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ABSTRACT 
 
The aim of this research is to capture the experience of psychiatrists with KPBs, 
identify training and supervision needs and to promote medical ethics. A cross 
sectional survey of all psychiatrists employed by Northhamptonshire Foundation 
Mental Health Trust (NHFT) was carried out. There was overall response rate of 
89% (Consultants 88% (35), Staff Grade and Associate Specialist (SAS) 87% (13) 
and Senior House Officer (SHO) 94% (15). Keeping Professional Boundaries 
(KPBs) is viewed as essential and non-negotiable by 60% (22) of responding 
consultants, 38% (8) Staff Grade and Associate Specialist (SAS) and 40% (6) 
Senior House Officers (SHO). 14% (7) all female consultants (had training in KPBs 
while 86% (28) consultants, 100% (13) Staff Grade and Associate Specialists (SAS) 
and 100% (14) Senior House Officers (SHOs) did not.  If they experience difficulty 
in KPB, 97% (34) consultants, 100% (13) Staff Grade and Associate Specialist 
(SAS) and 100% (15) Senior House Officers (SHO) believed that some clinicians 
will hesitate to seek advice.  If a colleague has difficulty in KPB, consultants 66% 
(23) are more likely to speak to line manager as compared with Staff Grade and 
Associate Specialists (SAS) 31% (4) and Senior House Officers (SHO) 13% (2). The 
results of the study revealed a training gap at various grades of psychiatrists. Local 
policies need to offer support and encourage clinicians to seek advice or express 
their concern whenever needed.  Promoting medical ethics should start in medical 
schools and should continue throughout the clinicians’ professional life.   
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INTRODUCTION  
 
Keeping Professional Boundaries (KPBs) is a very 
important ethical element in healthcare and is essential for 
healthcare professionals. Gutheil and Gabbard (1993) 
defined boundary violations as “boundary crossings” that is 
injurious to patients.  Unfortunately, it is not always easy to 
determine if a therapist has done something harmful.  

Certain activities might appear innocuous on the surface, 
yet, might impair a patients’ ability to feel safe in the 
therapist’s care. Boundary violation was used by Epstein 
(1994) to refer to any behaviour that infringes upon the 
primary goal of providing care and that might harm the 
patient, the therapist or the therapy itself.  

 Although   there   are   many   ways   that    a    therapeutic 

relationship could be misused, the literature focused 
primarily on therapists who eroticise the therapeutic 
relationship (Epstein, 1994).   

While working in UK as a consultant Psychiatrist, a 
traumatic event shocked all the trust as a female patient 
made a complaint to the police against her treating 
psychiatrist claiming that he took advantage of her 
vulnerability and had an affair with her. The accused 
consultant psychiatrist was known as a senior clinician 
(senior in age, years of experience and in management 
position). This news was a shock to all.  It appeared later 
that something happened and the case went before the UK 
General Medical Council (UKGMC) and the consultant was
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suspended and later struck off the medical register. I 
discussed with the medical director whether I can study 
this traumatic development as I was unsure about whether 
it would be appropriate to do that or not and he kindly 
encouraged me as such study may help the trust avoiding 
future events of this nature. Hence, I started the survey. 

Sexual misconduct usually begins with minor boundary 
violation. Boundary violation is injurious to patients and is 
likely to be harmful to doctors (EL-Adl, 2006). The 
relationship between psychiatrists and their patients is a 
very important and a special one (EL-Adl, 2006). Therefore, 
ethical rules to safeguard this relationship have been 
developed. This puts more responsibility on psychiatrists to 
keep this relationship within the ethical boundaries 
outlined by their professional body and employer.   

A UK study revealed that 40% of medical students think 
that sex between doctor and patient is acceptable (Goldie et 
al., 2004). In a questionnaire survey of psychotherapsists: 
45% admitted to touching their patients (exclusive of 
handshake), 32% accepted treating patients with whom 
they had had a social relationship, 19% reported engaging 
in personal relationships with patients after end of 
treatment, 17% told patients personal details of their life in 
order to impress them, 17% joined in activities with 
patients to deceive a third party for example, insurance 
company and 5.5 to 13.7% of male therapists admitted to 
engaging in sexual activity with patients.   

This ethical issue is not only important in The UK, Europe 
but has similar importance if not more in North America. 
The Massachusetts Board of Registration in medicine 

recently issued detailed guidelines on such matters as self-
disclosure, dual relationships, sexual relationships with 
patients, and other professional boundaries to help define 
for the public and profession the parameters of 
professional conduct in the practice of psychotherapy by 
physicians.  

There may be high profile cases or investigations in North 
America similar to those in UK. The Medical Board of 
California Action Report (2006): A psychiatrist had a 7-year 
affair with a patient diagnosed with schizophrenia and the 
doctor not only had sex with the patient had her procure 
prostitutes with whom he and the patient would have 
group sex. He paid for their services by providing them 
with prescriptions for controlled substances and went so 
far as to bill medical for the sexual encounters as group 
therapy. The doctor’s license was revoked and he was also 
criminally convicted of fraud. 

Issues related to KPBs are seen as sensitive. A psychiatric 
Senior House Officer (SHO) stated: “Most of us have not had 
any formal training on this subject either during 
undergraduate or postgraduate period (Withrana, 2006). In 
Mental Health with its special nature psychiatrists may feel 
vulnerable while facing difficulty in KPB and may hesitate 
to seek support. Providing appropriate training, support 
and supervision are essential to promote KPBs.   

The UK General Medical Council (UKGMC) prohibits any 

 
 
 
kind of sexual relationship to develop between doctors and 
their patients. In 2006, the GMC issued a warning to doctors 
about sexual relationship with patients (Sheather, 2006). 
The guidance says such a relationship "may be 
inappropriate irrespective of the length of time elapsed 

(Medical Ethics Department, 2008). This did not please 
everyone and stimulated a hot debate. The Royal College of 
Psychiatrists has given this area a high level of attention 
and published two reports in 2007 (CR101: Vulnerable 
patients, Safe Doctors (RCPsych, 2007) and CR145: Sexual 
boundary issues in psychiatric settings (Wallace et al, 
2007) (Guidelines of Australian Medical Association (AMA). 
 
 
Aims of the study 
 
The aims of this study are: 
 
1) To capture the experience and views of psychiatrists of 
various grades employed by Northamptonshire Mental 
Health NHS Trust (NHT); 
2) In relation to KPB and how to support them;     
3) To identify training and supervision needs; 
4) To promote medical ethics. 
 
 
MATERIALS AND METHODS 
 
A cross-sectional survey of all psychiatrists (71) employed 
by NHT at the study time using a responder friendly 
confidential questionnaire was carried out. An initial 
version of the questionnaire was prepared by EL-Adl 
(2006). After a pilot study of 7 clinicians including 3 
consultants, 2 Staff Grade and Associate Specialists (SAS) 
(subconsultant speciality non-training doctors) and 2 
Senior House Officers (SHOs) (trainee equivalent to 
residents in North America), a final user friendly version 
that was considered to serve the purpose of the 
questionnaire was concluded. 

The study sample consists of all psychiatrists employed 
by Northamptonshire Healthcare NHSF Trust during early 
2009. Northamptonshire Healthcare NHS Foundation Trust 
is a Mental Health Foundation Trust that serves a 
population of 65,000 citizens of Northamptonshire. It is 
situated in East England with two main acute inpatient 
units in Northampton and Kettering with 65 acute beds in 
each unit.    
 
 
RESULTS 
 
The study population included all 71 psychiatrists 
employed by Northamptonshire Foundation Mental Health 
Trust (NMHFHT) at the study time including (40 
consultants, 15 Staff Grade (Non-training, sub-consultant 
Grade) and 16 Senior House Officer (SHO) and a trainee 
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Figure 1: Map of UK in green colour with Northamptonshire in black colour. 

 
 

Table 1: Response rate. 
 

Targeted 
Consultants SAS SHO 

40 15 16 

Responded/ Targeted 35 (87%) 13 (86%) 15 (92%) 

Male 25 (71%) 7 (54%) 9 (60%) 

Female 10 (29%) 6 (46%) 6 (40%) 

% 88% 87% 94% 

Overall response rate 89% 
 

SAS: staff Grade and Associate Specialist, SHO: Senior House Officer. 
 
 
(Figure 1). The overall response rate is 89% (Consultants 
88% (35 of 40), Staff Grade and Associate Specialist Grade 
(SAS) 87% (13 of 15) and SHO 94% (15 of 16) (Table 1).   
 
 
Importance of keeping professional boundaries (KPBs)  
 
Out of responders: 60% believed that KPBs is essential and 
non-negotiable including: 21 consultants (38%), 5 SAS 
(38%) and 6 SHOs (40%) and 15 of them were females.  
100% of responding female consultants (10) believed that 
KPB is essential and non-negotiable while 45% of male 
consultants (11) agreed with this.   

On the other hand, 40% of the study sample believed that 
KPB is very important including: 13 consultants (37%), 5 
SAS (38%) and 7 SHOs (47%). However, a smaller group 

believed that KPBs is only important including: 1 consultant 
(3%), 3 SAS (24%) and 2 SHOs (13%) (Figure 2).  

Compared with other healthcare specialties: 83.3% 
believed that KPB in mental health is more difficult 
including 32 consultants (91%), 13 SAS (100%) and Senior 
House Officers (SHOs) (60%), 15 of them were females, 
while 77% believed that KPB in mental health is more 
important including 30 consultants (86%), 12 Staff Grade 
and Associate Specialists (SAS) (92%) and 8 Senior House 
Officers (SHO) (53%) (Figure 3). 

Previous training on KPBs revealed 95% of responders 
did not have training on KPBs including (86%) 30 
consultants, (100%) 13 SAS and (100%) 14 SHO. Of those 
who had previous training on KPB were 9 females (7 
consultants and two female SAS).  Those who reported 
having difficulty in KPB are 10 (29%) consultants, 4 (31%)
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Figure 2: Response rate according to gender and grade. M: male, F: female, TR: Total Response, TS: Total 
sample, SAS: staff Grade and Assistant Specialist, SHO: senior house officer. 
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Figure 3: Level of importance as perceived by Psychiatrists. Essential: essential and non-negotiable, 
VI: very Important, I: important. 

 
 
SAS and one (7%) SHO, of them 9 (60%) were females.   

Difficulty in KPBs revealed that out of those who reported 
difficulty, only 49% discussed this in their supervision 
including 9 (90%) consultants, 2 (50%) SAS and one (7%) 

SHO respectively.  If in future they experience difficulty in 
KPBs, 35 (100%) consultants, 10 (77%) SAS and 15 (100%) 
will discuss this in their supervision but only 25 (71%) 
consultants, 10 (77%) SAS and 8 (53%) SHO will discuss
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Table 2: Level of importance and degree of difficulty of KPBs in Mental health compared with other 
healthcare specialties.  

 

Grade 

Importance 

 

 

Difficulty 

More important 
Equally 

important 

Less 

important 

More 

difficult 

Equally 

difficult 

Less 

difficult 

Consultant 30 (85%) 5 (15%) 0 33 (94%) 2 (6%) 0 

SAS 12 (92%) 1 (8%) 0 12 (92%) 1 (8%) 0 

SHO 8 (55%) 7 (45%) 0 10 (66%) 5 (34%) 0 

Total 50 (71%) 13 (29%) 0 55 (77%) 8 (33%) 0 
  

SAS: Staff Grade and Associate Specialist, SHO: Senior House Officer. 
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Figure 4: Percentage of clinicians expected to hesitate to seek advice. Un: Unsure, Cons: Consultants, 
SAS: staff grade & Specialist, SHO: senior house officer. 

 
 
 this in appraisal (Table 2).   

Do you think some clinicians will hesitate to seek advice 
if they have difficulty in KPBs? 99% of the responders 
agreed including: 34 (97%) consultants, 13 (100%) SAS 
and 15 (100%) SHO (Figure 4). If you know of a colleague 
that has difficulty in KPBs, my action would be: A) Do 
nothing: 3 (20%) SHO; B) Speak with him/her in 
confidence: 12 (34%) consultants, 9 (69%) SAS and 67% 
(10) SHO; C) Inform line manager in confidence: 8 (23%) 
consultants and 2 (15.5%) SAS of whom 7 (70%) were 
females; D) Do B and C: 15 (43%) consultants, 2 (15.5%) 
SAS and 2 (13%) SHO. Option E (other) was not selected by 
any participant. 35 (100%) consultants, 12 (92%) SAS and 
13 (87%) SHO agreed that professional supervision should 
include issues related to KPBs but one (8%) SAS and 2 
(13%) SHO did not. When asked whether training on KPB 

should be mandatory? 100% (35) consultants, 69% (9) SAS 
and 10 (66%) SHO agreed but 4 (31%) SAS and 5 (34%) 
SHO did not, while female psychiatrists from all grades 
supported that, those who did not support this were all 
males.  
 
 
DISCUSSION 
 

Questionnaire surveys of clinical practice do not 
necessarily provide an accurate picture of clinical process 
and activity. Care professionals completing the 
questionnaires might feel that their services are being 
scrutinized and provide ‘acceptable answers. Larsen et al. 
(2001) shortened the duration of untreated first episode 
psychosis: changes in patient characteristics at treatment
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(Hall, 2001). This study questionnaire was confidential and 
focused on individual physicians experience, views and 
expectations. This is likely to help avoid or at least minimize 
such a tendency.  

Keeping Professional Boundaries (KPBs) is a very 
important ethical element in healthcare and is essential for 
all clinicians including psychiatrists at different grades.  
Reported incidents of boundaries crossing and abuse are 
low but are concentrated in general practice and 
psychological therapies (Halter et al., 2007). This may be 
due to various factors including: primary care is the gate for 
accessing healthcare and GPs are the frontline clinicians 
and individuals who attend psychological therapies are 
emotionally more vulnerable. Despite a number of high 
profile inquiries for example, regulators continue to receive 
allegations of sexual misconduct on the part of healthcare 
professionals towards patients or their careers. Research in 
this area has some limitations including: lack of agreed 
definitions, boundary violation which is usually covert; 
subjectivity of such research which relies on case reports 
may be inquiries.   

In a North American questionnaire survey of about 
10,000 physicians by Leslie (2010) responders to an 
interesting question: Could you become involved in a 
romantic/sexual relationship with a patient? They stated: 
yes. 0.8% said yes but not until at least 6 months after they 
stopped being a patient (11.7%), while 83.1 said no and 
that it depends (4.5%). This may reflect the lack of clear 
vision and understanding about differences of opinion 
among practicing physicians about their duties towards 
current and former patients. On one hand, some 
professional bodies allow development of a relationship 
with former patients. However, the most recent UK GMC 
(General Medical Council) warns doctors about having 
relationship with former patients and it came close to total 
ban. 

This may remind us with a previous UK study which 
revealed that 40% of medical students think that sex 
between doctor and patient is acceptable (Goldie et al., 
2004). The differences between UK medical students and 
North American Physicians in this study may not be limited 
to cultural but also to professional guidelines, personal 
knowledge and experience. 

Our study is a cross- sectional survey of all psychiatrists 
employed by NHFT. Its results may indicate that 
psychiatrists’ appreciation of the importance of keeping 
professional boundaries (KPBs) is not at the same level. It is 
possible that clinicians who do not believe that keeping 
professional boundaries (KPBs) is essential and non-
negotiable that is, ‘not a matter of personal discretion but a 
must do’ are likely to be at a relatively higher risk of facing 
difficulties in keeping professional boundaries (KPBs) and 
may hesitate to seek advice when facing some sort of 
difficulty in keeping professional boundaries (KPBs).   

Research has shown that professionals who have 
received   education/training  on   KPBs   are   less   likely  to  

 
 
 
offend (Halter et al., 2007). However, health professionals’ 
education and/or training in this area are widely perceived 
as inadequate (CHRE, 2008). The lack of formal training on 
KPBs was confirmed by the vast majority of responders 
who did not have previous training in KPB. This may 
explain why in this study all consultants and most of Staff 
grade and Associate Specialist (SAS) and Senior House 
Officers (SHO) agreed that training in keeping professional 
boundaries (KPBs) should be mandatory.   

Interestingly, all female consultants believed that keeping 
professional boundaries (KPBs) is essential and non-
negotiable. Those who had previous training on KPBs were 
all Females (9 ‘90%’ female psychiatrists 7”28%” 
consultants and 2 Staff Grade and Associate Specialists 
(SAS) while no male psychiatrists of any grade had previous 
training.   

Reporting a colleague to line manager when having 
difficulty in KPBs seemed to be an option that was taken 
more by responding females consultant psychiatrist, 10 
“100%” as compared with responding male consultant 
psychiatrists 11 “44%”. These findings may indicate that 
female gender is an important factor in promoting 
adherence to medical ethics as compared to male gender or 
is probably a protective factor. In the literature compared 
with men, women practitioners were approximately three 
times less likely to report misuse of their therapeutic 
relationship with patients (Epstein, 1994). 

About 30% of consultants and Staff Grade and Associate 
Specialists (SAS) but only one Senior House Officers (SHO) 
(7%) reported having difficulty in Keeping Professional 
Boundaries (KPBs). It is expected that with more seniority 
and experience of the clinician more numbers are likely to 
face difficulty. Previous research showed that self-reporting 
rates were considerably low (Halter et al., 2007).    This 
may raise an important question: Do these results reflect 
the real experience of clinicians or the tip of an iceberg?   

On the other hand, not all clinicians who reported having 
difficulty in keeping professional boundaries (KPBs) 
discussed their experience in supervision. About 90% of 
consultants and only 50% of SAS discussed this in their 
supervision. This may indicate that clinicians at higher 
seniority level are likely to discuss such difficulties in their 
supervision. This may highlight the important need to 
create a professional environment that would encourage 
clinicians especially those at lower seniority level to discuss 
such difficulties and seek advice in their supervision. The 
vast majority of clinicians stated that if in future they 
experience difficulty in KPB, they would discuss this in 
supervision but less numbers would discuss this in 
appraisal. This may indicate that there is lack of clarity 
about where to discuss difficulties in KPB. Interestingly, 
97% of responders agreed that when facing difficulty in 
KPBs, some clinicians will hesitate to seek advice. This 
agrees with previous research findings of Halter et al. 
(2007). 

In the literature, between 38 to 52% of health
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professionals report knowing of colleagues who have been 
sexually involved with patients (Halter et al., 2007). This 
figure may not be accurate as several professionals may be 
citing the same case.  Professionals had little knowledge 
about how to handle situations involving sexual boundary 
violation and many would not report colleagues (CHRE, 
2008). In this study, when asked about their action if they 
know of a colleague having difficulty in KPBs, clinicians’ 
response varied between do nothing; speak in confidence to 
this colleague and/or to line manager. This is an important 
finding that agrees with the literature.  This raises lots of 
concern and may highlight either the limited awareness of 
the UK GMC guidelines and doctors’ duty in such situation 
or for whatever reason doctors may not feel able to follow 
these guidelines. Therefore, training in the area of KPB 
should include not only how to be vigilant and avoid traps 
but also how and when to seek advice and what to do if a 
colleague has difficulty in KPBs. 

A recent controversial study conducted in UK by Yates 
and James  (2010) entitled “Risk factors at medical school 
for subsequent professional misconduct: multi-centre 
retrospective case-control study” published in the BMJ 
Yates and James  concluded: “This small study suggests that 
male sex, a lower socio-economic background and early 
academic difficulties at medical school could be risk factors 
for subsequent professional misconduct. The findings are 
preliminary and should be interpreted with caution. Most 
doctors with risk factors will not come before the UK 
General Medical Council (UKGMC) disciplinary panels”. 

However, this small yet controversial study stimulated a 
hot debate about Stereotyping. I must say this was a 
interesting study but small one and its results are far from 
drawing a conclusion (EL-Adl, 2010). One of the main 
concerns was creating a profile of the suspected doctor that 
may be inaccurate and leads to harmful results (Leslie, 
2010). Stewart (2010) emphasized the importance of 
medical ethics education in medical schools (Yates and 
James, 2010). 
 
 
Conclusion  
 
KPBs is a very important area with regards training, 
supervision and research gaps, which need to be addressed 
through various local and national policies. The 
responsibility to promote good medical practice and 
medical ethics including KPB is a shared responsibility by 
the individual clinician, employer, licensing body (UK 
General Medical Council, CPSO: College of Physicians and 
Surgeons Ontario), defence organizations and other 
relevant professional bodies. Promoting medical ethics 
should start in the medical school and continue as an 
ongoing process throughout clinicians’ professional life.   
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