1994)

2.1 Introduction

The previous chapter provided an introduction to the basic rationale and focus of
this thesis. The aim of the present chapter is to consider, and evaluate, the
relevant existing literature, through a critical review. Therefore, this chapter will
begin very broadly by exploring the research, and narratives, relating to the
perspectives of therapy clients. The literature pertaining to therapeutic
boundaries will then be reviewed and the final section of Chapter 2 will consider
the context of personality disorders and evaluate the small number of studies that
have explored borderline personality disordered clients’ experiences of therapy.
Overall, the purpose of this chapter is to enable the reader to deduce how the
research questions were developed for this thesis. This chapter will end with a

summary regarding the current research aims alongside the reasons why this

thesis offers such a compelling area of research inquiry.

It has been stated that the quality of any literature review depends upon the
quality of the studies that it includes (Jones, 2004). In this chapter a thorough
summary of the existing literature is provided, based upon searches using books,
paper archives and online databases (predominantly PsychINFO, Medline and
Google Scholar). These searches extend the academic knowledge, and sources,
that had been acquired during the author's years of working in professional
Psychology. The aim of the strategy was to identify informative and well
evidenced literature in relation to clients’ experiences of therapy, and therapeutic

boundaries, particularly in relation to borderline personality disordered clients. In
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order to offer general background information, regarding the development of
thesis aims, this chapter will firstly explore the previous literature about clients'

perspectives on therapy.

2.2 Client Perspectives

“It is the clients, not the therapists, who make treatment work. As a
result, treatment should be organised around their resources,

perceptions, experiences, and ideas” (p.11).

(Duncan and Miller, 2004).

2.2.1 Introduction to Client Perspectives

The United Kingdom media reflects a society that is increasingly concerned
about psychological health. Magazines such as Psychologies; health articles and
supplements In the national press,; reality television programmes that focus on
improving people’s relationships; debates on radio and a variety of websites and
self-help books all raise awareness of the benefits of nurturing our psychological
health. National political debate, such as the United Kingdom government's multi-
million pound investment in new Improving Access to Psychological Therapy
services, is embracing mental health, wellbeing and the provision of
psychological therapies. Researching clients’ perspectives on therapy is
consistent with the National Health Service objective of involving service users in

the planning and delivery of mental health services (Department of Health, 1999).
Government led models of good practice call for the involvement of clients in

service planning and decision-making processes (Department of Health, 1999,
2000; Faulkner and Layzell, 2000). At the local level, initiatives and consultations

that aim to engage patients and the public in service design processes are
raising awareness and giving a voice to the public, that is generally in favour of

improving provision. Therefore, it seems important to be aware of these current
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trends and provide a platform for clients’ viewpoints including through the current
research.

Overall, significant differences have been reported between clients’ and
therapist’'s interpretations of clients’ experiences of therapy (Gershefski, Arnkoff,
Glass and Elkin, 1996). Therefore, as therapists and clients do not seem to
match in their assessments of how therapy is progressing, this appears to add
further evidence to researching clients’ perspectives. Clients’ perspectives on
therapy have been neglected, and more recently, received limited attention in
therapy process research (e.g. Clarke, Rees and Hardy, 2004). Messari and
Hallam (2003) corroborate this belief, stating that “One neglected area of
research is participants’ experience of therapy” p. 172. This appears to be
reflective of the influential power of the traditional positivistic paradigm in
research, as introduced in the ‘Researcher Statement’ section of this thesis,
which emphasises ‘reliable’ quantitative measures of research but neglects
qualitative in-depth understandings of personal meanings and experiences.
Therefore, early studies into therapeutic processes primarily used quantitative
techniques, such as rating scales, which only allow respondents to answer using

researcher-defined categories. More recent studies have utilised qualitative

methods, such as interviews, to increase understanding of subjective
experiences within therapy (e.g. Lietaer, 1992). The next section of this chapter
explores some of these studies in order to portray what has been previously
researched, regarding clients' experiences of therapy, and highlight potential

gaps in knowledge.

2.2.2 Helpful and Hindering Aspects of Therapy

In an early review of the literature, Elliott and James (1989), found that the helpful
factors, most often reported by clients across different therapy modalities, were
the interpersonal aspects of therapy. A number of studies that support this

finding will be appraised next. Glass and Arnkoff (2000) studied six American
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clients’ views about what they found helpful and unhelpful in mental health
treatment. Research procedures are unclear. However, interview methods were
used for two clients and the remaining four clients' views were summarised from
written sources. Interestingly, no specific interventions were highlighted, but

clients spoke about the personal characteristics and interpersonal behaviour of
therapists. Glass and Arnkoff (2000) concluded that clients found the most helpful

therapist characteristics to be warmth, acceptance, kindness, patience, empathy,
compassion and genuineness. Also, the context of therapy was considered
important, whereby clients found a protective setting where they could feel safe,
helpful. In addition, problem solving skills, promotion of choice and personal
responsibility and expressions of hope and encouragement were perceived as
helpful. The focus will now be placed upon the hindering aspects of therapy in
Glass and Arnkoff's (2000) study.

Glass and Arnkoff (2000) stated that clients believed that unhelpful aspects of
therapy were therapists being judgemental and making assumptions,
demonstrating a cold, rote, or impersonal manner, showing a lack of respect and
coming across as superior, within therapy. Also, therapists’ reluctance to explore
sensitive areas, such as abuse, or communicating disbelief about clients’
experiences, were considered unhelpful aspects of therapy. The Glass and
Arnkoff (2000) publication offers a positive and valuable starting point for
acknowledging and reviewing clients’ experiences in therapy. However, four of
the clients spoke mainly about therapeutic interventions during hospitalisation,
while two clients focussed upon outpatient experiences and these differing
therapeutic contexts may have influenced findings. Also, the authors do not
adequately explain their methodology, for summarising helpful and unhelpful
themes from these six clients’ accounts. Overall, further studies are required,
with a greater number of participants, before findings can be generalised to other
therapy clients. Another, more recent study, exploring helpful aspects of therapy
was carried out by Manthei (2007), and will be detailed in the following

paragraph.
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Manthei (2007) studied clients’ experiences of therapy using questionnaires and
semi-structured interviews. Twenty therapy clients, who were seen at a walk-in
agency, in a mid-sized city in New Zealand, participated in the study. Having a
constructive working relationship was important to all of the clients interviewed.
Clients tended to depict therapists who met the clients’ perceived needs, or
demonstrated similarity to them, as reasons for good therapeutic alliances.
Manthet (2007) states that therapists are being assessed by clients in much the
same way as they are assessing their clients “...mutual appraisal is normal in any
social interaction, but it is sometimes easy for counsellors to forget that it
happens in counselling, as they concentrate on focussing their attention and
appraisal skills on clients and their presenting difficulties” (p.6). The author
concluded that “clients are decisive, self-motivated, skilled, and active
participants in the process of resolving their difficulties” (p.22). It is important to
recoghise that there are some limitations to this study, such as most of the
sample being in therapy with the same therapist, due to being the only person
employed on a full-time basis at the walk-in agency. Also, there was a time-delay
between clients completing their therapy and being interviewed, which may have
compromised the data. However, Manthei's (2007) research offers additional
evidence for the importance of the interpersonal aspects in therapy.

A further example of a study investigating clients' perspectives is Messari and
Hallam’'s (2003) study, exploring clients’ understanding and experience of
cognitive behaviour therapy for psychosis. Four inpatients and one outpatient,
who received CBT for psychosis, were interviewed, using a semi-structured
format and transcripts were analysed using discourse analysis. The way that

clients viewed themselves in relation to their therapist was focussed upon. Most
participants saw the therapist as ‘a healer who reduced distress’ and described a

trusting, equal relationship. Clients generally experienced therapy as a
collaborative, educational experience enabling alternative ways of viewing

events. Traditional cognitive behaviour therapists do not focus upon the
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processes within the therapeutic relationship (Gilbert and Leahy, 2007).
However, participants in this study described the relationship as an ‘integral part
of the context of therapy.’ In terms of generalisability of these results it needs to
be recognised that participants were primarily inpatients, who had been
hospitalised for one to two years in a specialist unit. Therefore, other client
groups, such as those who live in the community, might experience therapy
differently.  However, the in-depth analysis of the clients’ experiences in this
study allowed an exploration of views that could not have been conducted
through the general statements of brief satisfaction questionnaires. The thesis
will now divert attention, from studies which have primarily concentrated on client
perceptions of helpful aspects of therapy, to hindering aspects during therapeutic
encounters.

It has been stated that clients do not easily talk about their hindering experiences
in therapy (Levitt, 2002), and tend to hide negative reactions (Farber, 2003). This
may be due to the nature of memory, whereby, if clients experience the overall
outcome of therapy as positive, their memories may cast a positive glow on all
aspects of therapy (Henkelman and Paulson, 2006). Farber, Khurgin-Bott and
Feldman (2009), writing in a paper about survivors of childhood sexual abuse,
state that clients with personality disorders may find it difficult to let their
therapists know when therapy is not going well and may act out their frustrations
(e.g. by terminating therapy or missing sessions) rather than speaking about
them with their therapist. Therefore, this adds even further weight for the need,
by researchers and therapists, to actively research clients’ therapy experiences.

Studies supporting these ideas will be examined next.

Paulson, Everall and Stuart (2001), investigated client perceptions of hindering
experiences in therapy. In-depth interviews and concept mapping techniques
were used. Eight adult clients were asked about what was unhelpful, or

hindering, in therapy, and what would have made it more helpful? A further
sample of twenty participants was then asked to sort and rate statements derived
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from the interviews. The analysis produced three core aspects of therapy that
clients found unhelpful. These were therapists’ behaviours, external and
structural barriers and client variables. Thematic clusters developed by
participants included concerns about vulnerability, barriers to feeling understood,
lack of connection, lack of responsiveness and negative therapist behaviours.
These themes emerged as Paulson et al (2001) allowed the participants to guide
the thematic conceptualisations. Strengths of this study included the fact that the
research took place in a naturalistic therapy setting, increasing ecological validity.
In addition the data was not coded using predetermined categories which meant
that categories emerged from the data. This meant that the concepts were not
restricted by the researchers’ framework. The relational aspect of therapy was
highlighted by this study and it showed that much can be learned from clients’
assessments of therapy. This is further demonstrated by the research of Pope-
Davis et al (2002), outlined below.

Cultural sensitivity seems to be another neglected area in therapy research. This
is particularly relevant for this thesis, as will be explained in more detail later in
this chapter, personality disorders have been conceptualised as “an enduring
pattern of inner experience and behaviour that deviates markedly from the
expectations of the individual's culture” (DSM-IV-TR, APA, 2000). Pope-Dauvis et
al (2002), developed a theoretical model of clients’ experiences accounting for
cultural differences. They used qualitative interviews and grounded theory to
develop a model of clients’ perspectives of multicultural therapy. Clients in the
study were ten undergraduate students who participated in two interviews each.
This model was based on a core category of ‘Client's Needs,” which critically
influenced the interaction between ‘Client Characteristics,” ‘Client-Counsellor
Relationship,” ‘Client Process’ and ‘Client Appraisals.’ Therefore, clients’
experiences of therapy were dependent upon their self-identified needs and upon
how well the therapist met these needs. In this model, if culture is seen as a
contributory factor for the client’s difficulties, the client may prefer a therapist from

the same background. Therefore, in the model, perceptions and choices for the
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clients are partly based on how the client sees their own culture impacting upon
their difficulties and partly on the cultural competence of the therapist. This
representation of the experiences of these ten participants offers a valuable
starting point for further research in this area. Perhaps a combination of
qualitative and quantitative research might further deepen researchers’

knowledge about this and the other research areas outlined above.

2.3 Therapeutic Boundaries

‘Fixed boundary positions that set up and maintain a protective
distance may well serve the safety factor admirably, but is likely to be
deleterious to therapeutic involvement and outcome” (p.142).

(Hermansson, 1997)

2.3.1 Introduction to Therapeutic Boundaries

Boundaries are generally recognisable in everyday life. For example, individuals
do not normally telephone a friend in the middle of the night, unless there is an
emergency, or walk into neighbours homes without knocking on the door first.
These social boundaries exist to make people feel more comfortable with others.
In therapy, it could be argued that boundaries exist for comfort and to protect the
therapeutic experience. In contemporary therapy the word ‘boundary’ is now
part of the everyday language of the field but it seems to evoke thoughts about
boundary violations such as sexual exploitation (Hermansson, 1997).

In addition, boundaries are now a central feature of personality theory, as
Hartmann et al (1991), identified boundary thickness as an important dimension
of personality. According to Hartmann, boundaries can be imaginary lines we
experience in our minds to differentiate between different concepts. Some
people have very thick lines, with categories that are clearly separate and

distinct, while others have very thin lines with categories blurring into each other.
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For example, category boundaries can be seen as black and white, such as
being young or old while others see things more in shades of grey and you could
be both at the same time. Hartmann (1997), defines therapy as a space with
thick boundaries around it within which boundaries can be safely thinned and
psychological work can be done. This section of the chapter will now attempt to
define boundaries within therapeutic relationships.

Boundaries are critical to the therapeutic relationship as they protect the client,
the therapist and the therapeutic process (Smith and Fitzpatrick, 1995). The use
of the term boundary, within the therapeutic context, implies that there are limits
to what therapists can ethically do. However, there does not seem to be any
clear agreement, or definition, for these boundaries. It appears that the reason
for this may be due to the fact that boundaries can be defined differently, by each
therapist, based upon individual, social, cultural, theoretical and administrative
factors (Gutheil and Gabbard, 1998; Zur, 2007). For the purpose of this thesis,
boundaries will be defined as the therapeutic limits that allow for the protection of
clients’ best interests. The reason for setting, and maintaining boundaries, is to
ensure that therapy is client-centred and not motivated by therapist needs or
agendas (Harper and Steadman, 2003; Smith and Fitzpatrick, 1995). Zur (2009),
further elaborates upon the meaning, and definition, of boundaries by stating that

boundaries in therapy:

“...define the therapeutic-fiduciary relationships or what has been
referred to as the "therapeutic frame." They distinguish psychotherapy
from social, familial, sexual, business and many other types of
relationships. Some boundaries are drawn around the therapeutic
relationships and include concerns with time and place of sessions,
fees and confidentialty or privacy. Boundaries of another sort are
drawn between therapists and clients rather than around them and
include therapists’ self-disclosure, physical contact (i.e., touch), giving
and receiving gifts, contact outside of the normal therapy session and
proximity of therapist and client during sessions” (p.1).
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When boundaries are functioning well they tend to go unnoticed but most
individuals recognise when someone has crossed the line and violated their
sense of self (Epstein, 1994). According to Sampson, McCubbin and Tyrer
(2006, p.242), a standard therapeutic frame will involve setting boundaries in the

following areas:

Timing of sessions.

Length of sessions.

Length of contract.

Location of sessions.

Setting of sessions.
Confidentiality.

Privacy.

The purpose, or goals, of therapy.

© ®© N O 0 B~ W DdD =

The essential tasks, responsibilities and interpersonal boundaries of the
therapist.
The essential tasks, responsibilities and interpersonal boundaries of the

Y
O

client.

Different therapeutic orientations may debate the rigidity of boundaries, but
knowledge of developmental psychology may provide further helpful insights
here. Vygotsky (1978), proposed that effective learning in childhood requires a
secure, but responsive, framework in order for the child to explore and develop.
Therefore, this framework, or set of boundaries, should not be too rigid or too
flexible, but should adapt to the child's stage of development. Therefore, it
seems to be increasingly recognised that due to the nature of the therapeutic

process a degree of boundary crossing is demanded for therapeutic gain

(Hermansson, 1997).

All of the main contemporary therapeutic approaches, such as CBT, Humanistic
and Psychodynamic therapy, seem to agree on certain boundaries in therapy.
For example, Llewelyn and Gardner (2009) propose that:
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1. "Client and therapist should not be sexually intimate or touch each other
apart from perhaps a handshake; do not normally share food or alcohol;
should not have another relationship (such as being neighbours or
employers);

2. Therapy time should be reasonably sacrosanct;

3. Therapists should not disclose much about themselves or talk about their
own problems;

4. Confidentiality should be maintained:

5. Therapy should take place in a professional, neutral setting;

6. Therapists should not gain financially beyond what has been agreed by
contract” (p.d).

Gabbard and Lester (1999), distinguish between boundary violations and
boundary crossings in therapy. Boundary crossing refers to any move away from
traditional ‘only in the office’ therapy, or deviation from rigid risk-management
protocols. Boundary crossing includes therapist self-disclosure, home visits, non-
sexual touch and gift giving etc. Boundary violations occur when therapists cross
the line of appropriate and ethical behaviour, such as violating or exploiting
clients e.g. illegal breaches of confidentiality, financial exploitation and engaging
in sexual relationships. Overall, it appears that boundary crossings, and
violations, exist on a continuum ranging from adaptive (therapeutically useful
boundary crossings) to maladaptive (non therapeutic boundary violations).
Therefore, ethical considerations by therapists are imperative in order to manage
the multitude of dilemmas that may be presented in therapy. These ethical
considerations will be discussed next.

In current therapeutic practice ethical considerations are fundamental to the work
being conducted. Often it is the more powerful person who defines the
therapeutic boundaries i.e. the therapist. Many clients do not know the limits or
the ‘rules’ of therapeutic relationships. Therefore, professional organisations
publish codes of ethics in order to establish where boundaries should lie. The
Health Professions Council (HPC), which is the statutory regulator for Practitioner
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Psychologists in the United Kingdom, publication ‘Standards of Proficiency for
Practitioner Psychologists’, states that Counselling Psychologists must ‘be able
to recognise appropriate boundaries and understand the dynamics of power
(HPC, 2009; p.6). Therapists are responsible for setting and maintaining
professional boundaries, creating power asymmetry, and the BPS states that
ethics are related to the control of power; “Clearly, not all clients are powerless,
but many are disadvantaged by lack of knowledge and certainty.” (BPS Code of
Ethics and Conduct, 2006, p.6). Therefore, boundaries determine the context for
power, authority, trust, and dependence (Peariman and Saakvithe, 1995).
Harper (2006), writing about working with survivors of child abuse, stated that it
can be therapeutically beneficial to negotiate therapeutic boundaries with clients
and to facilitate clients' understanding about therapeutic boundaries. Overall, it is
evident that contemporary therapists can have slightly different attitudes
regarding boundaries. However, the history of attitudes towards therapeutic
boundaries is even more diverse and will be presented in the next section of this

chapter.

2.3.2 History of Attitudes Towards Therapeutic Boundaries

The history of therapeutic boundaries has witnessed many debates and changes
around the subject. For example, Freud advocated for strict psychoanalytically
based therapeutic boundaries, yet he crossed many of these boundaries. There
is a famous example where Freud offered a meal to his client known as the ‘Rat
Man' and gave gifts to some of his clients. Both Winnicott and Ferenczi touched

their clients and Jung, apparently, slept with some of his clients (Gutheil and
Gabbard, 1993). In the 1930's there seems to have been a shift in the debate on
therapeutic boundaries because Freud became concerned with the image of
psychoanalysis, which was a relatively new discipline. According to Zur (2007),
Freud expelled two prominent Psychiatrists from the International Psychoanalytic
Association for kissing and touching clients. Zur (2008), states that “...concerns
with therapeutic boundaries came to the forefront of the field after Gestalt
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therapy, with Frederick Perls at the helm, which became enormously popular
during the sexual revolution of the 1960s” (p.7). Apparently, it was common for
therapists and clients to have sexual relationships at this time. It seems that
there was pressure on Psychology to provide guidelines for therapists’ conduct
as a result of the apparently permissive attitudes of the 1960’s and 1970’s.
Therefore, Gutheill and Gabbard (1993) report that agencies were developed to
articulate boundaries and therapists were instructed to avoid sexual relationships
with clients and avoid dual relationships.

In the 1980's there was a shift towards ‘risk management’ in medicine and this
had a knock-on effect for therapy. Therefore, according to Pope and Vasquez
(1998), crossing boundaries, such as gift giving, touch and dual relationships,
was seen as hazardous, from a risk management viewpoint and a first step in the
‘slippery slope’ towards sexual relationships and causing harm. However, during
the 1990's, it was acknowledged by many that boundary crossings, such as
limited self-disclosure, could be clinically helpful. Also, some ‘dual-relationships’
might be unavoidable due to people living in small towns, etc. Therefore,
professional associations for therapy started to be more flexible about dual
relationships. From the mid 1990’s onwards there seem to be two main positions
on therapeutic boundaries. The United Kingdom NHS, risk management experts
and psychoanalytically oriented therapists support clearly defined boundaries.
However, a growing number of professionals advocate for flexible boundaries as
they can aid clinical interventions when applied ethically (e.g. Knapp and
VandeCreek, 2006). The history and debates surrounding therapeutic
boundaries continue. However, at present, it seems that flexible and context-
based approaches towards boundaries appear to be adopted by a growing
number of therapists in the United Kingdom and further afield. Many
contemporary therapists believe that boundary maintenance is one of the most
important experiences for clients in therapy, as clients learn that they are capable
of having mature relationships in which a clear distinction is made between
themselves and others (Binder, 2004; Wiliams, 1997). This section has
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concentrated on therapists’ developing views about boundaries. Unfortunately, it
Is not possible to report clients' possibly changing attitudes, over the years, as
this area has been severely neglected in the literature until very recent years.
Therefore, the following section in this chapter will centre attention on the limited

literature pertaining to clients' views about therapeutic boundaries.

2.3.3 Clients’' Experience of Therapeutic Boundaries

Research regarding boundaries, in clinical practice, has primarily focussed upon
the medical field (e.g. Hurst et al, 2005; 2007), rather than experiences and
implications of boundaries in mental health. Clinicians’ experiences (Bennett,
Parry and Ryle, 2006) and clients’ experiences of therapeutic boundaries have
been severely neglected with clients’ perceptions receiving the least research
attention. Also, the majority of research about therapeutic boundaries has
focussed on professional practice in the United States (e.g. Zur, 2007, 2008,
2009). Overall, the experiences of clients seem to have been largely neglected
in the research literature. However, there has been a handful of research studies
that have indirectly focussed upon ‘boundaries,’ within therapeutic relationships,
such as clients’ perspectives on touch, in therapy. Previous research literature,
regarding boundaries, has predominantly focussed upon therapist touch and self-
disclosure and these studies will be outlined below.

2.3.3.1 Therapist Self-Disclosure

The use of therapist self-disclosure continues to be debated by therapists of
different therapeutic disciplines. Even the definition of what constitutes self-
disclosure continues to be debated. For the purpose of this thesis, self-
disclosure is “...an interaction in which the therapist reveals personal information
about him/herself, and/or reveals reactions and responses to the client as they
arise In the session” (Knox et al, 1997, p.275). The most traditional of

psychoanalytic positions support the proposal that therapists should be like a
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mirror to their clients and any deviation, including self-disclosure, is incorrect and
unethical (Langs, 1979; Rothstein, 1997). However, most Humanistic therapists
would support the position that self-disclosure is expected and desirable as a
way to exhibit congruence (Rogers, 1961) and transparency (Jourard, 1971). In
addition, Feminist therapy values self-disclosure as a way to reduce the power
imbalance between therapist and client (Mahalik, van Ormer and Simi, 2000).
Therapist self-disclosure seems to be viewed with caution as some believe it
could interfere with professionalism and the therapeutic process (Peterson,
2002). However, therapy process literature has described disclosure as a
‘oromising element’ in terms of the counsellor's contribution to the therapeutic
relationship (Norcross, 2002). Appropriate use of disclosure is important, from
an ethical standpoint (Peterson, 2002). Within therapeutic relationships it is
expected that the client is the primary discloser and the therapist reveals little
about themselves. A therapist revealing personal information about themselves
could potentially alter the therapeutic boundaries between therapist and client.
The most common reason for not disclosing is that it might remove the focus

from the client, burden or confuse the client, or blur boundaries between therapist
and client (Mathews, 1989; Simone et al, 1998).

Therapist disclosure has been researched frequently (Watkins, 1990), but has
most often used non-client participants in contrived therapeutic sessions
(Robitschek and McCarthy, 1991). This has meant that the experience of clients,
in genuine therapy sessions, has not been adequately researched. However,
Knox et al (1997) conducted a qualitative analysis of client perceptions of
therapist self-disclosure in therapy. They interviewed thirteen clients twice, early
and later in therapeutic relationships, using a semi-structured interview format
and found that many clients perceived limited therapist self-disclosure as a
valued aspect of therapy. This is consistent with Hill, Helms, Tichenor, Spiegel,
O'Grady and Perry (1988) who conducted a rare study on actual therapy and
found that therapist self-disclosure occurred only 1 percent of the time, but
received the highest client helpfulness ratings. Knox et al (1997) used a

Consensual Qualitative Research methodology. They found that clients thought
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that helpful disclosures included personal, non-immediate information which
allowed the client to perceive the therapist as more real and human and brought
balance to the relationship. Clients in this study found that self-disclosure could
offer a model for change or allow additional insight into their own problems.
However, it was reported that some clients thought self-disclosure produced
negative effects on the therapeutic process in terms of reactions to the
disclosure, or feelings about the therapist. For example, “One client, for instance,
was wary about therapy boundaries and questioned <ns1:XMLFault xmlns:ns1="http://cxf.apache.org/bindings/xformat"><ns1:faultstring xmlns:ns1="http://cxf.apache.org/bindings/xformat">java.lang.OutOfMemoryError: Java heap space</ns1:faultstring></ns1:XMLFault>