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Heading Off Boundary Problems:
Clinical Supervision as Risk Management
RRoobbeerrtt  WWaallkkeerr,,  MM..SS..WW..,,  LL..CC..SS..WW..
JJaammeess  JJ..  CCllaarrkk,,  PPhh..DD..,,  LL..CC..SS..WW..

Mental health professionals
deal with the intimate per-
sonal matters of their cli-

ents, and they enjoy the privilege to
practice because their endeavors
promote the common good. The
benefits of prestige and a special role
in society carry a duty to safeguard
the welfare of the public. The pledge
to protect the public good, reflected
in the Hippocratic Oath, exists from
antiquity, and it binds the profession-
al to a purpose beyond personal grat-
ification (1,2). 

Today the law recognizes this spe-
cial role by defining a fiduciary rela-
tionship between the expert profes-
sional and the vulnerable client (3,4).
The fiduciary responsibility puts the
relationship in an ethical framework
that bars the professional from self-

dealing and from situations in which
his or her personal interest conflicts
with the client’s (3,5). The profession-
al is prohibited from exploiting a
client and must refrain from actions
that might be harmful to the client
(6). This prohibition implies that mi-
nor harm can lead to serious harm (7). 

Gutheil and Gabbard (8) have
warned of the existence of a “slippery
slope,” on which unchecked seem-
ingly insignificant acts can catalyze
the development of unethical pat-
terns of behavior. More recently,
these authors have cautioned against
simplistic, literal applications of their
ethical warnings about boundary
crossings and their relationship to vi-
olations (9). Noting the pendulum
swing of policy and opinion, they call
for a moderated application of

The effective management of risk in clinical practice includes steps to
limit harm to clients resulting from ethical violations or professional
misconduct. Boundary problems constitute some of the most damag-
ing ethical violations. The authors propose an active use of clinical su-
pervision to anticipate and head off possible ethical violations by in-
tervening when signs of boundary problems appear. The authors en-
courage a facilitative, Socratic method, rather than directive ap-
proaches, to help supervisees maximize their learning about ethical
complexities. Building on the idea of a slippery slope, in which seem-
ingly insignificant acts can lead to unethical patterns of behavior, the
authors discuss ten cues to potential boundary problems, including
strong feelings about a client; extended sessions with clients; gift giv-
ing between clinician and client; loans, barter, and sale of goods; clin-
ician self-disclosures; and touching and sex. The authors outline su-
pervisory interventions to be made when the cues are detected. (Psy-
chiatric Services 50:1435–1439, 1999)

boundary concepts to ethical prac-
tice, an idea that is consistent with
earlier representations of ethical
standards (10).

The complexities and varieties of
contemporary mental health practice
settings make a literal application of
ethical standards impractical. Mental
health professionals now work in set-
tings ranging from formal institutions,
such as psychiatric and general hospi-
tals, outpatient clinics, nonprofit
agencies, schools, private- and public-
sector workplaces, and prisons, to
clients’ homes, which may include
arrangements for assessment and
treatment, intensive case manage-
ment, family preservation, home
health care, employee assistance pro-
gramming, and hospice care. Because
of the complexity of these settings
and the nontraditional roles of service
providers, the boundary rules govern-
ing traditional assessment and treat-
ment are not easily applicable. Unfor-
tunately, this situation results in the
absence of clear rules or guidelines. 

More important, many clients in-
volved in these less structured treat-
ment modalities are disenfranchised
individuals who are at greatest risk for
exploitation. Many are low-income
minority clients with serious mental
and physical disabilities that include
deficits in cognition, judgment, self-
care, and self-protection. 

The promotion of cultural diversity
in treatment environments often en-
courages expansion of traditional pro-
fessional roles (11). The literature in
this area calls for more flexible roles
and more out-of-office services car-
ried directly to the client in the
client’s own environment (12). How-
ever, these situations can create even
greater power differentials between
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provider and client than are generally
found in office-based psychotherapy
practices. It can be argued that a
higher fiduciary duty exists for mental
health professionals who serve clients
in less structured settings and that the
relaxation of traditional roles carries
with it an increased responsibility to
define practice-specific ethical guide-
lines to protect the vulnerable client.

In this paper, we propose that agen-
cies or practice directors and clini-
cians articulate practice-specific guide-
lines for ethical boundaries and estab-
lish supervisory processes to inhibit
misconduct through careful scrutiny
of early warning signs of boundary
problems. We identify ten cues to
possible boundary problems and sug-
gest supervisory responses. 

Clinical supervision to
support ethical practice 
Fundamental ethical principles can
inform practice, but the complexities
of the practice environment suggest
that program directors might need to
develop ethical guidelines adjusted to
local culture, program aims, and the
capabilities of providers (13). A clear
and reasonably specific set of princi-
ples or ethical standards is recom-
mended to guide local practice. The
standards should be promulgated to
all staff and should be signed by each
provider, documenting proof of being
informed. 

However, developing and distribut-
ing ethical guidelines or standards
does not go far enough. Clinical super-
vision can be used to apply general
ethical guidelines to the complexities
of practice settings and the uniqueness
of a particular case (14,15). 

Clinical supervision can support
practice within ethical boundaries by
following four major principles. First,
the supervision should be proactive
rather than reactive. The supervisor
should not wait for calamity to review
the supervisee’s work. Supervision
should be continuous and of varying
intensity, based on the clinician’s
caseload and other characteristics of
the practice setting, such as changes
in funding, management, or contrac-
tual obligations. 

Second, the supervision should be
sensitive to the supervisee’s personal
situation. A supervisor should be

aware of significant changes in the su-
pervisee’s life that might indicate in-
creased vulnerabilities. Recent di-
vorce, severe relationship problems,
serious illness, or death of a loved one
can leave a clinician emotionally vul-
nerable. A clinician who has previous-
ly practiced without distress can un-
expectedly change the manner of re-
lating with clients and create bound-
ary concerns. 

Third, the supervisor must pay at-
tention to the details of the super-
visee’s cases and the interactions be-
tween clinician and client. For exam-
ple, it is not helpful to simply rely on
diagnostic labels to explain clinician-
client problems. Instead, the supervi-
sor should ask the supervisee to relate
the full narrative sequences of clinical
encounters. The patterns or themes
found in the clinician-client interac-
tions can capture meaningful content
for further analysis and examination. 

Fourth, the supervisory interaction
should incorporate guided explo-
ration rather than cross-examination
(16). Although focused investigation
can play a role during a crisis, the rou-
tine supervisory process will general-
ly discover more useful content
through less directive means. We rec-
ommend the use of the Socratic
method, in which the supervisor asks
a series of questions that guide the su-
pervisee to reveal and understand his
or her clinical judgments and behav-
iors and, optimally, develop more ap-
propriate views (17).

Using these four principles, clinical
supervision can be an effective pro-
cess for detecting cues of potential
boundary problems and exploring
them. Based on the literature and
practice, we identify ten cues that
suggest possible boundary problems.
Each is paired with a recommended
supervisory response. Whether a
boundary problem is serious or not
depends less on what the clinician be-
lieves than on the regressive response
or other harmful response it evokes
from a client. It is also important to
note that what might be helpful for
one client can prove harmful for an-
other; supervisory responses must be
tailored to the specific clinician-client
situation. 

The cues and responses described
below generally proceed from less se-

rious to more serious. However, the
order in which they are listed does
not reflect an absolute ranking.

Strong feelings about a client.
Clinicians may confuse personal car-
ing with professional caring (18). Al-
though such confusion generally oc-
curs with novice clinicians, experi-
enced clinicians are not immune to it.
Strong personal feelings about a client
can indicate a developing personal re-
lationship. Contemporary community-
based programs sometimes encourage
a more personal interest in the client
as an alternative to institutional, regi-
mented services. The supervisor can
guide the clinician to develop warm
but professional relationships.

Because strong feelings are not al-
ways a problem in themselves, the su-
pervisor should first elicit the source
and quality of the clinician’s feelings
about the client, with the goal of pro-
moting greater insight. Second, the
supervisor should survey the intensity
of the feelings and contrast the case
to others in the clinician’s caseload.
The supervisor should then ask the
clinician to examine these feelings to
encourage self-observation and pro-
fessional discipline.

Extended sessions. The practice
of extended sessions often develops
from strong feelings about a client.
An occasional episode should be little
cause for concern. A pattern, espe-
cially with particular clients, is a cue
to potential boundary problems.
Many community-based programs
place a high premium on flexible care
that prioritizes the client’s needs. Su-
pervisors can help determine wheth-
er it is the client’s or clinician’s needs
that drive the clinician’s actions. Su-
pervisors should also monitor the eq-
uity of clinical services to avoid fa-
voritism or neglect.

The supervisor can explore the
clinician’s reasons for longer sessions
with a client as a way of discovering
subtle favoritism or other personal
bias toward the client. Simply explor-
ing these issues may curb the prac-
tice. Explicit instruction to shorten
sessions or reassignment of the case
may become necessary when this ap-
proach fails.

Inappropriate communication
during transportation of clients.
Contemporary case management pro-
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grams often expect certain providers
to transport clients to programs and
services. In such cases, the case man-
ager should be guided to avoid ex-
pressive psychotherapy that might ex-
plore deeply personal issues. Case
managers bear considerable responsi-
bility for drawing clients into services
and for facilitating the client’s access
to care. When a case manager is
spending considerable time with a
client in the car, in the home, and in
nonoffice settings, it is possible for
the client and case manager to blur
professional and personal roles. 

A client who is enrolled in a wel-
fare-to-work program and who has
emotional problems might have diffi-
culty understanding the professional
limitations on companion-like case
management services if the case man-
ager, acting like a clinician, also delves
into the client’s emotional problems.
The suggested intimacy arising from
deeply personal conversation in the
privacy of an automobile may tax the
boundaries of both client and case
manager. Vulnerable clients may be
unable to adjust psychologically from
the intensity of in-depth counseling
sessions to more casual contact in the
automobile. Emotionally vulnerable
clinicians may experience the same
problem when they step into a case
manager role and have less structured
engagements with clients. This prac-
tice is more worrisome when the clin-
ician independently decides to trans-
port a client without program ap-
proval.

When such a situation is noted, the
supervisor should draw a clear line
between case management and inten-
sive psychotherapy practices. Per-
forming both roles with the same
client is a risk factor for boundary
problems. The supervisor should help
the case manager or clinician under-
stand and avoid role confusion.

Off-hours telephone calls to
and from clients. Current clinical
practices sometimes demand the clin-
ician’s ready availability to the client.
Some new therapy approaches rec-
ommend the clinician’s availability for
even minor “emergencies,” such as in
treating patients with borderline per-
sonality disorder (19). However, four
practices can indicate potential
boundary problems in these cases:

clinicians’ giving clients their person-
al telephone numbers (rather than
the number of an answering service
or crisis line), a pattern of initiating
calls to clients rather than receiving
them (except in serious emergencies
or to monitor client safety), frequent
or lengthy calls, and a pattern of late-
night or weekend calls. These prac-
tices involve the clinician’s personal
space and privacy. Unchecked, such
access invites the possibility of in-
creasing levels of intimacy.

When off-hours calls are an issue,
the supervisor should explore the
clinician’s goals for such contacts.
Likely areas for inquiry include the

clinician’s need to be needed or to be
considered special by the client. The
supervisor should help the clinician
achieve more realistic expectations
about the clinician’s role and appro-
priate services (20).

Inappropriate gift giving be-
tween clinician and client. Token
gifts of appreciation from clients are
not of great concern, and within cer-
tain cultures, gift giving is often ex-
pected. Supervisors need to be sensi-
tive to the cultural dimensions of gift
giving, but they should also pay atten-
tion to possible boundary problems. 

Three concerns arise with client

gift giving—the timing of the gift,
such as a birthday or Valentine’s Day
gift; the gift’s monetary value; and its
personal specificity. Highly personal
gifts, even of modest dollar value,
should be cause for supervisory con-
cern. A clinician’s acceptance of gifts
suggests that the clinician-client rela-
tionship has changed. Likewise, gifts
from the clinician to the client, except
when sanctioned by program guide-
lines, should prompt a supervisory re-
sponse.

The supervisor should help the
clinician explore the possible mean-
ings of the client’s gifts. The supervi-
sor should explore how the clinician’s
and client’s perceptions of their rela-
tionship might be changed by the gift,
either positively or negatively. When
gifts are very personal or expensive,
the supervisor should help the clini-
cian understand why accepting them
could be harmful to the client. They
should also explore ways to return
items with minimal disturbance to the
clinical relationship. In such situa-
tions agency rules should be helpful.
The clinician can thank the client for
being thoughtful but disclose that
ethical codes prohibit accepting gifts.
This response helps prevent the cli-
ent from feeling a personal rejection.

Boundary problems in in-home
therapy and home visits. Many
community-based programs, particu-
larly for persons with serious mental
illness and emotionally disturbed
children, use in-home therapies to
minimize risk of institutional care. Al-
though many of these therapies focus
on psychosocial skills training rather
than expressive psychotherapy, they
can create opportunities for boundary
problems. Home visits that are out-
side sanctioned treatment should be
examined very closely. Frequent visits
combined with signs of personal in-
terest in the client should prompt
more focused supervisory review. 

The supervisor should inquire
about the clinician’s feelings of special
interest in the client. Inquiries may
lead to exploration of the clinician’s
rescuer fantasies. Likewise, the clini-
cian’s anxiety or ambiguity should be
examined in detail. The supervisor
should take steps to reduce contact or
transfer a case when there are signs of
overinvolvement. The supervisor
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should immediately intervene if there
is reason to believe that a client or a
clinician is being exploited.

Overdoing, overprotecting, and
overidentifying. The clinician who
overidentifies with a client might ex-
perience a need to do things for a
client rather than help a client ac-
complish goals and learn to do things
for himself or herself. At first, this be-
havior may appear relatively harmless
or even admirable. However, such
signs of enmeshment can suggest
overinvolvement with a client and po-
tential boundary problems. A clini-
cian involved in this type of relation-
ship might be unaware that the
boundary has been crossed. For ex-
ample, the clinician might believe
that the actions truly benefit the
client and that diminished involve-
ment will result in the client’s feeling
abandoned. 

In response, the supervisor should
explore how this case differs from
others in the clinician’s caseload. The
clinician’s perception of unique cir-
cumstances or characteristics should
provide opportunity for further dis-
cussion and, if necessary, confronta-
tion. Uniqueness is especially trou-
bling when it presents in two forms—
the clinician’s perception of a unique
client circumstance or the clinician’s
belief that he or she has qualities that
are uniquely fitted to the client’s
needs. In either case, the supervisor
should focus on the clinician’s distort-
ed thinking and consider whether
overinvolvement is the clinician’s
characteristic way of dealing with oth-
er people or the response to a partic-
ular type of client. If the clinician can-
not adequately respond to such redi-
rection, vigorous supervisory inter-
vention is indicated.

Loans, barter, and sale of goods.
Financial interaction between a clini-
cian and client other than payment of
fees is a boundary issue. Borrowing or
loaning money is not always a pro-
found ethical violation; nonetheless,
it certainly warrants detailed evalua-
tion. The use of agency funds avail-
able for client emergency needs are
not a concern. The transfer of person-
al money or property to or from the
clinician is entirely different. Barter-
ing clinical services for goods or other
services is ethically troubling and is

certainly cause for supervisory explo-
ration except in practice areas where
cultural standards have made this
practice more normative (21). 

The supervisor should state the
ethical limits regarding financial
transactions with clients. Clear poli-
cies and procedures should be estab-
lished to provide the clinician with
unambiguous guidelines about finan-
cial issues with clients. The superviso-
ry stance should be firm and general-
ly inflexible. The risk of exploitation
of a client in these matters is great.

Clinician self-disclosures. Clini-
cians who disclose personal circum-
stances to clients open the door to
boundary problems. Limited and
clinically directed disclosures can be

helpful, and in certain cultures, they
are almost essential. However, disclo-
sure of highly personal information is
rarely welcome or justifiable. Clini-
cians who are vulnerable due to per-
sonal losses or substance use may
make personal disclosures to remedy
their own loneliness. Overly personal
disclosures by the clinician can sug-
gest mutuality in the relationship
rather than collaboration for treat-
ment purposes. 

The supervisor should first explore
the clinician’s rationale for self-disclo-
sure. Next, the supervisor should ex-
plore with the clinician the possible
dynamics of such disclosures and
their potential risks. The clinician
should be coached on how to thera-
peutically redirect a client’s requests
for inappropriate personal informa-

tion about the clinician. The supervi-
sor should continue to monitor this is-
sue very closely.

Touching, comforting the cli-
ent, and sexual contact. Some ther-
apists use touch and hugs in their
work. We consider this a high-risk
practice for most mental health treat-
ment environments. Although the oc-
casional hug might be therapeutic,
the risk of harm contradicts its use.
Some children’s therapists might hold
a different opinion. Some young chil-
dren may need physical reassurance
in the course of clinical work. We rec-
ognize this need, but recommend
careful monitoring of this practice
with children. 

In some cultures touch is an essen-
tial part of meaningful exchange, and
its significance must be taken into
consideration. Work with elderly per-
sons represents another important ex-
ception—touch can be a critical part
of therapeutic engagement with this
population. However, as a general
practice in most mental health set-
tings, physical contact is high-risk be-
havior. 

One might argue that seasoned
clinicians could be granted greater li-
cense in this area than those less ex-
perienced. Unfortunately, experience
does not immunize, and even sea-
soned clinicians can delude them-
selves into believing that sexual
touching is therapeutic (22). Further-
more, despite the clinician’s inten-
tions, even “therapeutic” physical
contact may be interpreted as sexual
by the client (23,24). 

The inequality of power and con-
trol in the clinician-client relationship
also contributes to distorted percep-
tions of touch (25). Touch has a ten-
dency to escalate physical response,
particularly for clinicians who are as
emotionally vulnerable as their cli-
ents. Sexual contact with clients is
simply unethical and actionable (26-
31). Psychiatry and social work have
perhaps the clearest proscription
against the behavior, including sexual
contact with former clients. Although
the major mental health professions
have defined sexual behavior with
current or former clients as unethical,
less established professions with less
clear licensure and certification stan-
dards have less clearly stated policies.
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At the beginning of the relationship
with a new supervisee, the supervisor
should express clear rules or guide-
lines for physical contact with clients.
The supervisor should coach the clin-
ician on ways to show support or com-
fort that do not require hugging or
other forms of touch. The prevalence
of sexual abuse histories among men-
tal health clients should be discussed
along with the possible ramifications
for clinical practice.

Conclusions
Gutheil and Gabbard (8,9) have now
described a more gradual application
of boundary guidelines than their ear-
lier writings might suggest. We agree
and suggest that the diversity in prac-
tice settings, cultures, and client pop-
ulations calls for practice-specific eth-
ical guidelines. Guidelines adjusted
to the specific practice area can avoid
both the rigid application of generic
rules and purely subjective case-by-
case decisions. Overly rigid rules can
inhibit meaningful practice, while
subjective decisions are not tested
against the broader ethical consensus. 

Not all clinicians are able to arrive
at appropriate decisions without the
benefit of dialogue with others. In
fact, too much independence may be
a risk factor. Strict adherence to rigid
rules, on the other hand, is simply un-
realistic. As an alternative to rigidity
or idiosyncratic practices, we argue
for the use of effective clinical super-
vision as a primary tool for managing
the risk of boundary problems. 

As administrative, educational, and
monitoring resources become more
scarce and as cases become more
complex, the likelihood of boundary
problems increases. Boundary cross-
ings and violations may damage
clients, clinicians’ careers, agencies’
reputations, and programs’ credibility
(32). Programs serving minorities, wel-
fare recipients, persons with severe
mental illness, and severely emotion-
ally disturbed children face addition-
al risks with already vulnerable popu-
lations. In-home services, case man-
agement, and other nontraditional
services expose clients and clinicians
to informal private settings. Without
regular, proactive supervision, clini-
cians and other providers can easily
lapse into boundary problems.

Clinical supervision can offer com-
passionate and cost-effective risk
management by addressing clinical
events higher up on the slippery
slope. The supervisor who intervenes
with a clinician’s overuse of the tele-
phone or too frequent use of home
visits may prevent a lapse into sexual
misconduct with a client. By using the
four principles of proactivity, sensitiv-
ity, attention to narrative detail, and a
commitment to Socratic methods, the
supervisor is positioned to intervene
successfully. The ten cues offer su-
pervisory guideposts for discussion
and inquiry. ♦
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