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Abstract

Therapeutic relationships are central to mental health nursing. The
nurse’s role in maintaining professional yet therapeutic boundaries within
this relationship can be chaltenging. When therapeutic boundaries are
breeched within the nurse adolescent relationship the adolescent’s
safety within this relationship is compromised. There is currently limited
literature on how nurses are managing professional boundaries in
relationships with adolescents in this setting. The adolescent's nature is
{o push boundariés; therefore the nurse needs to be acutely aware of
this boundary pushing in everyday practice settings. For the safety of
the adolescent and the nurse it is vital the nurse understands her role in

managing the professional boundary.

This thesis explores, through the use of narrative inquiry, four adolescent
mental health nurses’ experiences of assessing, understanding and
maintaining therapeutic boundaries with adolescents in a mental heaith
setting in New Zealand. The unique and specific implications for

adolescent mental health nursing are discussed.

Three key themes emerged from the analysis and findings: the
importance of the nurse clarifying his/her role; the learning that occurs
throughout the practice journey; and the role of the nurse in keeping the

adolescent and the nurse safe.

These findings highlight the importance of clinical supervision and open
communication with senior nurses and mentors, which assist the nurse in
monitoring practice. When nurses do not have sufficient knowledge of
the fundamental principles of adolescent mental health nursing; such as
knowledge and skills in both adolescent development and
psychodynamic nursing, they are at risk of boundary crossings.
Recommendations from this research include more emphasis on
psychodynamic nursing principles in nursing education and nursing

practice. There is a need for specialised education for nurses in child

il



and adolescent mental health nursing. Nursing entry to practice
programmes for new graduate nurses working in mental healtfi could
assist in providing this. There is a call for further research into
therapeutic relationships and professional boundaries in this complex

nursing specialty.

Keywords: Adolescent mental health nursing, therapeutic boundaries,

narrafive inquiry.

il



Table of Contents

FN £33 Y o L U PR | |
LIST OF TABLES <ottt eeeee e ar e e ee e e et e v e rtante s eramneenanserasssenninmnnee VI
ACKNOWLEDGEMENT S . ettt e e b et te e en e ee cammrns vii

CHAPTER 1 ..cneemracnrarrnressrseees — eersesssssssmass s S N

INTRODUCTION «.cuitiiitinmiesisicaccmsmrmnmss oo et emea s ba e me et s et e sasamsambE s b e e et e nbesr b sressrmmmnnt e |
Ko Wai Au?/Who amI?........cccoooeomviaec., et et e et e et et b e et et easeea et et smemenmnen e 1
My narrative........ E et EE A ALt e eeemieseronrraasee e eeneoeeieseeesenteeiaefatRSceeernos e e es e nreeercmmrnanne 3
The therapeutic relationship and professional BouRAAries .............ccoccevveevereeeieecieeeei e 7
Nursing education in New Zeal@nd......................ccocoiiiii ettt e I
OVEIVIEW OF TROSTS.....ioieeeeetiie ettt e s e b bt et s ee 42 e 13
A WOTd OR TANGUAGE ..ottt ettt ettt et se et et st e e se e s st b s et nm e ecemmnr e 14

CHAPTER 2.........cccovmmnemmne SR Srreeamrer s ————— SR S— |

ADOLESCENCE......c.eericarveesermanesticeieac e rieraseesassssas s smeems st nessentesestestssestrme st amesnesessastassssensassmmormmmonss 13
THFOAUCTION. ..ottt e e st aet vt rae e e s et es e et e et e e e esns b s s s sarmrrmemnen 15
Adolescent deVelOPIERL ... ...t e e e b o 13

Cognitive DeveloPIMent . .........ccococii e cee e rreserse s s resnreseccsaesessessreses s srssenecermrmer 1 7
Psychosocial DevelOpIMent ... ... es s e as st sive srrmeerrssesset e s s s sanvemrnsrosnnnes 18
Relationships With DOTERES ......coeicoiviioiiieeeeetee ettt e b et et e e s e e semrmmmnns 22
Peer relationships
NUPSING AAOIESCEIES .ottt ettt et eae e me e it e e ns s ese e s amarmsasans 26

CHAPTER 3................ S S . A, e 30

LIFERATURE REVIEW ...oooiieeicicireceeeee et s eeessseeemeseeeesssnnsesessasnntssssesabaneeeassmssessssssssansmssessmommnmnne 30

The therapeutic relafionSRID. ...oo.ooooo oot e e s e eenenen 3!
Definting POURGAFIES (. ...coeeoeeieiiitee ettt ettt e e e e 32
The NUrse’s PersOnality..........ccoiaciieirieieieeeeeees ettt e s e ee e e sasae s s emnes s tesemsen st e reracrmnemss 3
INUFSES LEAITIRE .. ..eeeieeteeeeieeeem e et s s sr e e sas s et aesae s e anssasa s snssrrsansseresassnsasessssrnssresranensvrmmmmnernns 3 7
CONCIUSTON .o eeeeeeeee ot e e et et et e s et e s et e e et e st s te sttt aae e mm et T sm st s aatssets s e rrmmmernn e 38

CHAPTER4....... S T S sesveressasmsensenenecaas —

BETHODOLOGY CHAPTER ....oivtireecceeereviverm et resmsesassessersntessassassssensse msresassessastessonsunssssnsss smmmmmmmenes 40
Introduction.......c.coecoeee e tereeerertesetteeastrneee i rree et e nreeon e e e ee et ineeeasreeeransesrnaare 40
NUFSIRG FESEAFCI ... iiiiiieeeie et ettt s a et s 41
Qualitative MELAOAOIOZY «.......coovouiiiiiiiee ettt ettt et e et e e st s 42

An IDEErPretive BPPIOACH ........cociiiere et aca et st s s ene s et amsene e s commnns G2
N AT RV AU Y oo ie e ceee s ceeeee e vt essrrssaesaseeebesnnsonrnssreeantesarernesassesssessnsessnrrontensensssancmmmnnss
Experience and CUIUIE ..o vttt rree et e menrns 40
Narrative i NUFSIRE . ..o eeiee e cer e v st e s s e roe e st st s sv e e e b s emecms et 47
TRE RESEAFCH PIAR ...\t et ta e ee et e e e et s s e 48
T PIOJBCE. e v ettt et et aer e e st e e ae e en st eetms e e e ssnesdeerae e senssansanesnssentes srneenssassnsansomsrmnes DO
SCOPE AN BIZE....- e eeeetietirieesrs s rer s arts st e e e eaassbaeseesmseabssaesassnserrerarssessessnsentsasssnrresenemmnnnss DO
PaATICIPANES ..o cveeeee e e crer et e et tee e e st e eeae s ereeser e e sneernasneessensbessraesssesasansessnsssnsessrsemsommmnnecs GO
TNCIUSION CHIECFIA .ooeociiiieeee ettt naneer et as e enme e essemnen e e b rassrmmmecannnee 40
RECTUIHITIEIE ..o e et sraveate s sttt tes st cen s s sne e e ba e ras e b beabs e sensassesaesaesannstrasassermmsesmarns D)
PIOCEES .ottt ettt cde e et e e e et ae e be s rae ete e bt e rhae et b et e e ebensnensaneenes
Ethical COnSIQerations. . ..eecereeescreeereeriesesstessei e cesssssee e arseseesrssasssesrenssnsnsas eeren e ennnans
Ethics approval ...ttt emeemra e miniremenes T ]
Treaty Of WaIlABET ....vviveceee ettt et ee et bsrn et et e st s st ni e s s s s s ammsmisnrasns D L

v



SRS,
[, 1
SRR X. |
cenrmmeen e 94
e irasmrnrrmnens 95
et remeenrnemes 30
The interview process SR Y |

Data management... . SO OO PP ST UOSUTPUOYUUIUD: 1.
Characteristics thhe Pamczpants et eeienemeeteemsamtreeermnerteteasent oot e et e e e ar e e eomeranran s DD
PrOCess TEIECHONS occueecevronmtieeeeeeeeeeeene e eeeees e et ere e e e s s nssas D D
Bt ANGIVSIS oottt eeemenenn et rsan s O]
Determining Rigour................. S USSR UUUPRRREROY 17
Credibility.......ccooo.ccc et bestasesestseaanes s s s s en et nns nesermemmnneanis A3
Generalizability.................. errrerieeereeeesesvmmre e 1
Dependability...co.oooe e cerenimer ettt e ererreneinentessesnrnsrmeneerennse 12
CORTIMADIILY . ... et ceee oot cee e cecer e cceees o v smstet et s bess e aem ot srrn e e eenssmennesesssnmsmmmnnnnsess T
COHICTUSION ... vveeneeeeerereeeamiateemtee et e earsressaese e s sessss e e e et st ese s e necesaeabassbs e sbsasbs b eeseeeae s nsemmsmmnsnsts Do)

CHAPTER 5...ccccomeeneeeee . PP — ——

FINDINGS... OO OPOPBY if
’ﬁremeZ Aleammg]oumey SO PSS UUURSY . -
Theme 3. Keepmg the nurse and the adofescent safe .............................................................. 88
COPCIUSION <. eeeesaneets e eemees searensamaaaasaeseassaesatanasarssanans s samamrerrrnneranreserssovmmmennmnes DL

CHAPTER 6....cccccviiimeneas S seerrseerssssesisrusassasrrne e e anranranaan — ]

DISCUSSION AND RECOMMENDATIONS ...c..ovmiieneearereeereseesesessnsssesssstamsssassrsenssassoessonsses sesemmmneranes 30
fntroduction............... e eeiEeaAeetteiemeaveseeieeeoteetesessasstessessssiassinneacesieesieeatenreernsensssnssmmrenenes 9O
Clarifying the nurse’s role ettt et oeeteatesenteteeerabe e reeseerantatateseessaeseatean et ee esesammnnraneacs BT
A tearning journey ............ . SR OO OU RS URSUPTOUTIURPPPRUP | /
Keeping the adolescem r.md the nurse safe PO UURURORRRRNY /13
Implications for adolescent mental health nursmg eeteamneeteeteisenserssaseenserneeanesaresseesnsennemmernnes d 4 O
LIBELALIONS ovvoeeeveereeeeeeesseenseveesneeeas sames e e aasnsenre e rennn s esenssnansomrmn i s st batbaniaeenseereeenermamses 4 10
RecoOmMENAAIONS . ...........coveeiveeeeeeeeeeecr s e eres et snessssbasbssbe s st smesemminnnns 418
CONCTUSION ..ot eecreeveie et eete e e e ee e ee e rrme e am e eatanesseesnasessanssssssbanisstsssonmmnnens 1 21

APPENDIX 1 .. eeeemeeseeteetesasesfessteiestenmceateteessreratentieanntries i tententasasasrteresiarearensnssanranserevimminnnss L 23
Human ethzcs approval ....................................................................................................... 123

ABPENDIXZ e ehtstebebtebeomsaemeesemefeatatesset et setess et esantenrenesrentensantnennrassnssenommrmmnss LA
Pamc;cpant mfomatmn sheet ................................................................................................... 124

A]?PENDIX3 eeeeeeeeeeereesaseessareststeAeNEebereiteseeamssetshratatasteteatetentntastnestenssaterennnsensarsseasoummmmrace 1 0
ConsentFormml.th

Cenfidentiality and Anonymlty
Inforimed Consent... SO P ORIV ST PRSR
Risk and harm........ccccone.n

Research Processes...
Data Collection .. -
The unstructured mter\new
Reflexivity....




List of Tables

Table 1. Parficipant 1 ... e e 67
Table 2. Participant2 ............_. e etesetetsitestasessesetetevateraenesecsceensenmmm 68
Table 3. Participant 3 ..., 69
Table 4. Participant 4 ... ... e 70

vi



Acknowledgements

Writing a thesis has been one of the most challenging things | have ever
embarked on. It is something that | would never have been able to

achieve without the support of many significant people.

I would like to acknowledge the encouragement of Victoria University,
Graduate School staff, specifically a special thanks to Thelma Puckey,
my supervisor. | am grateful to the New Zealand Nurses Organisation,
Nursing Education and Research Fund for financial support duging: this
thesis and Taranaki District Health Board for their suppaost and

contribution.

Friends and colleagues who played a significant role include: Diane
~ Sadler who has nurtured and inspired my achievements. During my trips
to Wellington Diane and Peter treated me like a princess. Anne
MacDonald, Tony Farrow, Julie Dixon, my Aunty Dawn and! my
colteagues and friends at Taranaki CAMHS, all of whom providad! me

with helpful advice, guidance and support.

Thank you to my parents who have encouraged, assisted and pravided
me with love and attention during testing times and taken time fram:their
busy lives to edit the many drafts of this thesis. Last, but definitely not
least, thanks to Tim, a special man who has tolerated living witth me
throughout the challenges. He has supported, cared and survived living

with someone writing a thesis, just!

vii



CHAPTER 1
Introduction

Ko Wai Au?/Who am 1?

Ki ora kotau Katoa/ Hello to all

Ko Taranaki te Maunga/ Taranaki is my mountain

Ko Tawhiti te Awa/ Tawhiti is my river.

No Hawera ahau/ Hawera is where | am from

Ko Brian rawa ko Coral aku Tipuna/ Coral and Brian are my
Grandparents

Ko Neil rawa ko Beverly aku Matua/ Beverley and Neil my parents

Ko Julia McLean ahau/ | am Julia McLean

The use of mihimihi or a personal family introduction at the beginning of
this thesis is significant for me as a New Zealander to position myself,
and to provide the reader with an opportunity to understand wha t am
and where | come from. As an adolescent mental health nurse working
in New Zealand, culture and identity play a centrally important rofe in my

life both personally and professionally.

In my experience the sharing of self when working alongside adolescents
in a mental health setting is essential in building and maintaining
therapeutic relationships. There is very littie literature and research on
how nurses do this effectively while maintaining therapeutic and
professional boundaries with adolescents. This study explores murses’
experiences of assessing, understanding and maintaining therapeutic
boundaries, with adolescents in a mental health setting. The specific
objectives of the study are:

e To understand through nurses’ practice stories, their experience of

developing therapeutic relationships with adolescents;



e« To explore how nurses might make sense of therapeutic
boundaries in these relationships and how they negotiate these
with the adolescent;

¢ To determine what factors influence nurses’ thoughts and ideas

around the defining of therapeutic boundaries.

The Australian Nursing and Midwifery Council, Nursing Council of New
Zealand and University of Newcastle are currently collaborating to
update and develop national guidelines on boundaries of professional
practice for nurses and midwives at the time of writing this thesis. This
group defines a professional boundary‘ as "the limits that allow a
patient/client and nurse or midwife to connect safely and appropriately in
a therapeutic relationship based on the patients/clients needs™ {The
Australian Nursing and Midwifery Council, Nursing Council of New
Zealand & Faculty of Health, University of Newcastle, 2007, p. 2).

The therapeutib relationship is seen as central to the work of mental
health nurses by some researchers in the literature (Geanellos, 1997;
O'Brien, 1999; Peplau, 1952). Nursing is a planned action with the nurse
using his or herself to form and maintain appropriate relationships with
the patient (Carper, 1978). The mental health nurse is often seen as a
committed, caring, self-aware individual who works in partnership with
her patients (Cutcliffe, 1997). Mental health nursing with adolescents is
no different. Adolescents are vulnerable individuals; their personalities
are still developing (Elkind, 1998). They require supportive, caring
.refationships with nurses who have clear objectives of supporting the

young person to recovery.

With no current clear guidelines and limited literature on how nurses are
managing professional boundaries in these relationships, how does the
nurse ensure this care to be safe and appropriate? For the safety of the
adolescent and the nurse it is vital the nurse understands her rofe in

managing the professional boundary within this relationship.



This introductory chapter provides a brief narrative of who | am
professionally as an adolescent mental health nurse, as this is the basis
which led me to research professional boundaries as the centraf idea in
this thesis. Aspects of culture and identity and the effect my experiences
have had on my practice are explored. A brief introduction to adalescent
mental health nursing and professional boundaries within this context is
provided. The background of adolescent menfal health nursing i New
Zealand provides context for meeting the adolescent mental health
nurses who were the participants in this project. The introduction
outlines the journey this thesis takes, and also provides an explanation of

the language used.

My narrative
This section reveals my experiences of adolescent mental health narsing

which has led me to research professional boundaries to pmmﬂe a

context for this thesis.

| am a Registered Comprehensive Nurse, educated in Taranaki, New
Zealand, in the early 1990s. On completing my training | worked for two
years in the general health sector before embarking on a working haliday
in England. While there, | was employed as a general nurse in an
adolescent mental health unit. The unit was very well established and
nursing was highly valued. During my time there, | was given the

opportunity for further training and development.

| completed papers through the English Nursing Board im the
Psychosocial Care of Children, Adolescents and their Famifies. In
addition there Were various clinical in-service training and conferences
on adolescent mental health issues. The training and the s;li.‘nicai
practice in the units in which | worked had a strong focus on mursing

psychodynamically. Peplau (1952, p.xi) describes this as:



recognising, clarifying, and building an understanding of what happens when = nurse
relates herself helpfully to a patient are the important steps in psychodynamic marsing,
nursing is helpful when both the patient and the nurse grow as a result of leaming that
“aecurs in the nursing situation.

This relating of self with the patient was something that was very nmew fo
me. In my education as a comprehensive nurse very little of the teaching
looked at psychodynamic concepts or the role my personality played in
nuréing. The units in England also had a strong focus on elinical
supervision delivered in a way which made me look at the influence:|:had

on the adolescent patients.

In addition to clinical supervision nurses were advised to particpate in
their own psychotherapy to enable them to work out and process some
of the unresolved issues from their personal lives. | participated in
psychoanalytical psychotherapy from the Tavistock Clinic in Lamdon.
This clinic is a world leader in psychoanalytical psychotherapy and as a
25 year old, | found this quite daunting. However, as | became t%miiiar
with this process, | found it incredibly helpful in helping me fo process my
issues and how | operate. It assisted in separating my issues fronuthose

of the unwell young people and their families.

As there was such a strong focus on working psychodynamically;. the
nurses were very aware of professional boundaries, and the rofe: they
pfayed in ensuring relationships with the adolescents were therapeutic.
Concepts such as ‘transference” and ‘counter transference’ where
second language to the nurses in England the majority of who were
mental health trained. Their three year undergraduate educafion: had
little focus on general nursing. The main focus of their education was on
mental health; therefore the use of psychodynamic concepts and: the

influence of their own personalities on patients were familiar to them:

On retuming to New Zealand four years later, | was involved in selfing up

and running a regional, bicultural, adolescent mental health inpatient

! Transference is defined by Casement (19835, p. 7) as “previous experience and related feelings.are
transferred from the past and are experienced as if they were actually in the present”.



service, the Rangatahi unit. As Clinical Nurse Specialist } was
responsible for the training and development of 16 nurses, few of whom
had worked with adolescents in mental health before. This was a

challenging task.

The position of Nurse Specialist for the Rangatahi Service was an
exciting challenge, one that inspired my thinking about the differefices in
nursing adolescents in mental health in New Zealand, and the skills
required to do this. Although | felt | had a strong sense of identity, (my
work at the Tavistock Clinic had helped in contributing to this) | wasn't
prepared for the richness the experience of a bicultural service would
contribute to my life. Returning home, after spending four years away,
signified a return to my culture and my family. However, | was not
prepared for the impact working within a bicultural setting would have
enabling me to explore my identity as a New Zealander and a mental

health nurse.

| was brought up in a pakeha family where respect for both culture: and
family was greatly instilled. | attended government schools where
tearning things Maori were part of the curriculum. Therefore, | had some
understanding of tikanga (how things should be done - things Rlaori).
However, my involvement in the development of the Rangatahi Séwice

enabled me to explore tikanga further.

Mihimihi/introductions enabled me to understand where the peopie | was
working with came from, their culiure and identity. For Maori e New
Zealand, the significance of whanau/family and where they come fram is
of importance (Durie, 2003). Individuals are seen first as members of a
whanau or lwi/ tribal group with connections to land, mountain and river
of their area which they identify, hence, the inclusion of these in ny own
thesis introduction. - Mihimihi or introductions provide an opportumnity for
people to find details about where they are from with the aim of breaking

down barriers, being open about who they are. it is also an oppostunity



to make connections with a person’s extended family or connect to: the

ptace where the person was bom or brought up.

Whanau or family is a word often used to describe a group of peagle who
descend from the same ancestors and have some biological conniection.
"In modern times, whanau is also used to describe a group wheo share
not a common heritage but a common mission - a kindergarten whanau,
a whanau support group, team-mates perhaps” (Durie 2003, p.13).
Those in the Rangatahi unit formed a whanau itself, not only the: staff
that worked there but included the adolescents/rangatahi who were
admitted for freatment. As a bicultural service the Rangatahi service
aimed to provide freatment to young people and their families
experiencing mental illness while at the same time providing: an
experience of whanau and support they may not have experienced
previously. This provided an introduction to the Maori culture and the

concept of living and working biculturally.

The unit culture enabled me to think, explore and define who | am as a
New Zealander and mental health nurse. However it did raise a lot of
questions for me with regards to professional boundaries. [ was
expected within this milieu that staff share information about themselves,
their identity and where they have come from, to assist in role modeling
the importance of this for young people. This was a very different way of
working from what [ experienced in England, as this wasn’t the cultural
norm. England was a place where it was easier to say | was from: New
Zealand and a little about my family as it was unlikely anybody [ was
working with would have any connections with my family or personal life.
In New Zealand this is different; the population is smaller and is common
for people to know who your family is or to make connections witk your
. personat life. Because of this, | felt sharing things such as where | grew
up may leave me feeling vulnerable and | questioned why it was dane. |
questioned what was | prepared to share, and who benefited fromy this?
Maintaining professional boundaries within my work was important to

me; | needed a way to manage this in a cuiturally appropriate way. This



ted to my exploration of work experiences through post graduate study
and clinical supervision. My goal was to incorporate my views: and
experiences of professional boundaries into working biculturally as an
adolescent mental health nurse and as a New Zealander. | successfully
achieved this goal. During my time at the Rangatahi Unit | managed to
find a balance between sharing parts of my life and identity with the
adolescents and staff, and ensuring | managed therapeutic boundaries
effectively. My role then included role modeling to other staff or whanau

members.

A person’s life story or personal narrative has an effect on whe the
person is as a nurse. The need for me to position myself in terms of my
professional experience at the beginning of this thesis is core @ my
being a nurse. This project aims to explore nurses’ experiences of
assessing, understanding and maintaining therapeutic boundaries in an
adolescent mental health setting. My passion and interest inspired me to
embark on this research and | am committed to ongoing development in
this unique area of nursing. Geanellos (1997, p.53) notes the
importance of adolescent mental health nurses engaging in research
when she says “adolescent mental heaith nursing continues to borrow
theory rather than test and generate its own”. | have a passion for
adolescent mental health nursing in New Zealand, and helieve
adolescents experiencing mental health problems deserve the highest

quality nursing care available o them.

The first step towards managing the boundaries is engaging with the
adolescent in the therapeutic relationship. The following section
explores the therapeutic relationship and professional boundaries which

is the focus of this thesis.

The therapeutic relationship and professional boundaries
In this section the definitions of the therapeutic relationship and

professional boundaries are discussed using the international literature.



There are many interpretations of this phenomenon and | includie: my

understanding and views in the discussion.

The significance of the therapeutic relationship in mental health nursing
is well documented (Geanellos, 1997; O'Brien, 1999; Peplau, 1952).
However, this relationship is not exclusive to the mental health nurse; but
is in fact central to many specialties of nursing (Geanellos, 2002).
However, Peplau {(1962) states the depth and focus of the nurse patient
relationship is more significant in mental health nursing than i other
specialties. The nurse uses her skills in engaging the adolescent fxwork
fowards change for his benefit. In my experience some of the miusing
skills applied to establish a rapport with adolescents experiencing mental
health problems include; a good sense of humour and play, emergy,
enthusiasm, creativity and sense of fun. Openness, honesty and respect
are other helpful skills in engaging the adolescent in a therapeutic

refationship.

Professional boundaries within the relationship play a big part ensuring
the relationship remains therapeutic. de Raeve (1998, p.136} states
“engagement may be important but so also is the maintenance of a
degree of distance and objectivity, which is essential for both the nurse
and the patient in order for nursing to occur’. Barnsteiner and Gillis-
BPonovan (1990, p.226) define a boundary as “where self leaves offf and
the other person begins. Individuals' boundaries define their unigue
individuality”. When nursing patients in - mental health the closerneass of
the therapeutic relationship makes it essential the nurse defines the
therapeutic boundary. [f the nurse cannot do this, the nurse and: the
patient are at risk (Sheets, 1999).

When considering boundaries within the therapeutic relationshig: the
nurse asks herself about the power differential within the relationship,
professional distance, friend versus friendliness, reciproclly: in
refationships and the amount the nurse self discloses (Curtis & Hodge,
1994). Most authors refer to the need for the nurse to ascertan: the -



purpose of the interaction or relationship, as interactions need iy have
clear planned intention. Is the interaction or the relationship in fhe: best
interests of the patients? (Curtis & Hodge, 1994; Sheets, 1999;
Bamsteiner & Gillis-Donovan, 1990). de Raeve (1998) also emphasises
the importance of both parties (the nurse and the patient) being sure to
respect each other's privacy and not intrude on issues withim each

other’s life they might not be ready to disclose.

It is the nurse's responsibility when working with young people
experiencing mental iliness, to have an awareness of her role in the
‘therapeutic relationship and the management of professional boundaries.
Scanlon (2006, p.323) suggests ' |

psychiatric nurses are professional peopie; however, they are people, with ffe: same
exprassions of emotions and feelings as the people they are treating. This is feffecied

in confusion in relation to the degree of personal experiences they should or stwuld not
express to the patients. '

When | am working with a young person and the family, | believe i is
important for the young person to know a little about who | am, where |
come from and my work experiences. This assists in the engagement
process. The importance of being sincere and genuine B my
interactions with young people and their families is significant. Alongside
this | need to be clear about my role, and open and honest with the
young person. The needs of the adolescent should always be at the
forefront. To engage the adolescent in the therapeutic relationskip the
nurse often has fo give or share something of herself. Within the nurse-
patient relationship the importance of being aware of how much o give
to maintain a professional boundary is an ongoing dilemma. {'Brien
(1999) acknowledges the double blind contradiction between maintaining
professionalism and ensuring the role isn't overtly professional as this

would conflict with the nurse’s ability to ensure a therapeutic relatissship.

O'Brien (1999, p.158) suggests the need for the nurse to remain “human
and accessible to clients”. The nurse needs to be accessible or avaitable
psychologically to the adolescent to have an interaction with him. She

needs to be attuned the adolescent’'s needs at the time of intetaction.



This means the nurse isn't thinking about her own issues or other things
when she is having an interaction with the adolescent. When the nurse
is able to do this, she is aware of her role within the relationship: and
canscious of what is be shared. The nurse needs to be. aware ofi the
reasons for sharing information about herself or about other young
people she has worked with. This sharing should benefit the adolescent.
In the work | do with adolescents | am astutely aware of what | share:and
question myself about who is benefiting from this sharing. If staring
information for my benefit, to off load or treat the relationship as | would a
friend, | am not respecting my position within the relationship.

| am also conscious of the need to give some of myself to the addlescent
but would do so only about issues specific to me if the issues: had
afready resolved and had | time to reflect in terms of the effect they had
on my life. This ensures that | am not using the relationship to salve:my
personal issues.. In psychotherapy Rogers (1980, p.148) acknowladyes
“the more psychologically mature and integrated the therapist is;, the
more helpful is the relationship that he or she provides. This puts a
heavy demand on the therapist as a person”. - This is equally ue: for
mental health nurses especially when working with adolescents whie are
actively seeking role models to base their experiences on, it is beueficial
for the adolescent when the nurse has a clear understanding about
herself. The situations the nurse may relate about herself shoult be
relevant to the adolescent’s current situation. This ensures the nurse is

waorking to meet the needs of the adolescent by this sharing.

When | am asked about my pri\kate life by adolescents | am consgious
and careful what | share. | often explain explicitly to the adolescemt: my
role as a nurse and the importance of my private life being separate: ffom
my work life. | explain that | will at times share stories of my life £} feel
they are relevant. It is important for the young person to know that
. nurses are human too, and have periods in our lives that are difficult, or
that events also cause us stress and we all need to find ways of

managing this. Gastmans (1998, p.5) acknowledges this saying, “the
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nurse and the patient are conceived as human persons, each with their
own fields of experience and perception, constituted by thoughts,
feelings, desires, assumptions, expectations and activities”. Through this
sharing the nurse may role model coping strategies or managing difficuit

situations.

Nurses can be faced with managing difficult situations everyday. | have
found living and working in rhy home province a challenge; in particular
reflecting on how | manage the potential conflict of living in & small
community. This requires that | ensure my boundaries are professional
and therapeutic. Recognition of these dimensions in my practice mean
“ that my current work in my home province for the Taranaki District Health
‘Board, as a child and adolescent mental health nurse, is always
dynamic. The skills | gained in working biculturally at the Rangatahi
Service and nursing psychodynamically in England remain relevant in my
work with Taranaki families. Reflecting on these experiences, | realise
the management of therapeutic boundaries in relationships with
adolescents is complex. Nurses bring previous experiences from
education and often extensive nursing experiences. When exploring
nurses’ experiences of assessing, understanding and maintaining
therapeutic boundaries with adolescents it is important to know
something about the nurse’'s background. This includes their nursing

education, professional development and leaming opportunities.

Nursing education in New Zealand
This section looks at undergraduate and post graduate education

available to nurses who may be working in child and adolescent mental
health services in New Zealand. It is important to consider the nurses’
education experiences as this may provide a context for thinking about
nurses’ experiences of maintaining professional boundaries and
education around this. It also positions nurses currently employed to
work with ado_lescents experiencing acute mental iliness who responded '

as participants in the project.
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Undergraduate education in New Zealand consists of a three-year
Comprehensive Degree programme covering a broad range of aursing
knowledge and skills with a strong focus on general nursing. Peters
(2003) found the mental health component of these undergraduate
" nursing programmes minimal, with some courses having as little as. two
weeks general mental health theory and 160 hours of clinical experience
in a mental health setting during the three year programme. Some of
these programmes had less than an hour focused on child and
adolescent mental health issues. Prebble (2001) found in her study a
number of undergraduate nursing programmes do have a strong focus
on mental health. However, the quality and visibility of this mental health
component was dependent on the personalities and qualities of only one
or two tutors on the staff. This remains a concern for the nursing
specialty. The mental health content of the programmes in 2003 was
focused on diagnosis, risk management and cultural issues; anything

related to nursing psychodynamically is not discussed (Peters 2003).

Some polytechnic education providers have postgraduate programmes
for comprehensively trained nurses to work in mental health. These
Nursing Entry to Specialist Practice Programmes are funded by the
Clinical Training Agency (CTA), a Ministry of Health (MoH) fund. Some
of these one year programmes offer a child and youth stream. This
provides the small number of nurses on the programme with the
opportunity to gain experience and knowledge in child and adolescent
mental health nursing and wider skills and knowledge related to mental
health nursing in general. The Werry Centre (2004) reports in 1998 the
CTA requested a proposal to support professional development and to
up-skill the workforce specifically in child and adolescent mental health.
Various universities in the country set up specific multidisciplinary child
and adolescent mental health post graduate courses, however, due to
insufficient numbers, some were closed. The MoH recognised the
country’s shortages and attempted to address funding to up-skill this

workforce. However, most of the content of these courses was based on
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generic community care for adolescents with mental health problems: and
none were designed solely for nurses. Geanellos (1999) found #hat the
greatest numbers of mental health care providers are nurses, however,
in Australia {(and New Zealand) there are no courses available
specifically in adolescent mental health nursing. It could be argued:that
the small population in New Zealand means that generic postgraduate
courses in child and adolescent mental health shouid be sufficient.
However, this undervalues the significant role nurses play in adefescent
mental health. It may also limit the amount of education that is available
for nurses on nursing specific issues, such as psychodynamic mursing
principles which would benefit the nurses in managing professional

boundaries effectively.

Although these courses are avaiiable, nurses are continuing ¥: be
employed into child and adolescent mental health services withaut any
postgraduate education in this area. In New Zealand there is a prablem
in general of recruiting nurses into the mental health field (Walsh, 2002).
Because of this problem nurses without any post graduate qualifications

are employed.

Without a specialist adolescent mental heaith nursing programme im New
Zealand can nurses identify themselves as adolescent mentat health
nurses? Geanellos (1997, p.57) notes the same problem exisfs in
Australia; with no specialist adolescent mental health mursing
qualifications she questions “how will nurses working in this speciatty be
differentiated”? These are all areas that need to be addressed but are
beyond the scope of this thesis. This overview of adolescent mental
health nursing education in New Zealand provides a context for the

adolescent mental health nurses involved in this research project.

Overview of thesis
The aim of this thesis is to contribute to nursing knowledge of nurses’

experiences of professional boundaries in adolescent mental hesith in
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New Zealand. Using a narrative research methodology this study aims
fo elicit nurses’ experiences of assessing, understanding and warking
with therapeutic boundaries when working with adolescents in & mental
health setting. | discuss some issues pertinent to working with
adolescents in mental health. This includes a chapter on adolescent
development fo provide an understanding of why nurses need to: be
aware of adolescent development issues when working in this area. The
literature review discusses relevant available literature related! to
therapeutic relationships and professional boundaries when working in
this area. The theoretical underpinnings of a narrative methodology in
nursing research ts discussed, followed by an in-depth explanatiom af'the
research design. The findings of the research' are explained utilising; the
nurse participants’ practice stories. The findings are discussed: and
compared with relevant literature. The discussion chapter congludes
with a secfion outlining the limitations and possible implicatioms: for
nursing practice in this complex area. [t is hoped that this researets will
benefit not only nurses working in this field but also nurses wotking in
adult mental health inpatient services, and paediatric wards, where prany

adolescents requiring inpatient provision are currently nursed.

A word on language
When | have used the term ‘adolescent mental heath nurse’ this refers to

nurses currently employed in mental health positions working spegifically
with adolescents. The term ‘nurses’ refers to nurses registered its New
Zealand. ‘Paediatric nurses’ refers to nurses working in a children’s
ward who are involved in nursing adolestents. The term adofescent
refers to young people aged betweén 12-19 years. Adolescent is: the
term mainty used however, young person, teenager and/or youth may be
used interchangeably. For ease of reading, nurses have been referred
to as she and adolescents as he throughout this report. The word ‘story’
refers specifically to individual practice stories narrated by the nurse
participants, while ‘narration’ or ‘narrative’ refers to the whole experience

of the interview with the nurse.
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CHAPTER 2

Adolescence

introduction
This chapter looks at the developmental period of adolescence.

Adolescence is a significant developmental stage. There are hallmarks
related to adolescent development that need to be considered when
discussing therapeutic relationships and the use of therapeutic
boundaries in mental health nursing. This chapter addresses some of
the issues related to working with adolescents aged between 12-19
vears, which are essential for nurses working with this age group to
understand. Key developmental theorists such as Erikson (1963} and
Piaget and Inhelder (1968) provide a theoretical framework to inform
both the cognitive and psychosocial issues of this developmental period.
Erikson’'s (1963) theory on identity formation in adolescence is influential
when exploring this developmental stage. That is not to say that ether
dévelopmental theorists do not have valuable contributions to this stage
in the human life-span. Theorists utilised fo discuss this developmental
phase further include Hamburg (1998) and Elkind (1984). The stages of
adolescence are discussed separately as younger, middle and older
adolescents as the developmental issues vary significantly from yosinger
to older adolescent. The relationship adolescents have with parents and
peer groups is explored, al'éngside behaviours such as risk taking and
establishing a social identity. The role of the mental health nurse when

working with adolescents is examined.

Adolescent development
Adolescent development is commonly referred fo as being particularly

complex. This section identifies some of the issues for adolescents
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related to their psychosocial and cognitive developmental tasks: that

* contribute to this complex development journey.

Age 12-19 years is the current age bracket identified for access to
Adolescent Mental Health Services in New Zealand. There is disgussion
around the lengthening of the age bracket the term ‘adolescence’ spans,
with varying opinions on the actual age range it now incorperates.
Hamburg (1998) found adolescence is from age 11-21 years due to
developmental needs of youth often not being met until the eatdy 20's.
Young people in the developed world are currently more inclimed to
attend university and/or stay at home longer; therefore, are eften
financially reliant on their parents for longer periods of time, lience
delaying the developmental tasks of independence and lengthening of
the adolescent period (Hamburg, 1998). This may be a consideration: for
adolescent mental health services when working with the elder

adolescent who is still very reliant on his parents.

Adolescence is a very significant developmental stage in terms af life
transition (Hamburg 1998). The adolescent is moving from being a: child
into adulthood which brings many challenges. They are findirg their
way, searching for their identity and recognition of who they are from
their peers and parents. It is a time in a young person’s life whem he is
no longer a child and has not yet moved into adulthood (Hamburg 1998).
Geanellos (1997, p.21) acknowledges the complexity of this stage: when
stating “adolescents ‘vacillate between the thoughts, feelings and
behaviours of a child and those of an adult”. The young person will eften
expect to be treated like an adult which brings many new challenges.. At
times they want the freedom to go to parties and stay out late yet: miss

school by sleeping in the next day {Frankel, 1998).

The length of the developmental stage and diverse expetiences
encountered by adolescents brings many challenges for the adolescent
himself, parents and nurses working with him. The need for murses

working alongside adolescents experiencing mental illness to have. an
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understanding of adolescent development cannot be overesfimated.
Adolescent neurological pathways and thinking patterns are still
developing (Piaget & Inhelder, 1969). There are specific differences the
nurse needs to recognise. The following section uses research to affer a
definition of the developmental stage for adolescents in cagsitive

development which is useful in practice conversations.

Cognitive Development
This section on cognitive development draws on the works of Piaget who

developed the notion of formal operational thought and the works of
Elkind (1984), who expands on this and the notion of egocentrism in

adolescent development.

Adolescence is the time in life when cognitive ability develops from
concrete operational thought to formal operational thought (Piaget &
inhelder, 1969). Here the adolescent has the ability to hold on to and
combine multiple realities and concepts, and is able to engage in

abstract thinking.

Formal operational thought enables the adolescent to reason with things
through thinking about the thoughts occurring inside his head. They can
reason with their own thinking but also think about thoughts of others.
Elkind (1998, p.36) states

Nonetheless they tend to make a characteristic error when they engage in this kind of
thinking. Because they are going through such a radical transformation in height,
weight, physical appearance, emotional expansion, and intellectual transformation: they
tend to be self-centred. Accordingly, when they think about other people'’s thinking,

they automatically assume that others are thinking about what they are thinking about,
namely, themseives

This also gives rise to self consciousness and at times can exacerbate
adolescents’ worries about how others may view them. Frankel (1998, p.
125) states adolescents do not yet have the ability “to apply adult filters
that lessen the glare and intensity of the lived world”. That is, how they
are perceived by others may have much more of an effect on the

developing adolescent.
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Elkind (1984, p. 36) conceptualised this stage of development as:the
“personal fable”, believing that adolescents have "an inflated opinian of
their own importance. They begin to feel they are special and unique”.
This adds to the already recognised concept of .egocentrism which is
often related to adolescents. The adolescent experiences an “imaginary
audience” (Elkind, p. 36) where he imagines and believes that others:see
him as someone special, bad things will not happen _to him enly to
others. The adolescent sees himself as being invincible. This feads to
engaging in behaviours which include “social experimentatios, limit
testing and risk taking” (Elkind 1298, p. 36). This can be challengjgifor
parents and caregivers concerned with the adolescent’s vulnerability at

this stage of development.

Cognitive development is an important aspect of adolescence. The
adolescent who has achieved formal operational thought amd! is
experimenting socially can be very vulnerable. Having parents: and
nurses who understand this stage of development is helpful as: this
ensures they are thoughtful about and can process some aff the
behaviour and interactions with the adolescent. Withautt this
understanding they may think the adolescent is being selfish ar spoilt
and treat him as such. As well as cognitive development issees: the
adolescent is faced with psychosocial issues related to their phiysical
development, which can bring challenges to the adolescent and thase

caring for him.

Psychosocial Development
The discussion on psychosocial development draws on the works

Erikson (1968) and Hamburg (1998).

Erik Erikson {(1963) is one of the most influential developmental theorists
on the formafion of the adolescent identity. According to him there: are
gight psychosocial stages of development in the human life span,

ranging from birth to late adulthood or the elderly. He describes
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adolescents as experiencing the developmental stage “identity verses
role confusion” (p. 261). Adolescents are striving to achieve a sense of
identity both amongst their peers and within their family and community.
Erikson (1968, p. 165) describes it as

optimal sense of identity .. is experienced merely as a sense of psychological well-
being. Its most obvious concomitants are a feeling of being at home in one's bedy, a
sense of ‘knowing where cne is going’, and an inner assuredness of anticipated
recognition from those who count

Those are often adults (including parents and teachers) and the young
person’s peer group (Elkind, 1998; Hamburg, 1998; Noller, 2005}. When
an adolescent is unable to achieve this stage he may be left feeling
confused about his role and place within his peer group, family and
community and the transition into adulthood is more difficult {Erikson,
1968). These occurrences can contribute to a young person being more

at risk of experiencing mental iliness (Nollier, 2005).

Hamburg (1998) identifies three distinct phases of adolescent
development; early, middle and late adolescence. He considers that a
failure to recognise these phases can iead to undue pressure beimg put

on younger adolescents.

The period of early adolescence can be a particularly challenging fime as
it is usually the time when the adolescent experiences mosi rapid
changes of brain maturation, body growth, body changes and puberty
(Erikson, 1963; Hamburg,1998). The timing of the adolescent’s
biological changes of puberty are significant. Body image is an impartant
aspect of a young person’s identity, therefore timing, rate and outcome of
these impact on the developing adolescent (Hamburg). In my cfinical
experience any vastly different rate of change to an adolescent’s peers,

can have a marked influence on the adolescent’s self esteem.
Early adolescents are often pushing for independence (Hamburg, 1998,

p. 36). However, young people still require much support and guidance

from parents and ather adults throughout this phase as they are “maving
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irr and erratically in and out of the world of childhood”. This struggle for
mdependence is discussed later in this chapter when looking at the

young person’s relationship with his parents.

Middie adolescence is described as a much less stressful perigd than
early adolescence as there are no significant physical changes. The
physical changes occurred have been consolidated, and the young
person has a clearer sense of self physically (Hamburg 1998), and there
is limited pressure on the adolescent to be thinking about career epfions

and independence.

Hamburg (1998, p.36) considers that “late adolescents are at the
threshold of the adult world, trying to establish themselves: as
independent persons”. This is the phase in which a sense of individuality
and identity become the focus as the young person is making degisions
about an accupation path and moving towards living independentfy. This
can be a challenging time for the adolescent to be faced with having to

make so many decisions about his future at once.

Throughout all three phases of adolescent development identity
formation is significant. The development of identity is a major task of
adolescence (Croghan, Griffin, Hunter & Pheenix 2006; Elkind, 1998;
Erikson, 1968; Hamburg, 1998; Hendry & Kloep, 2005; Sharland, Z006).
The adolescent is attempting to discover who he is, what he believes in,
and is forming opinions. Elkind (1998, p.35) found “the construct of a
sense of personal identity takes time and effort. In addition, it
presupposes the formal operations of intelligence, since these pemnit:the
coordination and integration of the many different, sometimes oppesing,

strands of the individual's selfhood”.

How adolescents portray themselves to others in how they speak, look,
dress and their overall style is significant of the development of a social
identity for the young person (Erikson, 1963; de Klerk, 2005; Hendry &
Kloep, 2005; Frankel, 1998). How the adolescent is viewed in his wider
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sbcial circle including parents and other adults, has a significant impact
on how the young person views himself (Erikson, 1963). Whem: the
adolescent is able to utilise the connections with these significant people
in his life to experiment with his behaviour and interactions, his setrse of
self and social identity is able to develop effectively. The importamce of
learning new communication skills, and having the ability to
communicate with people of all ages, is necessary in the progressien to
adulthood. The period of adolescence when young people leaen to
rehearse these skills and competencies (Hendry & Kloep, 2006} If
young people have a wide range of communication skills, this hefps their
feelings of acceptance of their social identity (Hendry & Kloep, 2005).
These social skills are often practiced with significant others such as

parents, grandparents and siblings.

The search for an identity, and the need to fit in, involves the adolescent
engaging in risk-taking behaviour, which can challenge the relafianship
with his parents. Sharland (20086, p.260) found “we must recognise: that
risk taking is integrally bound up with the development of young people’s
identities. We must start by recoghizing risk taking as a routine, even
desirable component of young people’s lives and development”. This
risk taking behaviour (as long as it's not life threatening or law breaking}
may assist the adolescent in developing social skills and knowledge
around some of life's adversities and ability to cope in the future. It
commonly involves breaking adult rules including the use of sweating or

slang particularly among the adolescent’s peers (de Klerk, 2005).

Hamburg (1998, p.46) identifies factors associated with adolescents
completing this developmental stage with a clear sense of identity,
confidence, a capacity for healthy relationships and to be succassful
adults. These factors include the adolescent having access to “ganng
adults” and peers who have a helpful influence. Adolescents need clear
messages about adult role expectations and adults who act as respected
role models, a supportive group including family, peers, scheof and

community who work together to achieve goals. They also need
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opportunities to achieve success, and this to be rewarded meaningfiily,
epportunities for work that promotes “self-respect and self-sufficiency”
(Hamburg, 1998, p.46).

The adolescent's search for a secure identity is significant & his
psychosocial development. The importance of physical development,
helpful peer relationships and supportive adults, ali contribute fo the

adolescent achieving this developmental stage effectively.

Relationships with parents _
The challenges parents may face in their relationship with an adoleseent

are discussed next. Nurses working with adolescents trying to establish
professional boundaries need to have an awareness of these challeniges
as there maybe issues related to this that arise in the adolescent-murse

relationship.

The family situation, and relationship the adolescent has with his
parents, play a significant role in the adolescent having a smaoth
transition into adulthood (Noller, 2005). Worden (1991, p.4) suggests
parents of the adolescent often have to act as a “buoy; the adolescent
may move away from or foward if, but the buoy remains consistent and
predictable”. My experience indicates this is even more difficult with
parental separations and blended and single parent families. Naller
{2005) emphasises that adolescents need to have many ‘profective
factors’ within their family unit. These include a cohesive, suppartive,
and positive relationship with both parents and other family members.
Noller also states when adolescents have an experience of poor family
functioning and weak bonds with their parents, there are risk factors in
psychosocial functioning. This puts adolescents at risk for mentat heaith
issués. Parents and parental figures therefore need to be available to
the adolescent, without these the young person may struggle fo find
appropriate role models and security figures to bounce back and forth
from. Adolescents who are not able to experience a consistent and

predictable relationship with their parents often seek other connecfiens
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with adults in their environment. These include teachers, employers,

friends’ parents, extended family members, social workers and nurses.

It can be a struggle for parents to know how much support or freedam fo
allow their adolescent. The literature emphasises the importance of
parents being consistent yet flexible (Hamburg, 1998; Wiliams &
Thurlow, 2005; Worden, 1991). Whilst the adolescent is attempiing to
gain autonomy at this stage, they still need their parents suppert to

achieve this, even though adolescents may be rejecting it at times.

The adolescent needs to know rules and boundaries exist regarding their
behaviour. Within these rules and boundaries there needs to be room to
experiment and negotiate. Noller (2005, p.2186) discusses the
significance of positive communication within families as a factor in
enabling this ﬂéxibiiity to occur. She states “communication shoufd also
be clear, rather than vague or ambiguous, and family members should
feel free to express their true feelings and attitudes and to talk abaut the
relationships between'family members”. This provides an environment
where communication is explicit and the adolescent can discuss his

views apenly.

Respect within family relationships is also considered importanf with
young people in this developmental stage. Although adolescents: may
not always behave respectfully to others, Williams and Thurlow {2005,
p.44) state “there is often a tendency for adults to view adolescents as
unskilled communicators” which is not necessarily true. Geanellos
(1997) also found adolescents are often viewed as ‘anti establishunent’,
and difficult to get along with. Adolescents need to be shown respect
{Drury, 2005) and given opportunities to discuss their views in a way that
is appropriately role modeled by parents and other adults. Noller 2005,
p.212) outlines the importance of positive communication within families
“to show respect and regard for other family members, even during
disagreements, so that family members can share their ideas without

fear of being put down or belittled”.
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The need for adolescents to have supportive, open and respectful
relationships with their parents helps adolescents feel secure. Parents
can be role models for adolescents in their relationships praviding
positive expertences in their interactions with others. The other major
influence in the life of an adolescent is his relationship with his peers:and

this is discussed next.

Peer relationships
Young people of the same or similar age bracket make up a peergraup.

This section discusses the importance of peer relationships: for
adolescents. It explores the effect positive and negative peer

relationships have on the developing adolescent.

While teenagers are developing independence and autonomyg fiom
parents they are also creating supportive and satisfying relatisnships
with peers who have less parent or adult oversight (Williams & Thurdbw,
2005). Adolescents rely on their relationships with their peers for sulliple
reasons; a sense of belonging, feel acceptance, to act as role models,
mentors, and confidents; to compete against and for support (Hamburg,
1998). Frankel (1998, p.118) states

adolescents engage with one another in a direct and uncensored manner. What!is so
moving in these conversations is the level of vulnerability that is allowed in as well as

the willingness to share comptlicated feelings with each other. It is an offering up-of the
self, in dramatic and playful ways that is not often repeated in adulit friendships.

The peer groups chosen by the adolescent can have a posfive: or
negative effect on his development. Risk taking behaviour often accurs
with peers (Hamburg, 1998). Adolescents can experience the dilesmima of
wanting to partake and listen to their friends, versus listening to therules
and limits set by parents (Worden, 1991). Their awareness af other
adolescents’ experience of risk taking behaviours can affect their own
ability to cope in these situations (Elkind, 1998). The adolescent lgarns

new coping strategies from one another through hearing one another’s’
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experiences. Young people take their friendships very seriousiy; these
relationships can be a significant opportunity for fearning about himself.
Positive relationships with ather adolescents can have a marked effect
on a young person’s self esteem and sense of self worth (Hamburg,
1928).

The developmental period of adolescence is distinct and chaltenging.
Adolescents are coping with changés in their physical body, their
cognitions from concrete operational thought, to formal operational
thought. This gives them a new insight into the world. They are
searching for a sense of identity: Adolescents experiment with aduit
relationships and with their peers. Other psychosocial challenges
include a move away from their parents and caregivers towards having
more autonomy and independence. However their need for suppaott from
parents and other adults remains. This brief summary of adolescent
.development has looked at the development of ‘well’ adolescents.
Unfortunately not all adolescents are well, with some experiencing
abuse, bullying and other occurrences that can lead to mental health

issues.

Geanellos (1927, p. 21) emphasises the need for health services to
recognise normal adolescent behaviour versus abnormal behaviour:
“For instance, normal variations of mood versus marked, sustained mood
swings; egocentricity versus narcissism; challenging authority versus
abusive behaviour”. The clinical ability to discern normal from abrarmal
behaviour is critical in adolescent mental health nursing and underpins
the assessment conversations and the nurse's ability to ascertain the
quality or the acute nature of the behaviour. The difficulfy is,
adolescence is a time of turmoil which is normal but it can obscure the
need for treatment of emoticnal disorders in adolescents who need
assessment by mental health professionals (Hamburg, 1998).
Adolescents require specialist care by nurses skilled and knowledgeable

in providing care for acutely unwell adolescents experiencing mental
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health problems. There are many challenges nurses face when werking
with these young people.

The following seclion explores some of the issues for marsing
adolescents whose development has not progressed as smootiily as

hoped and therefore are experiencing mental illness.

Nursing adolescents
Nurses are the maijority of the workforce in inpatient mentat fiealth

services. Overall in child and adolescent mental health services
(CAMHS), nurses are one of the three largest occupational gmoups
alongside Psychologists and Social Workers (Ramage, et al., 2005).
This section briefly outlines the role of the mental health nurse arnd some
challenges nurses working with adolescents in mental health may face.
These include challenges when nurses are not aware of an adolescent’s
developmental stage and the nurse’s ability to assess, understandi and
work with boundaries within the therapeutic refationship witts the

adolescent.

Nurses use themselves to connect with and form therapeutic
relationships with adelescents. This can be done in many differentrways
depending on the personality and previous experiences of the surse.
The therapeutic relationship is seen as central to the work of mental
health nurses by some researchers in the literature (Geanellos, 1897;
Of‘rien,' 1999; Peplau, 1952). Within the therapeutic relationship) the
mental health nurse works alongside her patients to empower thens;, she
regards them holistically (Cutcliffe, 1997) with the aim of supporiing;the
client to accomplish his goals. Nursing is a planned action. The nurse
uses herself to form and maintain appropriate relationships wih: the
patient (Carper, 1978). Mental health nursing with adolescents is: no
different. Adolescents require supportive, caring relationships with
nurses who have clear objectives of supporting the young person. to

recovery.
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Murray and Wright (20086, p.161) describe “the first step in establishing a
meaningful relationship with adolescents is connecting with them and
engaging them in the reiati.onship. This requires genuine interest on the
part of the mental health professionals.” Their research found a non
judgmental approach allows the adolescent to express himself effectively
and that “adolescents are usually very astute at identifying a lack of
sincerity or acceptance” {p.161). An adolescent’s feelingé of acceptance
can lead fo an improved sense of wellbeing (Kimberly, 2002).
Teenagers often view nursing staff as friends (Geanellos, 1997;
Kimberly). However, as Kimberly (p.88) states although “the friendship
might not extend beyond the hospital or fit into the adult's definitian of
friendship, it is nevertheless a vital stabilizing force for isolated and
frightened adolescents®. The relationship or friendship can portray to the
adolescent that he is accepted as a person, which can aid i the
adolescent’s journey towards wellness. However, this relationship is
often difficult to negotiate and nurses often struggle with geiing a
balance between forming bonds which are too close with the adoleszents
or becoming like authoritarian parents (Kimberly).

In my clinical experience when nurses form close bonds with the
adolescent, he will often idealize the nurse; an adult whom the yeung
person feels listens and understands him. The adolescent is
developmentally separating his identity from that of his parents, which at
fimes can create conflict with the adolescent and his parents. The nurse,
who is in the helping profession, may not be aware of this dynmamic.
When this occurs there is a risk of the nurse allowing her professional
boundaries to blur. The adolescent is projecting a need to be taken: care
of and understood by an adult, this could create a feeling in the nurse
that she needs to do more than her role allows. The nurse needs o be
aware of this potential dynamic and keep her professional boundaries
and role clear. The therapeutic relationship with an adolescent is
complex; therefore it is vital the nurse has an understanding of where the
adolescent is in terms of developmental needs in ensuring this

refationship remains therapeutic.
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When nurses have an awareness of adolescent development their ability
ta make sense bf some of the behaviour is enhanced. Adolescents; are
at a stage where they are exploring their identity and in transition: from
chilfdhood fo adulthood. Geanellos (1998, p.241) found “adolesecents
vacillate between the thoughts, feelings and behaviours of a chidi and
those of an adult”. They often display very challenging, refecting
behaviour towards both their family and at times the nursing staff
{Kimberly, 2002). This can be described as similar to behaviour of a
patient with. borderiine personality disorder” Krawitz and Watson {1999,
p- 17) state “having traits of this disorder is probably a normal featiuce of
adalescence.” When adolescents behave in a challenging way, or
clinicians believe a pérson has these borderline traits or diagnasis, a
detogatory attitude towards the patient's right to treatment is siiown
{Kimberly; Krawitz & Watson) which has a negative influence om: the
already ftroubled adolescent. Kimberly (p.84) found “such behaviour
might not be recognised immediately as “the outward manifestation of
coping”. This behaviour may appear inappropriate to staff wiose
knowledge of adolescent developmental issues is limited. More
problematic is when the young person is in late adolescence as: the

expectation for the adolescent to behave like an adult is higher.

When nurses in the field are competent they understand the paramafers
and diverse expressions of adolescent development; the nurse wil be
maore aware of differences and areas of caution that may need f: be
applied when working therapeutically with young people, and in pasficular
when negotiating professional boundaries.  Frankel (1998, p.128)
emphasises when working with this age group it is important the
therapist realises the vulnerability of the adolescent and the importance
of the adolescent needing to have part of his life remain hidden to

“protect or safe-guard the self’. Safe guarding, or being able to pmtect

2 Borderline Personality disorder is a mental health diagnosis defined as “a pervasive pattern of
mstability of interpersonal relationships, selffimage, and affects and marked impulsivity” {American
Psychiatric Association: Diagnostic and statistical manual of mental disorders, 2000, p. 292}.
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the self, is important for the adolescent experimenting with identity and
other developmental issues. It is essential nurses working with
adolescents are aware of this and other developmental issues far the

young person.

Adolescents experiencing mental health problems need to be cared for
by skilled clinicians aware of their developmental needs and very
challenging behaviour. The therapeutic relationship and maintenamce of
therapeutic or professional boundaries with young people is caomplex.
The nurse having an awareness of the adolescent's developmental stage
cannot be underestimated. Adolescents are separating fromm their
parents, becoming closer to their peers with whom they experiment.
They often display mixed emotions to a nurse with whom they are
working, at times idealizing the nurse, while other times displaying
rejecting challenging behaviour to her and their parents. This behaxiour
has the potential to push boundaries within the nurse-adoleseent
relationship if the nurse is unaware of it. The therapeutic refafionship
and need for the nurse to maintain therapeutic boundaries is explared in
more depth in the following chapter which discusses relevant fiterature

around these issues.
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CHAPTER 3

Literature Review

introduction

This chapter veviews literature specifically relating to the therapeutic
relationship and professional boundaries with adolescents in mental
health nursing. | found very limited published literature and researct in
this area. Throughout this chapter | have drawn heavily on the wark of
Rene Geanellos, a noted adolescent mental health nurse researcher.
Due to the limited published literature and research, | broadened! the
search to include therapeutic relationships and professional boundaries
within adult mental heailth and paediatric nursing. Although there: are
some parallels and commonalities in these specialties, there: are
significant differences when comparing this literature to adofeseent
mental health. nursing. Adolescent mental health nursing is unique:and
has its own set of challenges for the nurse and the adolescent.. The
nurse is attempting to understand the adolescent in terms af his
developmental stage, but also understand his experience of mental

illness.

Issues such as the use of the nurse’s personality, friendship withil: the
relationship, and the therapeutic use of self, all contribute & the
challenge of maintaining professional boundaries in the therapeutic
relationship. The importance of the nurse using reflection about frer role
within the relationship is discussed; this includes the learning abiout
herself in context of these relationships and being clear whose needs:are
met within the refationship. Opinions on what constitutes a therapsutic
boundary are explored alongside the nurse’s experiences of boumdary
“violations. The effect the nurse’s knowledge and experience has an:her

clinical judgement is also discussed.
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The literature search
A literature search has been undertaken initially looking specifically at

adolescent mental health nursing and the therapeutic relationship
including professional boundaries. Very little literature was found i this
area. The search was then broadened to explore aduit mentak fealth
nursing and paediatric nursing. The data bases CINAHL, PUBMEDR;, and
PsycINFO were utilised. Google Scholar was also used to explore: this
phenomenon. These databases were searched for literature related to
adolescents, mental health nursing, the therapeutic relationshipp and
professional boundaries. The following search words and phrasés: used

*r

were not limited to “adolescen* mental health nurs™, “professional
boundar*, “Adolescen” and professional boundar™, "mental health
boundar™, “therapeutic relationship”. The word adolescent was
substituted by “youth”, “voung people” and “teenagers”. The search
focused on refereed journals initially; then extended to a New Zealand
journal such as Kai Tiaki. In addition to this and pe'rhaps more gseful, |
have utilised relevant references from articles and books sourced to

inform this study.

The therapeutic relationship
The importance of the therapeutic relationship in mental health mursing

has been well documented and researched (Cleary, 2003; Geanellos,
1998; Geanellos, 2004; Geanellos, 2005; Hinds, 1988; Horberg, Brunt &
Axelsson, 2004; Johansson & Elkland, 2003; McCann & Clark, 2003;
Moyle, 2003; Peplau, 1988; Weissman & Appleton, 1995). There are
many nursing skills, qualities and interventions acknowledged and
researched by these authors which enable therapeutic relationshigs to
develop. These include; genuineness, trust, accessibility,
companionship, support, stability, hope, nurturing, friendship, hmour,
positive attitude, security, caring, reciprocity and concermn. These skills
and interventions are of importance in the nurse-adolescent relationship
and in the development of therapeutic boundaries with adolesecents.
Therapeutic or professional boundaries are complex. They vary far each

nurse and can differ with each patient (Carey, 1998; O'Brien, 2000}.

31



The therapeutic relationship is pivotal to adolescent mental health
nursing. It requires the nurse to form an in-depth relationship with: the
adolescent which can be challenging. Geanellos (1997, p. 20} states
“adolescents are often represented as antiauthority, antiestablishment, -
undisciplined and difficult; they are rarely described as lovable”.
Because of this, forming a therapeutic refationship with this age group is
not always easy and straight forward; it often requires the nurse to spend
significant time with the adolescent engaging him in the relationship
(Geanellos, 1997; Murray & Wright, 2006; Ramjan, 2004). The nurse
needs to have a genuine interest in the adolescent as this aids. the
development of the therapeutic relationship (Geanellos, 1997; Mumray &
Wright, 2006). Adolescents are often very astute and can sense wken a
nurse displays a lack of sincerity and/or interest in his interactions
(Murray & Wright, 20086).

The forming and maintaining of the therapeutic relationship is the care of
mental health nursing. It is the nurse’s role to ensure the relationship is
therapeutic. Professional boundaries play a significant role in ensuring
this occurs. The management of professional boundaries is complicated

but essential when engaging in relationships with adolescents.

Defining boundaries
An important part of the therapeutic relationship is the defining and

management of therapeutic boundaries (Geanellos, 2003; Peternelj-
Taylar, 2002; Sheets, 1999). The boundary can be defined as the frame
the therapist creates to allow the therapy fo take place (Wiliams &
Swartz, 1998). The purpose of boundaries is to ensure practice
standards are adhered to and both the client and therapist are profected
(Williams & Swartz). The significance of nurses managing therapeutic
boundaries is of utmost importance. The adolescent’s personality is in a
stage of development which places him in a vuinerable position. This

vulnerability is further increased when the adolescent is experiencing
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mental iliness. The literature emphasises the managing af the
therapeutic boundary is the nurse's role rather than the patient's
(Allenbach & Steinmiller, 2004; Geanellos, 1997; Hawes, 2005; Scanlon,
20086; Totka, 1996).

Much of the research on therapeutic relationships discusses the value of
nurses adopting an informal, friendly approach to the relationship: with
patients in mental health (O'Brien, 1999; Geanellos, 1997; Secanion,
2008). However, finding the balance between this and a relationship: that
remains professional, with clear boundaries is often a challenge. The
mental health nurse frequently faces the challenge of finding a bafance
between ensuring she portrays a professional front {o the patiemt yet
sharing enough of herself to connect as a person (Gastmans, 1998,
O'Brien, 1999). |

One of the challenges fbr mental health nurses is determining how much
she should share of herself with the patient, as sharing of self is what
happens between friends. The concept of friendship and friendliness
has been widely discussed in nursing literature (Ford & Turner, 2001;
Geanellos, 1997; Geanellos, 2005; Hawes, 2005; Kimberly, 2602).
Friendship can be understood as a mutualy ret:iprocal relaticniship
where both needs are met. Although the nurse has a iot to gain fram the
relationship she has with the adolescent (Geanellos, 1997), it is thaught,
the relationship in mental health nursing should be meeting more of the
patient’s needs rather those of the nurse. This relationship exists within
a professional context (Geanellos, 2005). Hawes (2005, p. 16) faund a
blurring of nurse-patient boundaries occurs “when the relationshigy slips
into a social context. where the nurse’'s behaviour reflects his need at the
expense of the patient's needs”. The excessive discussion of a mirse’s
personal life, her problems, worries, gossiping and social talking have all
been identified as a crossing over of professional boundaries, as
discussions of this nature can indicate the nurse's needs ame: the
forefront rather than needs of the patient (Allenbach & Steinmiiler, 2004;
Gastmans, 1998, Sheets, 1999).
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The nurse is a person too, with feelings, emotions and experiences
similar at times to the patients she works with (Scanlon, 2006} which
cannot be ignored. Yet, it is the nurse’s role to utilise her skills enstring
she maintains a professional, yet therapeuiic relationship with: the
adolescent. This is supported by the collaborative work currently being
carried out by the Australian Nursing and Midwifery Council, Nursing
Council of New Zealand and Faculty of Health for the University of New
Castle (2007) in validating a set of guidelines on boundares: of

professional practice for nurses and midwives.

The complexity of professional boundaries is compounded when: what
constitutes a professional boundary, for one nurse, may be too stigt:for
amnother (Totka, 1996). A nurse may also disclose more about herseif to
one adolescent than she would to another, depending on the needs of
the adolescent, and the relationship she has with him. The varatian.: of
the boundary and constant movement adds to the complexity. Peternelj-
Taylor (2002, p.28) suggests “when it comes to boundaries, there are:no
bfack and .white answers to the tough questions posed by the dilemmas
m practice. Instead, shades of grey cloud my thinking. Mamaging
beundaries is often easier said than done”. - When engaging with the
adolescent in a therapeutic relationship the nurse needs to keep: the

reed for boundaries in the forefront of her mind.

For the nurse fo effectively engage in relationships with patients: she
needs to become involved with them (O’'Brien, 1999). To achieve: this
she also needs to be available to the relationship, showing she is apen
and accessible to receive communications and have interactions withithe
cient. To engage with an adolescent the nurse needs to make
connections with him, this requires a genuine interest in the adolescent
(Murray & Wright, 2006). When nurses are able to communicate a
genuineness and sincerity to the adolescent it provides an avenue far-the
rapport and the therapeutic relationship to develop. Rogers {1980,

p.153) found when this occurs “the message comes through ta: the
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recipient that “this other individual frusts me, thinks I'm worthwhile.
Perhaps | am worth something. Perhaps | could value myself. Perhaps |
could care for myself’. This sincerity from the nurse can suppuoe the
adolescent in feeling worthwhile. It often requires the therapist or nurse
to give something of herself to the relationship which helps in rapport
building enabling the adolescent to feel connected to the nurse. This
assists in ensuring the relationship is meaningful which helps the
adolescent to express himself and tell his story (Murray & Wright, 2006).

The Nurse’s Personality
The concept of the use of self as a therapeutic tool is discussed

extensively in mental health nursing (Carper, 1978). Geanellos {1997, p.
22) states “the self refers to all the nurse brings to her interactions with
others; it encompasses the dynamic entity she has become, the
knowledge, skill and wisdom garnered through her experiences of fiving
and how she operates in the world.” The nurse is unable to genuinely
separate herself and her personality from the work she does with
patients. When the nurse does attempt this she betrays her persanality
and presents a front to the patient that is artificial and lacks genuineness
(Scanlon, 2006). The importance of the nurse showing sincerity and .
genuineness to the -adolescent is crucial in the development of the
therapeutic relationship. However, this concept of the nurse using her
personality in the therapeutic relationship can bring potential problems.
These problems include too much self disclosure when the nuese is
aitempting to engage with the adolescent. The need for the nurse to
know herself and have the capacity to continue to work through her own
personal issues when working with patients in mental health is well
documented in literature (Geanellos, 1997; Scanlon, 2006). Nurses in
this area are working with vulnerable patients because of their mental
health issues. If a nurse is not aware of her own issues related o her
mental health these may become confused with the patient’s and be

potentially detrimental.

35



A nurse wha feflects on her practice and recognises issues that refate to
herself rather than the patient, is more effective in the relationship.
Scanlon (200G, p. 325) states “skilis involved in forming therapeutic
relationships require interpersonal skills that can be learned, tuti the
learning tends to be in the form of learning about oneself”. Wher: the
nurse can appropriately share experiences about herself, using clear
professional boundaries, much can be gained (Geanellos, 1997).
However the emphasis should always be on whose needs are being: met
with this sharing — the nurse’s or the patient's? Gastmans (1998} notes
the importance of nurses ensuring the nurse patient relationship doesn't
become an arena in which the nurse discusses her own profifems,
concerns and expectations. Therefore constant vigilance is requited by
the nurse. Adolescents experiencing mental health problems have
enough issues to contend with without taking on the nurse’s protilems
and helping fo solve them. Yet, when the nurse is able to demonstrate
self awareness and a capacity to look at her own issues her use afi self
can benefit the adolescent. For example, if the nurse is able to
appropriately share how she managed a stressful situation as the
adolescent is searching for role models and learning experiences: with
which he can learn from. The therapeutic relationship with a nurse:who
is open to sharing appropriately about herself can assist in this precess
and in joining with the adolescent in the relationship. Geanellos {1997,
p.27) states

I certainly told a lot of stories about growing up in my family and the trials of my own
adolescence. | think this type of reciprocity is important, although it needs to. be
appropriate to the coniext and the adolescent, because it helps reduce the distance
between you and the adolescent.

She also emphasises the importance of the nurse being clear abuut who
the aduit in the conversation is. Because the nurse may experence
stressful events in her own life, there may be times when the nurse is:not
vigilant and makes mistakes by sharing too much information with: the

adolescent.
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Peternelj-Taylor (2002, p.24) found "as human beings we are: all
vuinerable, and because of our humanness, we struggle with the
meaning of boundaries in therapeutic relationships”. When a nurse is
attempting to engage a patient and present a more human, accessible,
and informal sense of self in the relationship there is a danger o this
crossing the line (O'Brien, 1999). The nurse needs to be aware aof her
role in the therapeutic relationship, while having an understanding of the
inevitable power differential that exists between the patient and the surse
{Peternelj—Taylor, 2002). The power differential emphasises the pofential
increased vulnerability of the patient and the need for the nurse fo
remain professional in his role within the helping profession. Gastmans
{1998, p.6) states “Nurses should not speak to the patient in the same
way they speak to family or friends, even if that would be much more
easy or enhjoyable”. Because nurses are people with their owm life
experiences, they will make mistakes such as falling into social fatking
and friendships with adolescents. This often occurs when the nurse is
sharing something of hlerself in interactions. Nurses can learn theaugh

these mistakes and this learning could be shared with others.

Nurses Learning _
Totka (1996) found that if nurses were able to talk about professional

boundaries, and the challenges in managing these openly among their
peers, this may foster more open discussion around these chalfenges
which may assist in nurses’ learning. I is also thought that more
experienced nurses who are role models to their peers, can often make
more effective decisions around the therapeutic use of boundaries within
the nurse-patient relationship (Allenbach & Steinmiller, 2004; Hawes,
2005; McCutcheon & Pincombe, 2001; Peternelj-Taylor, 2002; Totka
1996). If these nurses were able to share their stories with junior aerses
of these experiences and encourage open conﬁmunication areund
boundaries, valuable learning opportunities for all nurses would be more
available. There are no clear specific guidelines in relation to

professional boundaries that apply in every nursing situation. Support

37



fram. nursing peers in managing the complex issue of professianal

haundaries is helpful.

Amother opportunity to learn about professional boundaries is when
rurses make mistakes in managing the boundary, and therefore leam
from the experience (Hawes, 2005; Totka, 1996). PeternelFFaylor
(2002, p.25) found “arriving at decisions involving therapeutic boundaries
requires knowledge, experience, and clinical judgement. Boundary work
fs mot simply an exercise in logic, but rather one rooted in therapeutic
imtegrity”. Strong nursing leadership which creates a culture of opemmess
anck sharing among nursing staff, plays an important role in ersurng
nurses are supported in the decision making process in regards. fo
therapeutic boundaries within the nurse-patient relationship (Allenbach &
Steinmiller, 2004).

Adalescent mental health nursing is a complex and specialised atea of .
mursing. As a specialty it remains an area of nursing which is largely

unresearched and unpublished (Geanellos, 1999; Hodgkinson, Watson,

Wadge, Abeles & Danquah, 2005). There are further research gaps

when searching for any New Zealand research related to this fieltf of

practice.

Conclusion

As the literature states i_t is the nurse’'s role to maintain therapeutic
baundaries in mental health nursing. When the nurse engages with the
adolescent in a therapeutic relationship she needs to be acutely aware of
thve role boundaries play within this relationship. The nurse uses herself
as: a therapeutic tobl. She shares her personality with the young person,
and discloses appropriate information about herself in the relationship.
Efany researchers found friendliness and friendship has significamce in
this relationship; however this is not a reciprocal friendship where: the
murse talks about her worries and problems. The nurse has: the

adolescent’'s needs at the forefront of her mind when working
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therapeuﬁca}ly with the adolescent. A culture of sharing and hgnesty
amongst a nursing group could support nurses in learning from mistakes
that may occur when the nurse crosses the boundaries with: an
adolescent. Strong, supportive nursing leadership needs to allow this to
occur. As this iiterature review illustrates there is literature: on
therapeutic relationships and professional boundaries in other areas of
nursing, however, the literature related to specifically to addescent
mental health nursing is limited. It is hoped that this research thesis;
exploring senior nurses’ experience of assessing, understanding and
working with therapeutic boundaries when working alomgside
adolescenis in a mental health setting will contribute to mursing

knowledge in this complex area of practice.
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CHAPTER 4

Methodology Chapter

Infroduction _
This research project has used a qualitative method, narrative imquiry,

with an interpretive approach and a specific framework for analysis. The
researcher has many obligations when undertaking research. The
research process needs to be easily understood, the method and
methodology need to be congruent with the theoretical underpimiings. of
the project ensuring the question can be answered adequately. The
research process needs to be ethical and appropriate. ¥hen
contributing to nursing knowledge through research, the processes afithe
research need to be rigorous and congruent to the topic researched.
The research methodology and design needs to be compatible witkr the
research question, as this helps io determine whether or not the findings
are valid and refiable. The considerations also include practicalities such
as project size, participant recruitment, and cosis. It is important that the
context of the project and research methodology is understood.
Throughout the discussion | explain how | undertook this project. of
exploring nurses’ experiences of therapeutic boundaries with

adoiescents in mental health using narrative inquiry.

The chapter begins with a briéf discussion of nursing research, inctuding
the main paradigms used. The philosophical underpinnings of the
Constructivist paradigm are discussed and how narrative inquiry, as: an
interpretative research approach, fits into this domain. The way narrative
inquiry has been used as a specific research design to explore nurses’
experiences is explicated. Thié includes data collection, management

and analysis processes.
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Nursing research
Nursing research has existed since the 1800s when Florence Nighiingale

published Notes on Nursing in 1859 (Polit & Beck, 2006). Nurses are
engaging in research increasingly, as the profession develops there is a
focus on nurses being able to provide evidenced based practice to
patients/clients (Polit & Beck, 2006; Schneider, Elliott. Beamiand,
LoBiondo-Wood & Haber, 2003). Evidence based practice contribufes fo -
patients/clients receiving the best possible nursing care availaide to
them. Research helps to validate the effectiveness of nursing carein a
world where there are considerable pressures on healthcare fumding.
Nurses are accountable for ensuring their practice is cost-effgetive,
clinically appropriate and has the best outcomes for patients/clients {Polit
& Beck, 2008). Nursing research requires methodological considesations

that are appropriate to its own practice context.

The Positivist paradigm and the Naturalistic (or Constructivist) paradigm
are the two world views mainly used in nursing research, although these
are not the only paradigms from which nursing research originates: {Polit
& Beck, 2006). The Positivist paradigm is defined by Polit and Beck
(2006, p.507) as “the traditional paradigm underlying the se:f:&ntiﬁc
approach, which assumes that there is a fixed, orderly reality that ¢an be
objectively studied”.  This approach is usually associated with
quantitative research. Quantitative research designs include but are not
limited to studies ranging from descriptive designs to comparing groups

and experimental designs (Roberts & Taylor, 1998).

The naturalistic or constructivist world view is defined by Polit and Beck
(2006, p.504) as often having multiple realities or interpretations of
realities, “the goal of research is to understand how individuals cownstruct
reality within their context; often associated with qualitative research”.
Geanellos (2004) believes mental health nursing is based an the

formation of relationships and the ability of nurses to understand fwman
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encounters and experience, these understandings often require a
qualitative research approach. She points out the importance of mjﬁsing
developing knowledge of its own, rather than borrowing from ether
disciplines. She recommends using qualitative methods wilt further
develop nursing knowledge and therefore advance the practice of mental
health nursing. However, there is no ‘best research design® when
undertaking nursing research. The research design and methadalogy
meeds to be based on the most app;o'priate design to help answer the
question posed (Roberts & Taylor, 1998}.

in this project narrative inquiry, a qualitative research approach has:fieen
used to explore nurses’ experiences of assessing, understanding and
working with therapeutic boundaries when working alomgside
adalescents in a mental health setting. This interpretive methodalogy
respects the nurses’ experiences of exploring their understanding ofithe

significance of working with therapeutic boundaries in mental healf.

Qualitative methodology
This section illustrates the use of a qualitative research methaodology,

narrafive inquiry, in exploring the nurses’ experience of therapeutic
bhoundaries. A brief explanation of the theoretical perspective which
underpins this methodology is given. The relevance of a constructivist
approach in exploring this phenomenon is discussed, particularly
interpretative design and how narrative inquiry sits within this apptaach.
The significance of culture and experience are also explored within this
methodological approach. The use of an interpretati\)e desigm: for
nursing research is explained and speCiﬁcally for this study. The

diseussion begins with the interpretative approach.

An interpretive approach
When exploring and attempting to understand how nurses wotk with

therapeutic boundaries when alongside adolescents in mental health;. an

in-depth exploration of the nurse’s experience is required. The
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philosophical underpinnings of the constructivist paradigm respect this

type of exploration.

The constructivist paradigm view of ‘meaning’ is that it is constructed by
people when they engage with the world they are interpreting. The
meaning is neither objective nor subjective but both of these redlities are
held together {(Crotty, 1998).  Crotty (1998, p.42) described
constructionism as “the view that all knowledge, and therefore all
meaningful reality as such, is contingent upon human practices, being
constructed in and out of interaction between human beings and their
world, and developed and transmitted within an essentially social
context”. Constructivism also supports the notion that each person’s
experience is unique and individual’s interpretation of the world is just as
“valid and worthy of respect as any other” individual's interpretation,

therefore there is no one correct reality, multiple realities exist (p.58}.

Therefore, when interpreting a nurse participant’s experience, it is just
that, an interpretation of what |, as the researcher, think may be
occurring. My interpretation may differ from that of the reader's
interpretation. However, both interpretations are considered usefull In
this project inferpretive research aims to make sense oui of the

experiences described by the participants.

Narrative inquiry is an interpretative research methodology which sits in
the constructivist paradigm, as it is impossible to separate the sfories
from the lives of their narrators and the communities within whick the
stories are told. Narrative allows stories to be consiructed and shared as
people engage with the world and their experiences in it. It then aflows

participants and researchers to interpret these experiences.

Narrative inquiry
As a research methodology, narrative inquiry fosters reflection and

preserves knowledge, while respecting the participants’ thoughts, culture
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and history. Narrative seeks to encapsulate the significance of the work
nurses are already doing, as the emphasis is on the nurse's experience
and everyday practice (Benner, 1991; Bruner, 1984; Carson & Fairbaim,
2002; Clandinin & Connelly, 1991; Denzin, 1989; Koch,1998;
Polkinghorne, 1995; Sandelowski, 1991).

Narrative inquiry was first discussed in the 1930s. Initially coming from a
literary perspective, it has mainly been used in the social sciences
(Wood & Giddings, 2003), for example philosophy, sociology and
psychology. Emden (1998, p.30) found, although narrative inguity is
relatively new in the field of nursing it is becoming increasingly utifised as
a research approach. She states “it does not have any single heritage or
methodology and its practitioners draw upon diverse sources: of
influence”. Woods and Giddings (2003) found the narrative approach
has been strongly influenced by history, phenomenology and
hermeneutics. Phenomenology is the study of the lived experience, or of
things within human experience (Roberts & Taylor, 1998). Hermenettics
is .a process of interpretation often used in research to understand
human practices and events (Crotty, 1998). As the focus of namative
inquiry is to explore, understand and interpret the experience of the
participants, the link to both of these methodological approaches is

apparent.

The term narrative is often used interchangeably with ‘storj;’ in qualitative
research (Emden, 1998; Gudmundsdoftir, 1995). Gudmundsdottir {1995)
suggests that a flexible use of the terms narrative, and story, is eften
more useful to researchers, as it enab[es.a wide range of social
phenomena to be analysed. Emden (1998, p.35) explains “afffiough
narrative clearly involves stories, it is more than a single story ... the term
embraces the collective 'storied wisdom’ of people’s individual stories”.
In this study | refer to the data collected from the interviews as the
nurse’'s narrative, this includes the whole experience. At times the term

story is used in relation to individual stories within the nurse’s narrative.
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For this project | have drawn on the work of Clandinin and Connelly
(2000) who utilise narrative inquiry from an educational perspective.
Their focus is on experience; from which they conduct a narrative fnquiry.
Clandinin and Connelly (1990, p.2) define narrative as both “the
phenomena and the method”. Narrative inquiry endeavours to make an
in-depth exploration of human experience and then understand this
experience. As an interpretive methodology, narrative attempts to
explore, understand and explain both human and social realities {Crotty,
I1998). My research explores the experience of the nurse in assessing,
understanding and managing therapeutic boundaries when working with
adolescents in mental health. The context to the research topic is also
highlighted.

The work that nurses do in forming relationships and defining boundaries
with adolescents is significant in terms of the skills and knowledge
required, the use of narrative inquiry highlights this significance.
Gudmundsdottir (1995, p.31) states:

By using narrative form we assign meaning to events and invest them with cofisrence,
_integrity, fullness, and closure. When we place events drawn from our experiences
within an order provided by narrative, we also invest them with.a moral significance:.

Story telling is used by individuals to construct and express meaning
(Mishler, 1986). Practice stories help the nurse to reflect on hes work
with the adolescent; the therapeutic relationship, her role withim the
relationship, and the goals the nurse and adolescent are aimimg to
achieve. Stories allow us to explore the world and our place and role
within if, “stories call us to consider what we know, what we hope: for,

who we are, and what or whom we care about’ (Witherell, 1995, p.48).

The participant brings with her the story of her past, present and future
(Bruner,1984; Clandinin & Connelly, 2000; Denzin, 1989) which is
captured by the telling of her experience; in this case working with
adolescents in the mental health sefting. Crotty (1998, p.64) suggests
“when we narrate something, even in telling our very own story, it is

(again in the normal course of events) the voice of our culture — its many
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voices, in fact - that is heard in what we say”. Each participant iru this
research will have differences in her culture and a different expetience of
her work with adolescents; the use of narrative inquiry respeets: this
difference. Every nurse's experience is unique, her past expesience,
beliefs and culture have an effect on the work she does with adolescents

in a mental health setting.

Experience and culture
The way a person behaves in the world, his customs, beliefs and walues

are what define his culture. Every experience a person has influences
that person’s future experiences and actions (Dewey, 1938). Dewey: (p.
27) found “from this point of view, the principle of continuity of experience
means that every experience takes up something from those whicte frave
gone before and modifies in some way the quality of those which came
after". Each experience a nurse has in the relationship witth an
adolescent will influence or impact on her future experiences, bath with
that adolescent, and others. Narrative inquiry provides a way to explore

this experience.

The effect a person’s culture has on her experiences and interpretation
of these experiences is important in narrative inquiry. Culture helps to
shape the way in which we think about the world and the way im which
we function and behave (Crotty, 1998). The use of a namative
methodology in research provides opportunities for the participant. to
explore culiural influences, and the effect these may have om her
experiences personally and professionally (Bruner, 1984; Bruner, 1991;
Clandinin & Comnelly, 2000; Crotty, 1998; Dewey, 1938).

Narrative inquiry as an interpretive methodology provides a research
approach which is respectful to the participant’'s experience, culture and
way in which she sees the world. It allows the peréon’s story to be:told
incorporating life experiences, values and beliefs. In this research it

provides an epportunity for nurses’ stories to be heard.
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Narrative in Nursing .
This section highlights the value of using a methodology such as

narrative inquiry for nursing research and how it enables mrses’
experiences to be heard. it explores the place of story telling in mursing
and within nursing research. Narrative inquiry provides an opporturity to
look at what nurses are already doing as the emphasis is on mursing
practice. Carson and Fairbairn (2002, p.3) state, “research sising
narratives is more respectiul of nursing practice since it does not seek to
impose a pre-existing methodological framework upon it, and takes

seriously the stories that practitioners tell about what they do”.

The use of narrative or storytelling can make nursing practice visible
{(Koch, 1998). The very telling of stories provides a space for the murse
to reflect on her practice, to acknowlédge where.she may have gone
wrong but also whaf was done effectively, this facilitates development of
her practice {Benner, 1991). Narrative inquiry enables an in-depth
exploration of the nurse’s experience and practice. Benner (1991, p.4)
found narratives “capture the significance of the practice and namatively
demonstrate meaning-laden clinical episodes that convey the werth of
the work”. Through tﬁe use of narrative inquiry the nurse’s personal
experience is able to be captured and explored (Lieblich & Josssison,
1997).

Waorking with adolescents ié complex. Using a narrative methodological
approach enables a deeper understanding of the phenomena of ngt only
the nurse’s practice, but how the nurse’s personal world view, cufture
and identity influence her practice. Using narrative inquiry provides the
nurse participants in this research, an opportunity to reflect om their
everyday practice of forming relationships, managing therapeutic
boundaries and the complexities that this entails. When nurses hawe the

opportunity to tell practice stories, meanings and feelings relafed to
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practice knowledge are revealed, which can have an influence om fature

rursing knowledge and practice (Benner, 1991).

The utilisation of narrative inquiry enables the practice of nurses: to be

visible and heard. Telling practice stories is an opportunity to reflect on
| practice, which aids the development of practice. Narrative pravides
nurse researchers with an opportunity fo explore the parficipants’
experience in an in-depth way, while ensuring the participants’ voices;. be
they patients or nurses are heard. The knowledge the nurée parficipants
possess in this study can be shared through a narrative approach: and
contribute fo the existing body of knowledge. This knowledge: may
benefit nurses from a variety of practice settings, who are working: with

adolescents experiencing mental heaith problems.

Having established that narrative inquiry is the best approach to use in
this study | now move on to the research plan for design, scope andi data
processes used. There are various ways to collect data using namative
inquiry and various ways to analyse and interpret it. The fdllowing
section discusses the processes used for this study to understand
nurses’ experiences of assessing, understanding and maiataining

therapeutic boundaries in a mental health setting.

The Research Plan
The next part of the methodology chapter looks at how | went about this

research project using narrative inquiry and the considerations and
processes entailed. Firstly the design and scope are discussed;
secondly, ethical considerations; thirdly, data processes; and finally,
strategies for rigour. In brief, | met with four participants, using a semi-
structured interview to collect the data. Clandinin and Connelly’s {2000)
three dimensional narrative ianiry space is used for data amalysis.
Lincoin and Guba's {1985} four criteria for determining rigour in

qualitative research is also used.
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The project
The aim of the project was to understand nurses’ experience of

assessing, understanding and working' with therapeutic boundaries when
alongside adolescents in mental health. | had to define whe the
participants would be, the method of recruitment, the scope of the project

and the ethical considerations.

Scope and size
This project is the research component of a master's degree and needs

to be completed in one year. For this reason and the chesen
methodology ! felt a maximum of four participants would ensire the

project was manageable.

Participants
t had to identify who the participants would be, the inclusion or exdlision

criteria, recruitment method and plan of contact and communication.
The participants for this study must be Registered Nurses in New
Zealand who are currently employed in a District Health Board i Child

and Adolescent Mental Health, working specifically with adolescents.

fnclusion Criferia
The inclusion criteria stated the nurses had to have at least three years

experience of working in an adolescent mental health setting. The aim of
this study is to explore how nurses understand and work with therapeutic
boundaries when working alongside adolescents by asking the nugses to
talk about their experience. Benner and Wrubel (1289) emphasise the
need for expert nurses to help inform nursing theory, three years in a
chosen specialty will help to ensure the nurse has relevant knowledge
and experience. It is also thought that experienced nurses are able to
discuss their practice in much more depth which will bring about fariher

understanding of this phenomenon (Bennér, 1991).
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Recruitment
There are a small nhumber of nurses in New Zealand working in clild; and

adolescent mental health, consequently we know one another. Smowball
sampling, as the method of recruitment, was used in this pmigct.
Snowball sampling ts frequently used when there is a smalil graup. of
possible parficipants or when participants who meet the inclusion criteria
are difficult to identify (Polit & Beck, 2006; Schneider et al, 20083);. A
small amount of potential participants are identified, these patential
participants identify other possible participants, and this grows like a
snowball.

Process
b began the recruitment process by emailing a covering note i Key

professional networks in New Zealand attaching the information stveet: for
participants (Appendix 1) along with the consent form (Appendix: 2)
requesting they pass this on to any nurses that met the inclusion erteria.
The potential participants then emailed me their interest in participating
in the study. | replied via email requesting the nurse send me the signed
consent form by mail. | offered to {elephone the nurse to answer any
guestions she may have. The participants were chosen on a first come
first served basis, although consideration was given to the geographical
area of the participant, as the use of face to face interviews meant |
needed to consider the time and expense involved. On receiving; the
completed consent form | arranged an interview date and time with: the

participant at a place and time convenient to her.

Ethical considerations
As a researcher studying human experience it is essential that i camsider

the ethical implications for the participants in order to minimize harm to
the participants and ensure informed consent is obtained. Ethical
considerations include ensuring the participants and their stodes: are
respected by providing confidentiality and/or anonymity. The resgarcher

also has to consider issues such as conflict of interest, caercion,

50



exploitation, benefit and risk. In New Zealand the researcher's

~ obligations under the Treaty of Waitangi are part of the project.

Ethics approval
When research is conducted in New Zealand with human participants the

- tesearcher has an obligation to obtain approval for the proposed
research from a suitably recognised ethics committee. The ethics
application process is extensive and rigorous. | sought and received
ethics approval from the Victoria University Human Ethics Commitiee for
this research project. Appendix 3 contains the approval letter fram the

committee.

Treaty of Waitangi
When living and working as a health professional in New Zealand,

acknowledgement of the Treaty of Waitangi is mandatory. This is the
founding document of New Zealand, which aims to ensure that #Maori
(the indigenous people) and European are equal partners withim the
country. Therefore involvement of Maori in all things related to the health

of Maori is significant (Durie 2001).

The Health Research Council of New Zealand (1 998)' states for best
practice consultation with Maori should start at the beginning of the
research process; this will initiate participation by Maori in the entire
process, which will ensure effective Maori input. As | identify as Non-
Maori, it was important for me to ensure consultation with Maori at the
beginning of the project. | also needed to consider the identity of my

participants who may belong to other cultures.

During the design phase of my project | undertook consultation with the
Te Whare Punanga Korero Board, the Maori advisory team for Taranaki
DHB where I'm employed. The purpose of this consultation was
specifically requesting they consider whether my proposed research

would be culturally safe and appropriate for Maori. If any participants
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identified as Maori | needed fo have thought about the specific needs
and processes that should be followed specific to Maori. This ensures |
meet my obligations under the Treaty of Waitangi and cultural safety in
the Nursing Council of New Zealand competencies 1.2 and 1.56 (Nursing
Council of New Zealand, 2005). The Te Whare Punanga Korero Board
gave full support to my research project with a support letter which: was

included in my ethics application.

Confidentiality and Anonymity
it is the researcher's responsibility to ensure the confidentiality amd/or

anonymity of the participants is respected (Robert & Taylor, 1998}. The
data needs to be stored safely with access to authorized people anly: A
pseudonym should be used for any information that requires
identification such as the transcribed data (Roberts & Taylor). [f the: raw
data identifies the participants in any way the researcher needs fo
-protect their anonymity. This may include making alterations to the: data
or changing details to ensure the participants can't be identified. It is
essential that the researcher makes every attempt to respect the

individual participant’s rights to confidentiality and anonymity.

The participants’ confidentiality has been maintained to the best af my
ability throughout the project. | am the only person aware of whoms the
respondents were. When [ submitied my research proposal to the Ethics
Committee | received feedback about whether | was able to guarantee
confidentiality to the participants. This was due to my stating “there are a
small number of adolescent mental health nurses in New Zealand,
cansequently we know one another”. The Committee pointed out that |
may not be able to guarantee confidentiality to the participants as the
participants’ opinions and narrative may be recognisable by theitr peers.
This would be common in a sméll country with a small population such
as New Zealand. The committee felt the participants had a right to: be
aware of this prior to agreeing to participate. | altered my information

sheet accordingly to read:
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due to the small number of ‘adoiescent mental health nurses in New Zealand, ard the
narrative  design of the research, there is a possibility that parficipants’
viewsfexperiences may be recognised by their peers.

No identifying features have been used and the names and geographical

lacation of the participants is confidential.

For the safe and confidential management and storage of the data the
audiotapes of the interviews were labeled with a pseudonym. The
audiotapes were transcribed by a transcriber employed for that purpose
she understood confidentiality issues and signed a confidentiality
statement. The transcriber and |, as the researcher, were the: only
people to have access to the raw data to ensure the participants’
confidentiality was protected (Roberts & Taylor, 1998). Al wriiten
material is kept in a locked file with restricted access and all elestronic

information is in a password-protected file.

Informed Consent :
Informed consent was obtained from the participants after an interest

was shown in participating in the research via email. “The pariicipant
information sheet was emailed to each participant with the consent from.
The information sheet provided a comprehensive explanation of the
study and their potential participation. The participants were givem an
opportunity to discuss any questions they had regarding the research
and their participation. Signed consent forms were returned to me: via
the mail prior to the participants’ interviews. An opportunity was aiso
given to the participants to ask any further questions when the interviews

were arranged.

Risk and harm
it is the researcher's responsibility to ensure potential hamm to

participants is kept to a minimum. Harm or distress to participants eculd
potentially occur in this study if a nurse had experienced a distressing

relationship with an adolescent in her care. Discussion aof this
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refationship may re-traumatise the nurse. A nurse may also disclese: an
unresolved or inappropriate relationship or boundary crossing withs an
adolescent. |f this had occurred during the interview | planned o stop
the recording of the interview immediately and support the nurse: as
appropriate. If the issues were unresolved at that point, the nurse was
given the option to withdraw from the research. Whether or not this
option was taken, the nurse would have been encouraged to take: the
issues to clinical supervision or be referred to the Employee Assistance

Programme in her organization.

Summary
There are clear guidelines that need to be followed when undertaking

research. It is essential the research process is congruent witii the
methodological underpinnings of the study. The research musti be
ethical, and appropriate procedures related to this, must be follawed.
The participants need fo be aware of the research process and their
tights. It is important that their confidentiality, safety and cultural needs

are met.

Research Processes
The third part of the methodology chapter focuses on the processes; of

data collection, management, analysis, and rigour used in this project.
The data collection method used is the unstructured interview. Nextithe
management of the data is outlined. The characteristics of the
participants, process reflections, and the role of the researcher in
narrative inquiry is also discussed. The data analysis process used is
Clandinin and Connelly’s (2000) three dimensional narrative mquiry
space. Strategies used o ensure the research process is congruent and
rigorous are explained. Lincoln and Guba (1985} identify four criteria for
determining rigour in qualitative research; these criteria are explained
along with their relevance in this study. | discuss the research: and

method processes generically as well as specifically to this project.
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Data Collection
This section explores data collection methods used in narrative inquiry.

It focuses on the unstructured interview as the method utilised to collect
data in this study and the rationale for its use. The role and influence of
the researcher must also be considered. When utilising narrative inquiry
as a research methodology the data collection methods can include in-
depth conversations or interviews. These can be on either one occasion
or a series of conversations over time. In this approach the emphasis is

on obtaining the participants’ accounts in their own words or terms.

The qnstructured interview
The unstructured interview is viewed as the most effective data collection

method when using a narrative design, due to its ability o allow
participants more open responseé (Lofland, 1971; McCance, McKemna &
Boore, 2001; Polkinghorne, 1988). An unstructured interview aliows the
participant to tell her story speaking in her own voice, and having eontrol
of the topics discussed and the direction the narrafive takes (Mishler,
1986). The in-depth interview is complex, it provides a leaming
experience which is rich and would be difficult to communicate fully in
another context (Paget, 1983). The unstructured interview allows far in-
depth exploration into the nurse’s experience of working with bor.md‘élries

with adolescents.

An awareness of énsuring | give space and time to the pariicipant to tell
her story, noticing how |, as the interviewer, contribute to the narrative,
what | say, when | speak and the dynamics that my role creates m. the

process are valuable.

When conducting the research the position of the researcher is not able
to be an objective one. The use of a reflective journal helped me to
reflect on, and process my ideas, it also ensures my bias and opinions
are acknowledged. As the researcher, | become part of the process

having lived my own story as an adolescent mental health nurse, and my
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personal life story. Prior to the interview process | was aware af the
importance of responding as the researcher and not the participant's

purse.

Lofland (1971, p.76) describes the unstructured interview as an
apportunity for the interviewer fo elicit from the participant, what: she
considers is important information or questions on the given topic, rather
than expanding on the information the interviewer feels she already
knows. “lts abject is to carry on a guided conversation and to eficit rich,
detailed materials”. The interviewer need not be highly skilfedi or
knowledgeable about the topic being discussed and explored, as it isthe
participant’s opinions and knowledge that is sought through the wse: of
the unstructured interview (Mishler, 1986).

Reflexivity
My role as the interviewer and investigator is important in the research.

As the investigator, interviewer and analyst of this research | have: an
agenda that is my focus to investigate. Sandelowski (1986, p.30)
proposes “the credibility of qualitative research is enhanced when
investigators describe and inferpret their own behaviour and experiences
as researchers in relation to the behaviour and experience of subjects”.
Geanellos (1997) discusses the need for the researcher to acknowledge
her own beliefs and pre existing understandings of the phenomena;, she
suggests doing this using a reflective journal. Overcash (2004) notes.the
importance of the researcher not responding to the participanis as a
nurse attempting to help solve the participant’'s problems, but being

cansciously aware of remaining in the position of the researcher.

it is helpful for researchers to keep a reflective journal throughout the
research process (Connelly & Clandinin, 1989) as this contributes to the
rigour of the research. The researcher's opinions are brought to

consciousness and attempted to separate those from the participants..
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The need for clarification of the role of the researcher prior fo: the
interview process is significant in the use of the unstructured inferview
when underfaking narrative inquiry. The importance of the interviewer's
awareness of her contribution to the interview is atso significant {Paget,
1983).

The interview process
My experience of working in unit which set up as bicultural {(Maen and

non-Maori) emphasises the importance of mihimihi/introductions and
having an understanding about where the people | am working with
originate, in terms of their culture and identity. The engagement pracess
with adolescents and their families is significant. | wanted to take this

awareness into the interviews.

For Maori in New Zealand the significance of whanau/family and where
the individual comes from is important. Individuals are seen first as
mambers of a whanau or lwi. It is just as important for the patient and
family to have some idea about who | am and where | have come from.
This enables the family to have a sense of my history which aids in
determining who | am as a person and whether or not | am safe tm share
personal information with. | see this as equally important when asking
participants to contribute my research. The interviews were therefore
initiated using mihimihi, which included an introduction to who { am; my
identity and brief overview of my nursing experience. | inviied the
participant to share with me a brief narrative of who she is, where: she
originated and how she came to work in this field. This aided me, as the
interviewer, in positioning the participant in regards to her eulfural
context, identity and past experience at the start of the interview. Bruner
(1984, p.5) supports this when studying anthropology, she states “stories
cannot be viewed simply as abstract plot structures isolated fromm their
cultural context. We know that stories must be seen as rooted in society

and as exberienced and performed by individuals in cultural settings.”
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tt was important the participants in this study felt valued and their stories
respected. The stories in this research belong to the participants as:their
information and experience. As the researcher, | had the privilege: of
sharing'part of this experience with them. Clandinin and Connelly {2000,
p. 110} found “the way the interviewer acts, questions and responds:ii:an
interview shapes the refationship and therefore the ways participants
respond and give accounts of their experience”. Engaging in some
conversation with the participant in response to her stories thraughout
the narrative allowed a greater depth of explanation of the murse’s

experience to occur.

folfowing the mihimihi/introductions process with the participants E used
am opening statement and prompts as necessary. The opening
' statement provided a beginning point for the participant; it also grmunded
the interview in focusing on the reason for the interviews. The prampts
were used as a guide and a tool to help keep the interview focused: on

the phenomena being discussed.

The interviews provided rich and enlightening data on surses’
experiences of assessing, understanding and working with‘theragﬁutic
boundaries with adolescents in mental health. The data froms the

inferviews needed to be managed effectively.

Data management
The interviews are audio-taped to ensure an accurate represeniatian: of

the interview and to ensure the researcher has the opportunity to capture
the experience. The interviews were audio taped with two separate
recording devices to minimise any taping error. The audiotapes were
labefed with a pseudonym to protect the participants’ identity and stored
it & locked cabinet to prevent access by unauthorised people (Roherts &
Taylor, 1998). The access to the data was limited to those involved in
carrying out the research and those employed for specific duties related

to the data management, for example, a transcriber.
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Characteristics of the Participants
Four participants, three female and one male were interviewed for this

study.r Of these, one nurse was Pacific Island, one English, one
Australian born New Zealander and one New Zealand European. The
age range was one in her 20's, one in 30’s, one in 40's and one im 50's.
They were employed in three District Health Boards (DHB). Two nurses
are in inpatient settings, and two in community nurse positions; ene
community nurse previously worked in an inpatient setting. Al the
participants had at least four years experience in adolescent mental
health; the most experienced had 15 years. Three participants’
undertook their nursing education in New Zealand with no overseas
experience and one in England. None of the participants had managetial

responsibility.

Process reflections _
The way in which | conducted the interview process and my role as the

researcher are discussed in this section. Following each interview |
made a journal entry to record my thoughts and reflections of the
interview. This helped me to think about my role as the researcher. The
way | asked questions in the interview could pbtentia[iy have an effect on
the practice stories told. This section summarises my reflections o the

processes | used in the interviews and highlights issues. -

The interviews were arranged as convenient to the participants. All the
participants initially chose to have the interviews in their workplace in
wark time. | wondered if this reflected the topic of professional
boundaries and the desire to leave work discussion at work, in work fime,
and not brought into the nurse’s personal life. One interview did oceur at
the nurse’s home due to a mix up in the interview date and & was
convenient to her at the time. Another interview also had to be
rearranged at short notice as when | arrived the participant was enroute

fo a crisis visit.
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Each interview began with the mihimihi process. This varied slightty with
gach. participant. | noticed the way | introduced myself, the ordet and
type of information | gave was mirrored by the participant. The
participants kept their personal information to a superficial level initially
and this was mirrored in what the participants said of being cautious in

sharing personatl information with the people they work with.

My opening statement following the introductions was; “I'd like to hear
your experiences of the therapeutic relationship and boundaries ire your
nursing practice with adolescents — where would you like to start?” Fhis
statement needed more clarity as three out of four participants’
misconstrued boundaries as meaning limit setting as in temms: of
adolescents safety, level of risk or inpatient rules. One parficipant
responded by tatking about decision making around rules in an inpatient
sefting, another spoke of levels of risk and limits on behaviour when
. meving towards discharge from an inpatient setting. Two participants
were unsure of where to start and asked for more guidance. ©One
participant spoke at length on limit setting and while connected to

therapeutic refationships didn't relate directly to professional boundaries.

t was careful about the language | used as the researcher, as this could
influence the direction of the narration. When | asked a participant to
think of an example where she had ‘set a boundary' in regard fo what
she was dis;cussing at that moment in the interview, the nurse began
talking about limit setting with adolescents. Asking if a boundary was: set
tended to move the participant away from talking about experiences with
feeling, emotion and warmth to more superficial discussion of broader

issues.

Overall, the use of prompts was helpful and well utilised. The interview
withy the first participant made me reflect on what | could say and what |
needed to question further? The participant told stories | could refate {o
fiowever, as the researcher, | needed to encourage the participant to

expand on the discussion fo elicit practice stories by seeking other
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examples of using boundaries in practice. | was conscious of respanding
as the researcher rather than a nurse and very conscious aff not
influencing the narrative. Clandinin and Connelly (2000) note discassion
between the researcher and participant is expected and part ef the
process when working narratively. When } sought further examgples: with
another participant she found this difficult. The difficulty duting; the
interviews was whether the issue lay with the researcher ar the

participant? The reflective journal | kept was useful for reflections.

The use of a reflective journal can add to the confirmability of a study as
the researcher can bring ideas to consciousness and separaie: these
from the participants. The use of this journal provided a space farme to
reflect on my infiluence on the participants and how or what | asked im the
interviews. Reflecting on each interview helped ensure | didn't repeat
mistakes and stayed true to the narrative methodology. Reflective: fogs
also contribute to how dependable the study is.

The participants provided rich narratives in the interviews. The practice
stories where analysed utilising the three dimensional narrative inguiry
space (Clandinin & Connelly,'2000). Universal themes transpired! from
the nurses’ narratives. _These themes are discussed using veshatim

quotes from the transcripts which add to the credibility of the study..

Data Analysis

There are many ways of analysing narrative data once collected. The
data analysis ensures a deeper understanding and exploration of the
data. Polkinghorne (as cited in McCance et al, 2001, p. 355) in a
personal communication states |

The basic work of narrative analysis is to produce an integrated story with & plot for
each of the participants in the study. Studies using narrative analysis usually graduce a

case study of each participant and then, a commentary addressing the differesses: and
similarities among the case studies.
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Clandinin and Connelly (2000, p.50) who are educational reseatchers
describe a process of data analysis called a “three dimensional narrative
inguiry space”. This process is congruent with the philosephical
underpinnings of this study as it captures the participants’ experience
holistically and is respectful of the nurse's experience. The analysis is
based on Dewey's notion of understanding experience and explorafion of
what lies beyond the experience. This is conceptualised as: both
personal and social. A person's personal experience is explored asswell
as their interactions with others {Ollerenshaw & Cresswell, 2002).
Clandinin and Connelly describe this as understanding the “persomafand
social (interaction); past, present, and future (continuity); combinedi with
the notion of place (situation). This set of terms creates a metagfiarical
three dimensional narrative inquiry space, with temporality aloeg; one
dimension, the personal and the social along a second dimensiom;,, and

ptace along a third” (p.50).

Temporality explores themes that include looking into the past, present
and future within the person’s narrative. This includes ideas relating to
their identity, culture, and previous experiénces. The aspects fhat! are
occurring in the present and that may occur in the future for the
participant emphasises the continuity of the experience. The personat
and social dimension includes looking at what is happening persomally or
internally for the person; her feelings and thoughts, and then explaring
the social or existential factors that are present for the person im the
narrative. Situation or place involves the data being analysed for specific
situations that are occurring in the participant's landscape; the physical
places of the participant’'s story (Ollerenshaw & Creswell, 2002} The
themes and patterns related to these three dimensions are identified: for

each participant's narrative.

Following this analysis | have developed an individual portrait fog each
nurse’s narrative. The process by Clandinin and Connelly ¢2000)
suggests the researcher should go back to the participants to gaiw more

material and a deeper understanding of the participant's narrative.. |
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made the decision not to do this part of the process or engage in: the
process of member checking due to the evidence that suggests stories
are time bound (Riessman, 1993; Sandelowski, 1993).

Member checking is the process where the researcher returns to the
participants with the transcribed raw data to check that the
interprefations made by the researcher are reflective of what the
participant intended to say, this process can potentially assist in adding
rigour to the research (Roberts & Taylor, 1998). Due to the belief that
narratives are time bound (Sandelowski, 1993), if the participant trad an
opportunity to read her told narrative, she may see things differently
depending on the day, and the context in which the narrative was read.
This would in turn affect the quality of the data and validity ef the
narrative as the participants would have an opportunity to change the
data (Riessman, 1993; Sandelowski, 1993). Riessman (1993, p.64)
stated

A perscnal narrative is not meant 1o be read as an exact record of what happened nor

Is it a mirror of a world “out there”, It is more about the individual’s experience of what
happened and the effect it has had on the individual

Therefore many researchers do not return to the participants ¥ check
the data or that the interpretations made are true and accurate. b this
context the member checking process would potentially alfer the
research findings as it is thought the participants may be more
concerned with getting the story right, rather than focusing am: the
experience at the time, which is more relevant and congruent fe the
research. Therefore, | didn’t return to the participants to check their
stories, so have used a process based on Lincoln and Guba's {¥985)
work to ensure the study is rigorous and trustworthy, this is disenssed

following the data analysis.

The analysis involved developing an individual portrait for each nurse’s
narrative. The following tables provide a reference for the interpretation
of the portraits and represent the re-storied account of each. They entail

the main themes that came out of the narrations from the {hree
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dimensional narrative inquiry analysis and were developed using
guidelines from the works of both Clandinin and Connelly (2003); and
Olterenshaw and Creswell (2002).

Table 1 includes the analysis of the data for participant one exploring
each dimension of the narrative inquiry space. The personal and social
dimension for this participant including themes such as; self awareness,
limits on information sharing, transference and counter transfereneg;, and
establishing links with the young person. Continuity looked at ieaming
from past experiences, unresolved personal issues, learning atiout
oneself and sharing of self. Situation addresses themes related to: the
separation of personal and professional space and the different work

. seftings the interactions occurred in.

Table 2 refers to the second participant’s data analysis. Persomall and
social themes included the sharing of self with those of the same culture,
the need to be cautious of sharing, role clarity, rapport building: and
naming the boundary. Continuity fooked at growing thought the jpurney
with each young person, learning through past experiences, appragriate
shating. Situation discusses alternative environments for working, such

as a café.

Table 3 explores themes from participant three. Personalfsocial
identified sharing of self, naming the role, engaging, the adolesgent's
needs being most important and boundary crossings. Cantiluity
discusses own life issues, beliefs and values, growing in awarengss of
self and relationships. Situation discusses visible practice in an inpatient
setting.

Table 4 incorporates the data for the fourth participant. Personalfsacial
themes include the need for separation of personal and professianal life,
no black and while answers, self awareness and the engagement

process, experiences of boundary crossings. Continuity encompasses
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life experiences, and the emphasis heing on the needs of the patient.

Situation discusses transparent practice and role clarity for the nurse:
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for the nurse

Interaction Continuity
Personal Social Past Present Future Situation/Place
limited sharing of | Role clarity; Previous nursing | As more Sharing of self in | Inpatient units -
persanal authority and experience, comfortable with an appropriate and community
information, self friend, initially rigid re self able to be way settings, naming
awareness establishing links; | sharing of more human and the boundary
issues, connecting, use boundaries, not | real, drawing the between personal
fransference and | of common sharing anything | line with lifeand
counter- interests, sharing | of self , learning boundaries professional life;
transference, of feelings istoo | from experience uncomfortable the need for
awareness of personal as are of boundaries and hard separation of this
own issues at issues related to | being pushed, both physically
time of gender, sexuality | unresolved and emotionally;
interaction and abuse personal issues running into

patients outside
of work setting;
the need to keep
these interactions
brief
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Interaction Continuity
Personal Sociaf Past Present Future Situation/Place
Sharing of seif Clarity of role, Learming through | Able to share Negotiating the Community
with those of the | negotiating the both personal appropriately, relationship with nursing
same culture and | relationship — and professional importance of the adolescent environment,
ethnicity, being takes time, trust, | life experience, relating and using alternative
cautious of rapport, visible, growing through sharing with settings e.g. café
sharing re own available, the journey with those of own or beach to
issues or genuineness, each young culture, own engage
behaviours honesty, sfraight | person, an gender easier to adolescent,

up, real, humour | learning share self with unigueness of

unique.
Friendship too
close, importance
of naming
boundary, using
humour to get out
of difficult
situation re
boundaries

experience from
sharing too much
with of own
information

every individual
and family

Z Juedipfied -z 9[qel



89

T

T =

patients needs at the
forefront — patients
needs being met, best
interests of the patient,
boundary crossings;
secrets, special
treatment, splitting.
Importance of clinical
supervision and senior
mentors

new graduate

strong emotional

response was
indicator to
boundary
crossing

grows

Interaction Centin Qity
Personal Social Past Present Future Situation/place
Sharing of self, Naming the nurses role Life values and Appropriate As In-patient
personal details and the boundary, the beliefs- not to interactions experience settings ensures
kept superficial importance of being real | harm others, and grows practice is visible,
with limited detail, | in the engagement awareness of relationships | awareness of | no contact with
awareness of process, connections, own issues, own | come more self and patients post
own issues humanness, real, life story, as a naturally relationships | discharge outside

of inpatient unit,
clarity of role of
the nurse —
powerful position
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Interaction Continu'ity |
Personal Social Past Present Future Situation/Place
Personal and Engagement process Nurses own Nurses Emphasis on Inpatient practice
professional life important; realness, issues and life personal life the patients visible boundary
separation, understanding, experiences, all is kept needs crossings,
boundaries empathetic, not a friend, | have experienced | separate transparent
individual for who's needs are being hard fimes practice, clarity of

each nurse, no
black and white
answers,
Importance of
clinical
supervision and
senior staff to
learn from,
importance of
self awareness,
nurses own
issues

met? Patient is the
focus, overstepping of
boundaries can repeat
trauma for adolescent,
boundary crossings;
secrets, buying of gifts.
Sharing of selfin a
limited way, emphasis on
patients needs

the role of the
nurse — a
professional one
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Representing these stde by side | explored universal ideas and qualities
af the marrative. While considering the parts | have kept in mind: the
whofe af each namative. Clandinin & Connelly (2000, p.145) state

Part of the marrative inguirer's doubts come from the understanding that they need to

write: abrout people, places and things as becorning rather than being. Their task:is not
sa much to say that people, places, and things are this way or that way but that they
have a narrative history and are moving forward. The narrative research text is
fundamentally a temporal text — about what has been, what is now, and what is
becaming.

The ideas from each portrait were brought together to create three
distinct universal themes which evolved through this process. These
themes correlate with the three dimensions of the analysis process: and

alf interrelate.

t have entitled the theme related to temporality that has transpired: from
the pasticipant’s narratives a learning journey. The sub-themes fran the
murses” narratives that arose to create this theme include:
« personal life values and beliefs
» [earning through personal and professional life experience
« growing as a nurse throughout the ‘journey’ with the young penson
s the nurse’s awareness of own issues especially unresolved issues
s the culture of the nurse. More sharing with adolescents af the
same ethnicity or gender
¢ @ new graduate nurse being ‘closed’ in sharing about self, this
changing as experience and understanding grows, becaming
‘more human and real’ in the relationship
e [earning from experiences where boundaries | are ‘pushed’ or
‘crossed’

« as experience grows self awareness and relationships grow

These sub-themes relate to the nurses’ experiences of the past, present

and future in the nurse’s personal and professional life.
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I have named the main overarching theme from the personal and social

dimension of the analysis keeping the adolescent and the nurse safe.

The sub-themes include:

*

engaging the adolescent — establishing links and connecting in: the
relationship

the nursing skills of engagement; honesty, realness, avaitability,
genuineness, empathy and humour

the sharing of self by the nurse

ensuring the sharing meets the needs of the adolescent, keeping
the nurse and adolescent safe, "whose needs are being mef?”
keep personal and professional lives separate

naming the role of the nurse

naming the boundary

- experiencing own boundary crossings and being witness fo athers

transference and counter transference

‘splitting’ special treatment and ‘secrefs’

parallel processes

is the interaction in the “best inferests of the patient?”
clinical sup'ervision

senior nurses’ as mentors

These sub-themes cannot be seen as separate from each other; rather

they all interrelate and overlap as do the dimensions of the three

dimensional inquiry space. Sub-themes related to temporality alse eross

over to relate to the personal and social dimension and with the place or

situation.

o

The broad theme titled clarifying of the role of the nurse relates fo the

nurse’s role within the relationship and links with place or situatior: it the

narrative inquiry space. The sub-themes of this theme include:

naming of the nurses role
a nurse not a friend

power differential within the relationship
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« naming the boundaries

» separation physically and emotionaily of the nurse’s persomal and
professional life ‘

. hope for the adolescent and his family

« uniqueness of every adolescent

e the visibility or transparency of the nurses practice

s contact with adolescents post discharge

+ meeting outside the practice setting

« community and in-patient settings

s alternatives fo clinical environments to aid engagement

The use of the three dimensional narrative inquiry space has aliowed a
holistic representation of the nurses’ narratives.
Clandinin, et at. (2006, p. 22) found

such a metaphoric space would help them represent not only the wholeness of! their
iives and the lives of the participants with whom they engaged but would el them
engage in the unfolding experiences that have temporal, personal, social and: place
aspects :

As shown in the analysis of the nurses’ narratives each dimensian. is
inferrelated and overlaps. This format for data analysis ensures: the
wholeness of the narratives is respected and the nurse as a pesson is
represented. Trustworthiness and rigour are important processes ih. all
research. The following section looks at the significance of ensuring; the

research process followed in this project is a rigorous one.

Betermining Rigour
Betermining rigour in qualitative research involves ensuring the

successive steps in the research have been carried out clearly. This is
important as it ensures methodological accuracy and that the research is
a worthy piece of work (Roberts & Taylor, 1998). These steps: are

defined in this section drawing on the works of Lincoln and Guba {1985).

There is much debate as to the most suitable ways of determining rigour
i qualitative research (Sandelowski, 1993; Schneider, et al 2003). Many

researchers have differing opinions on what constitutes an appmpriate
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criteria (Clandinin & Connel[y, 1990; Koch, 1998; Lincoln & Guba, 1985;
Morse & Field 1995; Overcash, 2004; Riessman,1993; Sandefmwski,
1991). When we think about rigour in relation to the constructivist world
view there is not one correct reality, rather, multiple realties exist. The
cuiture and experience of both the researcher and participants pliay an
important part in the outcome of the research. Therefore no twa gieces
of research of this type will be exactly alike. The interpretative nafiwre of
narrative inquiry also supports this view. The application of strick miles
about what determines whether a narrative account of experience:is a

truthful one is an ongoing debate (Sandelowski, 1993).

The criteria for determining rigor vary. Some inciude looking af issues
such as reflexivity, rapport, and coherence (Roberts & Taylor, 1698}. It
is necessary for the researcher to determine an appropriate methad! that
is congruent with the methodological assumptions of the research.
Lincoin and Guba (1985) have identified four criteria for detesmining
rigour and trustworthiness in qualitative research. These mefude:
credibility, transferability, dependability, and confirmability. The use of
these criteria over others has been chosen for this project due to Limcoln
and Guba’'s method being supported by Sandelowski, a noted namative

nurse researcher, and its relevance to this project.

Credibility

Credibility refers to whether or not the data is a frue and aceurate
account of the experience narrated by the participant. Sandefosski
(1986, p.30) states “a quélitative study is credible when it presents stuch
faithful descriptions or interpretations of a human experience ft the
people having that experience would immediately recognise it frome those
descriptions or interpretations as their own”. The use of verbatim quotes
from participants’ interviews and transcripts, are a means of detesmining
credibility. The grammar in quotes may not necessarily be comect as
they are transcribed as they were spoken. Verbatim quotes are wsed in

the findings chapter of this thesis.
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Fran,sfefability

Transferability indicates the research resuits are able to be generalized
ar transferred to the wider population. Due to the small sample: sizes
and the contextual nature of many qualitative research projects it iz often
debated whether or not the results are representative of the wider
papufation or only the specific population sampled (Overcash, 2004).
However, it is argued that with narrative research, it is the nursing theory
which is interpreted from the results (Morse & Field, 1995). The theory
may then be generalised and thus applied to other seftings. It is the: job
of thre researcher and the reader of the research to decide whetherarnnot
the results can be transferred and are applicable in a particular setting.
This would depend on a variety of factors including whether or not:the
nature of the interactions were similar to that described by the
participants in an alternative setting (Morse & Field, 1995). The rasults
of research demonstrate that it is possible to transfer theory as the

findings are discussed in other publications.

Dependability
Bependability or reliability in research assumes that the method ean. be

replicated to achieve the same results. This is more manageatile in
quantitative research. However, in qualitative research, the empkhasis is
often on the uniqueness of human experiences, therefore reliahifity is
mare difficult to demonstrate. Lincoln and Guba (1985) discuss e use
of audit to address dependability. This could be achieved by folfowing
the outlined research process in a project to check congruence aad! gain
an understanding of the logic used in the process (Sandelowski, $1986).
Dependability is shown in this project through the description ef the
research process and its relevance in terms of congruency from: the

theoretical underpinnings to the method used in the research progess:.

Confirmability
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Confirmability of a project ensures the researcher’s biases have been
stated and are separate to that of the participants’ subjective experience.
Confirmability can be determined when the other three criteria have been
met. The use of a reflexive journal is also helpful in determining whether
or not a study is confirmable as it provides an opportunity far the
researcher to document and bring to consciousness his own wiews
(Lincoln & Guba, 1985). | have kept a journal throughout the research
process; writing my own ideas and reflections prior to the interviews: with
the participants and documenting my reflections of the interviews and
processes after the interviews. It was valuable for me as the researcher
fo keep a certain distance from the participants and to be sure of ny role

as the researcher to contribute to the confirmability of the project.

When looking for trustworthiness in narrative research, it is impariant to
acknowledge there are many views, no one reality, and that there: is not
one path for processes to follow or one set of formal rules. Sandefowski
(1893, p.8) states

we can preserve or kill the spirit of qualitative work; we can soffen our notion of siger {o
include the playfulness, soulfulness, imagination, and technique we associae: with

more artistic endeavours, or we can further harden it by the uncritical application of
rules

There is always potential for the researcher to become preoccupied with
ensuring the correct procedures for the research are followed. While: this
is important, it can potentially take the focus away from what the
research is about — the participants' experiences. However, there are
specific guidelines that do need to be followed to ensure the research
pracess is easily understood and there are rationales for decisions made
by the researcher. It is important that the research processes are

cangruent throughout the study.

Conclusion
The process and considerations undertaken to obtain nerses’

experiences of therapeutic boundaries has been explained. This

includes the research plan, theoretical underpinnings of narrative inquiry,
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gthieal considerations, data processes and rigour. In thesnext chapter

findings of the participanf’s namatives are discussed.
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CHAPTER 5
Findings

The main aim of the study was to identify nurses’ experience of
assessing, understanding and working with therapeutic boundaries when
working alongside adolescents in mental health. The objectives of the
research were |

¢ To understand through nurses’ practice stories their experience of
developing the therapeutic relationship with adolescents.

o To explore how nurses might make sense of therapeutic
boundaries in these relationships and how they negotiate these
with the adolescent.

* To determine what factors influence nurse’s thoughts and ideas

around the defining of therapeutic boundaries

Using Clandinin and Connelly's (2000) three dimensional narrative
inquiry analysis three main themes were identified from the mirses’
narratives. This analysis process has enabled a holistic view of the
participants’ narrative which is reflected in the findings. The #hemes
include; clarifying the nurse’s role, a learning journey and keeping: the
adolescent and the nurse safe. These themes have been explaited in
this chapter, included is examples of the raw data narrated by the murse

participants.

Theme 1: Clarifying the nurse’s role

The theme was identified from the analysis process that addresses place
and situation in the three dimensional narrative inquiry space. This
refers to the setting in which the stori.es take place. The settingiis a
broader concept than just the physical environment; it encompasses: the
milieu in which the relationship between the nurse and adclescent

develops. Defining the role of the nurse within this milieu was an

77



essential first step for the participants in exploring therapeutic

bhoundaries.

Clarifying the role of the nurse within a community setting or im an
impatient seftfing is a theme that was significant for all the participants.
The complexity of this was discussed in their practice stories:. The
participants told stories of the need to first engage the adolescents;; they
paid particutar attention to the roles culture and diversity play in: the
engagement pracess. They related issues of the power diffesential
present in the relationship and the need for the relationship i@ be
adolescent focused. The nurses shared specifically how and when:the
nurse is able to effectively share something of herself withit: the
relationship and named the difficuities in maintaining both the therapeutic
:fe[aﬁonship, and professional boundaries which are beneficial for both

parties.

The participants all acknowledged the significance of engagmg the
adolescent as the first step to forming a therapeutic relationshife. The
nurses feft being available, visible, honest, ‘straight up’, warm, €aring,
empathetic, trustworthy, genuine, and human coniributed ta the
formation of this relationship. They each told their story ef the
challenges of engégement and how making a connection wittv the
adolescent and his family involves the nurse using a variety of skiffs.

¥ would say praobably the use of humour, being real, buiding a
relationship, being there, all that stuff yes it is the same, but your
approach to the young person is different because you need tw take

them for who they are.

Forming links and connecting with a young person and her family is
essential in the engagement process. Through this process the nurse
and adolescent may identify people or places in common or guftural
experiences they can relate to. One pariicipant talked abeut her

experience engaging with young people of the same ethnicity to hert..
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You know with the ethnicity thing ... | might share a little bit more around
my experignces with a young Tongan than | would a different ethinicity
because we relate a bit more. We understand the culture a bit mere and

the dynamics that they face.

She also acknowledged the importance of not assuming that the: same

ethnicity or culture may assist in the engagement process;

it is unrealistic to say that all Pacific islanders work well with af¥ Pacific
Istanders because some ... don’t want fo work with other Pacific
fsfanders and within the Pacific Island culture there are sub culitwes of
that ... Island.

She described subcultures including different religious beliefs, New
Zealand born or Island born Pacific people. Having knowledge of
different cultural practices and beliefs, enables the nurse to warik: with

these differences when engaging adolescent;

Yes, just in regards fo Pacific Islanders, you know um one-gm-one
therapy can be really something that is quite distressfing] fo & young
person because it is not normally done. You know they don’t nomaally sit

with their parents one to one and talk about their lives.

The importance of treating adolescents as individuals, with each having
different needs and therefore requiring a genuine individual approach

was noted. One participant said;

! find that working with the concept of culture and diversity & really
important and you cannot generalise what you do with young p.’eople
because if you ... do ... they will know. ... they won’t want to be gartiof it

because they all want to be special (ha ha) you know.
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She also stated that adolescenis are ‘very astufe’ and can pick up: when

a nurse is not available or genuine in the interaction.

The participants emphasised the need for the nurse to have boundaries
around the amount she shares about her personal life with: the
adolescent. Conversely, the participants all thought it was important to
share something of themselves when engaging the adolesceni. Getting
the balance right and not sharing too much of their personal lives: with

adolescents was challenging.

f do not disclose a fot of personal things but [ am able to show a yaung
person that | am a human being as well. That | have feelings, and I do
have the ability to understand within a context where | don’t necessarily

disclose a ot about myself.

The emphasis for the participant was on sharing something of berself
that related to the young person’s experience; therefore the sharing had

a clear intention

If it is relating to the young persons experience | would share & and |
would do that because that is the connection, that is part of the rapport
building and the forming of trust. If it does not relate fo the young person

Fwon't share it.

As a rule of thumb for me ... if | think a family is having difficulty
engaging | will use anything as long as it's not too personal. It is useally
about interests rather than ... sharing feelings too much. It is more about
... Sharing interests perhaps like talk about music. Music is always good

fo talk to teenagers about.
Shared interests helped the nurses to establish links with the adolescent;

and this required conscious use of boundaries as the adolescent could

easily misinterpret this sharing as one nurse explained;
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Often | have ... talked about things that | do within my personaf life,
leisure fime for example, in a way as ... establishing a link with a
teenager ... I was working with one boy in ... and | mentioned fto him that
i every year in ... | used fo go to a festival ... he ah actually wanted fo
come with me ... at that time | obviously realised that it had gone fgo far
and | had to kind of close it down but he didn't like it, he didn’t know why,
and it hurt having to draw the line but | guess | knew then that self
disclosure Is fine but Is the actual sense when it starts to end the

therapeutic relationship.

This nurse recognised the importance of being 'self aware’ whew the
relationship had gone too far and was able to name this witk the
adolescent even though it felt difficult and made the mirse

uncomfortable, and no doubt the adolescent too.

Two participants mentioned taking into account a young person’s
gender; the different gender of an adolescent played a part in the amount

the nurse was willing to share about herself with that young personsf

Well | mean obviously the gender thing. Males are different from
females. Just in regards to personal information, | wouldn’t really share
a fot with males that [ would a female in regards to their own experigfices

and that is just commonsense [ think.

The participants spoke of the importance of clarifying the role when
engaging in a relationship with the adolescent. When the nurse has the
ability to be up front and name the nurse’s role explicitly with the
adolescents, this was found to be helpful in ensuring there were

appropriate boundaries within the relationship.

! won't keep secrets, that we can have a good time but at the samwe: time
you know | am a nurse and that is what | am being paid to do, that is
what | am here to do and | am willing fo care but by no means will [ have

& close friendship.
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Twa participants provided a rationale for why it's important to clarify the
male for the young person and the confusion it creates if a relatioaship

autside of the realms of a professional one is allowed to develop.

As a nurse on the unit | am very aware that | am very powerful to thhem
and if | have a relationship out of the unit then I think it would become
very messy ... if they had fo reenter the unit again then the relatiarship
wauld be changed and it would be different.

F'dan’t want to kind of creafe that relationship outside work as well. fdon’t
#ink that is realfly conducive to a professional relationship as well
particularly when my family’s involved. | was with my son one day and
this teenage bay came up with this mobile phone and | had been warkiftg
with him when I was an intake worker. He ... said “Oh ... how are you?’is
this your son?” | felf he was encroaching so um | kind of just said, “yes:it
is,” pleasantly and then moved on ... | knew [ just want to keep my Gamily

fife separate.

The role of the nurse for the participants is a professional om that
requires clear and consistent boundaries between the nurse's pessonal
and professional life. This concept of professionalism and the needito
keep boundaries can be hard work but is not without warmth and earing

as the following nurse described:

I give them care and understanding. | really try not fo be Judgmental
although sometimes I can ... It is quite hard in a way fo have boundariés,
fo keep those boundaries in place when you care for them, you know
care what is happening for them and not sort of go overboard. { think
one of the things that | have always asked myself right throughout my

mursing is what [ am daing, is it good for the patient?

The setfing of boundaries and limits in the engagement process with: the

adolescent can be difficult as it has the potential to create discomfart for
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both the nurse and the adolescent and may risk the adofescent

disengaging.

At times in the past | have had to state specifically with teenagers that |

am the adult nurse and they are the patient.

Another nurse found the use of humour useful when limit setiing was

needed;

f would say “I don’t want to gef info that ... It is not something that is
appropriate for us fo talk about especially when you have a probfemy’.. But

also humour is very important ... it buffers a lot of things as well.

One participant spoke of times when it was better to name the difficulty
and admit fo not being able fo engage an adolescent for the bemefit of

the nurse and the adolescent.

! have had patients that | cannot build a therapeutic relationship with: and
i have ... handed them over fo somebody else. ... | know there: are
patients that | don’t particularly like. However I still endeavour fa di my
nursing best for them, these are the ones | work hardest on.

Maintaining a therapeutic relationship and boundaries with adolescents
is a complex task. The nurse needs to be clear about her role with the
adolescent; the participants in this study found that naming #wm: role
explicitty was helpful. The need to {reat young people as individuals with
differing needs was also emphasised. The hurse having the ahility to
share something of herself with the adolescent was significant twt not
without its own challenges. Being able to name the difficulties wify the
adolescent often helped in ensuring the relationship remainhed

therapeutic.
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Theme 2: A learning journey

The learning journey, a phrase used by a participant, was the theme
identified from e analysis process focusing on temporality (past,
present and future}. The nurses in this research told stories of their own
life e'xperience, and the effect on their role as a nurse: They spake
specifically of the need to be aware of their own issues from fieir life
stories and the effect these can have on relationships and therapeutic
boundaries with adolescents. The nurses told stories of their
experiences of self disclosure and the changes in disclosing petrsonal

information as their practice progressed.

Each nurse talked about the effect her own life story has on her aursing
practice. This includes not only events in her life, but also her values,
beliefs and culture. One spoke specifically about the morals and values

ingrained in her bﬁy‘her parents;

f suppose it is v @ way part of my life, is because my parents taught: ...
us not to do harm to others ... also animals and fo the environment, and
they went on and on about that sort of thing. So it has ... beet right
throughout my life not fo do harm to others.

The nurse spoke of carrying these values and beliefs on in her life and

her role as a nurse caring for adolescents experiencing mental illness:.

The participants spcke of adverse events in their lives which had an
effect on who they are as people, and nurses. One nurse spoke: about
unfinished business in her life in relation to being sexually abused.. She
talked about the importance of being aware of this unfinished business
and unresclved personal issues, when working with young peopie with
similar experiences She reflated a time when working with. an
adolescent, when this issue came up for her. It created a strong
emotional response which she says was unusual for her and was a

signal that she needed to be careful in her role as a nurse;
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t could see this little girl, | could see myself in her at her age bieing
ferribly confused and you know, distressed, but not wanting fo &l her
parents about what was happening. It was ... fike | see myself in zway.

When asked whether this response was unusual the nurse replied

Yeah well it is now, it wasn’t when | was younger. | would blow mw stack
when | was younger. And | did see that because | saw myself in: this

young person so much that it was all ... unfinished business stuff as well.

This nurse was able fo recognise, with the help of a colleague;, the
potential for a boundary crossing in this situation. Her strong emational
response made her realise the potential to confuse what had happened

fo her, with the experience of the young person she was working with..

Another nurse noted the potential for transference to occur when warking
with adolescents whose gender differs from that of the nurse. The
participant noted recognition and acknowledgement of the transference
and counter-transference within the nurse-adolescent relationship is
valuable for both the nurse and the adolescent and when acknowiedged,

can aid in the development of the relationship.

The participants all talked about being 'human’, which they relafed as
having their own life story which affects their experiences with young
people and families. One described the way that she often joins with, or
empa  thises with a young person who is experiencing distress is fo
~ share that ... we have all had hard times within our lives. Two nurses
who commented on their own hard times said they don't disclose o the
adolescent what these 'hard times’ are as this may take the focus away

from the adolescent and what is happening for him at that time.

{ have never ever disclosed to a young person that | was sexually

abused as well, but | sometimes will say that | understand how theay are
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feeling because | had experienced something similar ... I ... pick wiiether

it is really necessary or nof.

Disclosing the fact that | have had ... | would say | was sick as a childibut
fwouldn't go info detail and other young people saying oh that is so-sad
that you have had ... knowledge of that just feels too close ... that's-my
family stuff.

The participants felt it was important to not share anything foo persanal
or foo infimate about their personal lives. Two described a techsigue: of
asking themselves whiose needs is this meeting? When sfiaring
information about themselves, Is your actions in the best interest af the
patient or if it isn’t what is happening here? They felt if it was not related
to what the adolescent was experiencing then it shouldn't be skrared.

One gave this reason for not sharing personal information;

“f think that they are here to be dealing with their own stuff. Althaegh we
can say ... we have been through tough stuff or that we are Kuman
beings ... at the same time presenting your own issues or them kmawing
about worries thaf other staff have, ... puts more pressure on them:and it

might fake more responsibility away from them.

A nurse related at times sharing with young people that she is haviirg a
bad day. The nurse described this as being real for the benefit oii the
adolescent. She felt this was modeling to the young peopies that
everyone can have bad days and we all need to find ways to manage
these. However all the participants talked of being cautious of diselosing
their feelings to adolescents. This was in response to ensusing: the
emphasis of care was not taken off the adolescent and the risk afi the

nurse’s issues becoming the focus.

The nurses described how as new graduate nurses, they were very rigid

in relation to boundaries:
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{ think when [ first started in nursing { was very, very clear in my mind
that | would not self disclose | was almost too kind of closed and f think
over the years ... | was not quite relating to the feenagers | was warking

with and that is pretty important.

All the participants experienced a time early in their nursing practice
‘where a crossing over of a boundary or a potential boundary crassing

" could have occurred with a patient.

Yau know [ gave her my cell phone ... which was a work cell phone

...and said ring any time. So she would ring me at 3 in the morning.

{ can remember back in my early years you know when you shared a
little bit too much and then you'd gef stuck because the therapeutic
refationship is no longer therapeulic ... They see you as a friend and you

are too close.

The nurses acknowledged the role these experiences played im their

learning as a nurse and the influence on their practice;

But that was quite a good lesson for me too, | mean [ really leamf from
that, that although I could be carfng and ... look after them and #hings
like that, that my own experiences could come in to it and | needed o be

really aware of that.

There is still a relationship there because we journeyed together but that

is an example of ... me growing as a young health worker.

The participants recogniséd the role experiences such as these play in
their practice today. As they grew as people and had moré self-
awareness this in tum has an effect on the relationship with the
adolescents. When the nurse is more self-aware, she feels safer about

sharing more of herself in the relationship;
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fthink ... | have improved along the years. | have gained a lot of itsight
about myself as well and it is about my practice ... so it has heern a

fearning journey.

Over the years | have been prepared to kind of reveal a little bit more of

myself. Just appear a little bif more real.
When talking about her nursing practice one nurse participant descbied;

f have sort of like evolved ..., through experience, | have ... been alité fto

refine [my practice]... It has come more naturally to me.

The impact the nurses’ past, present and future has on relationshipswith
adolescents is significant. When the nurse is aware of this effect, sfie is
able to use her knowledge and experience to advance the relatiomship,
while ensuring the needs of the adolescent is the focus of the

refationship.

Theme 3: Keeping the nurse and the adolescent safe
The previous themes note the need for the nurse to be aware the:role

her own life issues can play in relationships with adolescents. This third
theme, which relates to the personal and social dimension of the
narrative inquiry space, explores this further. When the nurse is skaring
herself with the adolescent and engaging in this relationshii, the
participants emphasised the need for the nurse to protect the adolescent
who is often vulnerable. The nurse also needs to protect herseff. By
sharing herself with the adolescent the nurse can leave herself

vuinerable.
This theme initially explores boundary crossings described by the murses

it their practice stories. The participants’ related being witness: to

boundary crossings in the practice of their colleagues. It must be moted
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these events are perception of the participants. These were mainly
related fo practices witnessed by inpatient nurses and this may be
because practice is more visible in an inpatient setting. HNuorses
perceptions of how some relationships with adolescents appear to be
meeting the needs of the nurse rather than the adolescent are also
explored. The participants shared strategies for monitoring this sisk: that
contribute to keeping themselves and therefore the adolescent_ safe.

The nurses in this research are aware of the varying opinions am what
constitutes a therapeutic boundary and a boundary crossing. One murse

said,

For me [it is] the ability fo care and share myself but within a limitad way.
This might sound critical but | always believe that | have very good
boundaries and that | have seen a lack of boundaries willx my
colleagues’ practice. | think that people find it difficult to challenge

because it is such an individual thing and there are certain limitatioms:

This nurse and ancther identified incidents they perceived as boumdary

crossings by their colleagues.

Taking someone to their home ... | mean, things that seem obvious. but
happen. Buying ... presents. | think if it is a birthday then it shouldl be a
unit thing ... The same with Christmas and all those sorts of things.
Giving a phone number, your address, sending mail and making ptione
calls post discharge. And other staff members mentioning health
problems or whatever to certain young people. [Having] coffegs: and
taking them fo appointments and driving them around post discharge, or
treating [the patient] as a staff member, disclosing information about
other patients. [The] same applies with families ... the disclosures that
are given to them that is about other patients or staff in situations: fike

that I think the same boundaries apply within the family.
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The participants talked about wider issues that occur as a resulf afi this
behaviour by nurses. They viewed nurses asking adolescents iz Keep
secrets had the potential to lead to more serious boundary crassings.

Sharing a practice story about secrets one nurse explained

Yes | think, definitely not okay, that often these young people are Braught
gp in the environment where we dan't talk about things or we will Reep
things a secret which generally leads fo an admission [to hospital]] or
mare trauma. And so for a nurse to say, ‘Oh look | bought you this: for
your birthday but don't tell anyone,” and for me to go and say, ‘oh tat’s a
nice necklace where did you gef it?’ and for them to say, ‘oh | can’t tell

r

you'.

This participant made the link between the young person’s prexious
experience of secrets, which at imes lead to abusive situations, @md; this
being reenacted by the nurse asking the adolescent to keep: mre
secrets. This is often described as a parallel process whem the

behaviour in the therapeutic relationship mimics that of the patient’s:life.

Constantly being bought gifts but within a secret environment of, ‘Ban't
tell anyone but I got this when | was in ...” or ‘1 got you this"... The
difficulty 1 think is other ... staff or nurses being able to perceive that they
are actually doing more harm than good, | think, and other nurses kind, of
realizing that this person was quite attached to them and their ahilfty: to
pull back a wee bit.

When discussing boundary crossings these nurses described using a
strategy to monitor their own practice. They would ask themselves
whose need is this meefing? They shared their understandings of what

these boundary crossings may be about;

f think it's a professional trying to make themselves feel better abautthis
person’s trauma. But by no means is it a quick fix. And we are am acufe

unit it's a short stay. This person is used to being abandoned and £ think
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it just draws them in fo that attachment thing. Whereas, if you have clear
boundaries around the nurse-patient relationship that | am here for
support, but | am not a friend, and | am someone that you can talk fx and

I can give a neutral opinion and | can listen.

The participants talked about using some kind of self disclosure in: their
work with adolescents but didn’t see this as a crossing of boundaries
rather it was useful in connecting with the young person. Howeves, they

all had parameters around this and articulated a rationale for sharing:.

Self disclosure is a way of kind of breaking down boundaries | thimk: that
is all that is needed as long as it is not happening as an angoing
therapeutic tool. | think if it felt as if | was being counselled by the
teenager then | would realise it had gone too far.

Because families and young people just get so anxious about ... #is is
never going to change, this is it, this is as good as it gets, ... one of my
roles 1 find is that if you can bring hope to a family that is going threugh
that with their young person that is the best thing you can do and for me

that story of the journey with my best friend because it is evidence.

If it is relating to the young person’s experience { would share & and |
would do that because that is the connection. That is part of the rapport
building and the forming of trust. If it does not relate fo the young person

fwon’t share it.

The nurse-adolescent relationship and maintenance of therapeutic
boundaries is very complex and is recognised by the participants. Three
of the four emphasised the importance of clinical supervision i their
practice. Clinical supervision provides the nurse with a space to feflect
an practice to ensure it is safe and therapeutic. One nurse said ¥ was
important to check things out in relation to her practice And that faking
practice issues to supervision was another way of keeping herself safe in

her work. She said, |/ can't live without it actually; and aisp wused
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supervision to check out the nursing practice she saw from others: prior

fo challenging some of this. Another participant said,

The only way | started to get my boundaries was | insisted on getting
some supervision and when | was sharing these things in supervision
they were giving me some advice and giving me any suggestions o1t iow
to try things.

The patticipants also talked about the importance of learning fromsenior
colteagues and mentors and having these people available to helg: keep

her safe in practice

[There] was me as a young community support worker, new in fiwx area
and at that stage I did not actually have a mentor or somebaedy to
actually say oh ... you know. Or provide that supervision to say ... ek at
your boundaries, maybe next time give her some fimes that she eamring
your between, you know, those kinds of things.

One nurse found as a new graduate getting it right in relafiam to
prafessional boundaries was challenging, | asked the nurse abaut: how

she came to her understanding about therapeutic boundaries

... very difficult and | think it has been a professional development: thing
that | have found for -myself, often looking towards senior colleagues:and
asking them about advice and also kind of a personal ethical judgement
focking at other people’s practice and disagreeing with certain aspects
that | have seen ... The ultimate question comes up in supervision ...
whose needs am | meeting by buying this person presents or whatever

the issue may be.

Anocther participant tatked about her role as a mentor and seniur staff

member in helping to keep others safe in their practice
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i I notice somebody else, like a mentor or support worker, if { notice
them stepping over the boundaries a little, | will pulf them aside amd! falk

to them.

One participant spoke of strategies to keep herself safe when warking
with adolescents

f would step back a little bit ... as though | was on the oulside loofing at
the situation and constantly thinking in my head ... Is this ethical? ... So

we managed to get a relationship that was ethical and therapeutic.
Another described her conscience doing this for her:

t recall one fime when | had promised this person a king sized fock of
chocolate if they were able to manage through a therapy session, |
remember dwelling on that for like the whole night, not being abile to
sleep and then going fo one of the senior staff and saying, ook, I feel
fike | have just bribed this person and | had a real hard time about &”... |
think it does not feel right within yourself.

What is right for one nurse may in fact be a boundary crossimg: for
another. The complexity for nurses in maintaining boundaries #at are
therapeutic is shown in the narratives. The need for nurses to monitor
their practice in keeping themselves safe, but also having opportunities
to discuss and reflect on this with others is significant. Whether in
informal discussions with senior colleagues or mentors, or in elinical

supervision.

As previously stated the themes from the analysis cannot be seen in
isolation. They encompass a holistic perspective framr the
interrelationship with each other. The need for the nurse to clarify her
fole and maintain therapeutic boundaries is critical to ensuring beth: the

adolescent and the nurse are protecied in the relationship.
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Canclusion

The themes from this research are complex and enlightening. The
concepts and issues in the themes are interrelated. The formation afithe
therapeutic relationship was significant for the participants and Beinhg
honest and upfront with the adolescent helps the relationship develap.
Showing warmth, caring and an interest in the young person enabfes:the

aurse to connect with the adolescent.

The data suggests the nurses’ life experiences and personality pfay; a
significant role in forming relationships and maintaining therageutic
boundaries. As the nurse’s experience and awareness of herselff have
grown, so has her ability to connect with, and form -effective
- refationships. Having an awareness of her own issues and an ability to
reflect on these and the part these may play in the relationshifs with
adolescents is crucial. The participants found some self disclosure
useful in forming therapeutic relationships with the adolescents buti it
needs to be related to what is happening for the adolescent and fr the

benefit of the adolescent.

Significant learning came from their own, and others experiences; of
*boundary crossings”. Learning from senior colleagues and mentoss:was
irmportant in ensuring boundaries were therapeutic. Three pariicigants
found clinical supervision played a significant role in keeping the murse

safe in her practice.

Although there are challenges in discussing and disclosing such
personal and complex issues as professional boundaries the participants
provided rich, valuable practice stories. They have shared fheir
experiences openly in the hope of contributing to the quality of care the

adolescents receive.
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The next chapter discusses the findings further linking them to refevant
literature. The implications for nursing practice, nursing educatios: and

further research are also explored.
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CHAPTER 6

Discussion and Recommendations

Introduction
The themes elicited from the nurses’ experiences of professional

boundaries are complex and multitayered. From the practice storias:the
participants have raised pertinent issues for further discussion. it has
been essential for me as the researcher not o lose sight of the whole
person when analysing the data and collating the findings. Clandinin et
ak., (2006, p.22) emphasised this importance when they talked aBiout
representing “people not as taken apart by analytic categories buf: as
people who were composing lives — lives composed over time full of
richness and complexity”. When the whole person is kept in mind! this

ensures a true representation of the persons narrative.

This chapter is a further extensive explanation of the themes of this
research. The findings have been compared to relevant awailable
literature in this field. | have particularly drawn on the works of Rene
Geanellos, an adolescent mental health nurse who complefed a
Doct'orate on "Explicating Practice Knowledge of Adolescent #ental
Health Nursing®. Her work is extensive and inspirational in explorng, the
role of the adolescent mental health nurse in an in-patient setting. ikave
utilised nursing theory specifically from Geanellos’ work as welli as
relevant literature from both adult mental health nursing and paediatric
nursing to inform this discussion. Hildegard Peplau’s wotk: on
interpersonal relations in nursing has been drawn on including the use of
psychodynamic concepts. Psychodynamic nursing theory provides a
theoretical framework to gain a better understanding of some off the
experiences of the participants practice stories. The implications: for

nursing adolescents in mental health are discussed. The limitations of

96



this study have been outfined. Possible recommendations for mursing

education, nursing practice and nursing research are explored.

The themes all interrefate and shouldn’'t be seen as being separatie: from
each other. ‘Clarifying the nurse’s role’ looks at both place and sitmation
and the formation of the relationship with the adolescent. ‘A fearning
journey’ explores issues related to past, present and fufure: life
experiences and nursing practice. ‘Keeping the adolescent amd! the
nurse safe’ enables an exploration of issues related to the potential
vulnerability of not only the adolescent but also the nurse. It alows an
exploration of the effect that personal and social issues have em the
nurse’s ability to assess, understand and work with thezageutic

boundaries with an adolescent in a mental health context.

Clarifying the nurse’s role
Engaging the patient in a therapeutic relationship is considered cemtiat to

the role of the mental health nurse (Geanellos, 1997, Moyle, 2003;
Murray & Wright, 2006; O’Brien, 1999). The participants in this study
found to build rapport the nurse needed to use a variety of skifls. it is
important for the nurse to be available and visible to the adolescent fo
form the relationship. Being available, for the participants in this stixdy,
meant the nurse needed to have a genuine interest in the young person,
and be present in the interaction with the adolescent. The nurses: felt
* this genuine interest was shown by the nurse’s ability to be honestt and
straight up which means not having any secrets or unspoken matives
within the relationship. Showing warmth, caring, and empathy twwards
the adolescent was also emphasised. So although the nurses felt a
straight up attitude was effective in engaging the adolescent it needid to

be portrayed in a thoughtful and therapeutic manner.
When adolescents are in the stage of cognitive development whese: {hey

are able to experience formal operational thought the ability %y think

about what others may be thinking is not yet clear. Therefore if murses
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are not open and honest with the young person in the relationship: the
adolescent may be suspicious of the nurse and her intentions. Because
ef the adolescents developmental phase this is magnified for the young

person, therefore engagement may be made more difficuit.

Participants in this study shared the need to go out of their way when
atfempting to engage an adolescent. This often meant going to a ¢afé or
somewhere that was more neutral territory for the young person. Heére
the nurse consciously does things with the young person that differs to
the nurse’s usual practice in an attempt to engage the adolescent and
frefp him feel comfortable. This was not seen by the nurses as a
crassing over of boundaries as it was discussed as being for panticular
purpose - engaging the adolescent and was a planned conscious
intervention, with a clear intention behind it. When nurses have. glear
imtentions of what they are frying to achieve in the rel'ationship wath the
adolescent, boundaries are able to have some flexibility. However;, this
ladgment is made more easily when the nurse has sufficient elinical
experience to base these decisions on. Being more flexible when
aﬁenﬁpting to engage the adolescent has the potential to give & miked
message, which may lead to the adolescent pushing the boundaries
further and/or not understanding the reason or intention behind! the
nurse’s flexibility. Practice that differs from the norm often needs ta:be

discussed explicitly with the adolescent to avoid confusion.

The participants felt it was important to be a person the adolescent eauld
trust, felt was genuine in her interactions, and was interested in: the
adolescent. This contributed to engaging the adolescent and ufﬁmately
the formation of a therapeutic relationship. Being human and reaf iirthe
relationship was also emphasised. This is supported in the literature: by
both Geanellos (2002} and Scanion (2006). Geanellos (1997, pi20)
describes héving “a genuine love of adolescents” which aids in én@:ag_ing
adolescent and forming a therapeutic relationship with young people
(Murray & Wright, 2006). '
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The sharing of self was discussed by all of the nurse participants in this
study as being essential to engaging the adolescent in a therapeutic
refatio_nship. When deciding how much or what to share the nurse
participants were consistent that the importance of sharing personal
information was for the benefit of connecting with the adolescent in a

therapeutic relationship.

This sharing was usually about common interests or a.ctEvities.
Geanellos {1997, p.29) supports this as she found in her experience
“sharing contextually appropriate information about myseif and my work
with other adolescents reduces tﬁe distance between myself and the
adolescent”. However, this sharing has the potential to be pushed too
far. The adolescent is searching for his identity, and is looking for role
models to help base this on. Therefore he may question the nurse to
share more than she feels comfortable with or more than is appropriate.
In my experience this boundary pushing is an everyday occurrenee in
interactions with a young person. However, sharing helps to reduce the
adolescent’s feelings of isolation and feelings he is not alone in his

experience and that there is hope for recovery.

Within a nurse-adolescent relationship an inevitable, power differential
exists. This was acknowledged by one nurse participant who described
finding it helpful to name this when clarifying the role of the nurse. ¥When
nurses and adolescents are struggling for power this can act as a
diversion from core issues and also lead to mutual mistrust, which
challenges the therapeutic nature of the relationship (Peternelj-Taylor,
2002; Ramjan, 2004). The relationship can then mirror what the
adolescent may haveJhad with other authority figures such as parents.
The adolescent is separating from his parents in an attempt to form his
own identity; he creates conflict to allow this to occur. As with the
adolescent’s relationships with parents, the relationship with the nurse
needs to be negotiated. Clear boundaries and discussions around the
nurse’s role and what could be negotiated within this relationship can be

helpful. The importance of compromises and negotiation when working
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alongside the adeolescents was illustrated in the nurse participants’

practice stories.

The role of the nurse needs to be one of partnership with the addfescent
however, while negotiation, ftrust, and the “sharing of power are
important” there needs to be no doubt of the adult's role imi the
refationship, and it is essential the nurse is the “professionalfadult in
charge” (Geanellos, 1997, p.29). |

This trusting and negotiating can cause tensions within the relationship
with adolescents. These tensions occur for a variety of reasons; young
people are attempting to gain a sense of autonomy, therefore, having
nurses as well as, or in the place of parents, giving advice, setting; limits
and boundaries can be a challenge for the adolescent. Unfortunately
there is insufficient evidence or research on how these relationshigs: may
improve (Ramjan, 2004). The nurses in this study felt that namig; the
difficulty or tension with the adolescent was helpful are you annoyed' with
me? One nurse felt this could be uncomfortable for the nurse andi the
adalescent; therefore, talking about it was a step towards resohving: the
difficulties. This corresponds with the nurse’s opinion on the impagance

of being honest or straight up when engaging the adolescent.

One nurse felt it was important to acknowledge when the relatianship
wasn't working and to request assistance or a change of nurse when:this
appeared unable to be resolved. Geanellos (1997, p.264) identifies. the
need for “the team” to step in at times and allow the nurse to take some
time out or have a break from challenging adolescents. Acknowiedging
this is important (Higgins & McDougall, 2006) although this may be
difficult as the nurse may feel some kind of inadequacy related % this.
Nurse participants in this study talked about adolescents being very
astute, therefore they will also be aware of the difficulty the nurse is
having. When the nurse is honest about what she may be experiencing

with the adolescent this can be addressed in a helpful way.
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Working alongside adolescents in a partnership role was seam: as
essenfial in forming -and maintaining relationships with adolescents. The
ability for the nurse to compromise, negotiate and admit when things: are
not going well is important. When adolescents can contribate in
negotiating the relationship with the nurse,' care can be individualfsed to .

meet their needs.

The need to individualise the treatment and care adolescents regeive
was found by the .nurse participants as an important aspect when
engaging the young person in the therapeutic relationship. Adolesgents
are exploring their identity, therefore being treated as individuals: who
have differing needs can aide in validating who they are as young

people.

This nurse highlighted the importance of a young person of a particular
ethnicity or culture would not necessarily want to be treated like offers of
that ethnicity. The value in not assuming we have an understanding; of a
persons culture because of their ethnicity is recognised as importai with
other cultures in New Zeatand. Durie (1995, p.9) supports this wien he
found "far from being homogenous Maori individuals have a vatigty of
cultural characteristics and live in a number of cultural and secio-
economic realities. The relevance of so-called traditional values is: not
the same for all Maori®. This highlights the importance of findimg: out
from individuals how they wish to be treated in terms of their culiure and

individual needs.

The drive for mental health consumers to be treated as individuats: with
differing wants and needs has largely stemmed from the comsumer
movement (Walsh, 2002). This movement has enabled minority groups
to be more visible and the cultural and other specific needs of these
groups to be identified. In New Zealand it is recognised that mental
health nurses need to respond to their clients in ways that recognisatheir
individuality (O’Brien, 1999). | believe processes such as mihimihi or

introductions allow for peaple fo make connections with each ether.
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Beliefs and vatues could begin to be addressed, which is significant in

engaging the adolescent and his family.

Walsh (1997) discusses the importance of nurses in all areas of aursing
being abte to care effectively for patients of all cultural backgmunds.
This is especially important with adolescents who are exploring: their
identity {Erikson, 1968). To be able to provide culturally safe nursing
care, where the adolescent feels his cultural needs are respected,
nurses need fo be acutely aware of their own culture, to recognise: the
differences in others and accommodate those differences. Cuitural
safety was not discussed explicitly with the participants in this study,
althouigh a participant acknowledged how her boundaries may differ
when working with an adolescent of her own culture. The use: of
mihimihi at the beginning of the inferview process allowed the nurses
space to acknowledge their own culture as part of the research pracess.
Ramsden (2000, p.4) stated

Culturad safety should be the experience of all recipients of nursing care. l i&about
protecting people from nurses, from our culture as health professionals, our afitades,

our power and how we manage these things whether unintentionally or otherwise:,

The importance of a secure identity and self awareness in adalescent
mental health nursing is essential. Gastmans (1998, p.6) states “lf the
individuality of the patient is not properly recognized nurses run Hhe: risk
of reducing him or her to a mere function of themselves or to a means
towards their own self-development”. When the nurse is aware efiher
own cuﬁure and identity this can be role modeled for the adolescent.
When nurses become more confident in who they are including theirown
culture and having an awareness of their own issues, they can share
more of themselves appropriately within the relationship withi the
adolescent. This sharing can be helpful but nurses need to have: seme

understanding about the role of this sharing (Geanellos, 1997).

The role of a child and adolescent mental health nurse is not well defined
{(Armstrong, 2006) but is one that can be particularly diverse. As
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described by a murse participant the role requires the nurse o wear
many caps. Including being an authority and friendly. Because af this

diversity the nurse doesn’t always get it right.

When attempting fo engage an adolescent in the therapeutic relaionship
there are many aspects to consider. The nurses participating in this
research discussed the need for the nurse to be genuine, up framt and
honest with the young person. The sharing of self as it relates
contextually to the adolescents’ experiences was significant. Warking
alongside the adolescent while attempting to instill hope was also
important. The need to recognise individuality and acknowledge cudtural

differences was essential.

The nurse participants fold practice stories of becoming more
comfortable and more open with young people as their mursing
experience and knowledge about themselves developed. This affected
the quality of the adolescent-nurse relationship. The following theme

explores this.

A learning journey _
The participants in this study all told stories about how their life

experience influenced who they are today in relation to their persenal life,
but more specifically who they are as nurses. Both their personat and
professional experiences have contributed to how the nurses practise
when working with adolescents in mental health. As they know
themselves better, and became more self aware of their own issues; this
provided opportunities to work more effectively with adolescents
experiencing mental illness. This section explores how nurse
participants feel their praciice has changed since starting out. Boundary
crossings or near boundary crossings have played an integral role inv the

nurses learning.
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The nurses in this study have had four to 15 years experience: in
adolescent mental health. As nurses’ experience grows the nurse
matures, and is able to draw on past éxperiences to enrich their practice
today (Peternelj-Taylor, 2002).

One nurse participant said initially she was very cautious about whati she
shared with patients about herself. The nurse described perhaps being
“too rigid® and closed with her patients, to the point where she didn't
reveal much about herself at all. In my clinical experience it is aften
easier for a beginning nurse to be cautious or rigid on the amount she
would share of herself as this is a way of protecting herself as a new
practitioner from the potential of doing the wrong thing or inifiating a
boundary crossing with the adolescent. The beginning nurse will follow
guidelines which are often rigid as they cannot cover individual situations
ar be applied to every individual in the same way (Benner, 1984}, When
the nurse is more experienced she is able to integrate her expetiences of
practice and move around the guidelines to become more flexible: im her

nursing practice (Benner, 1984).

Adalescents searching for their sense of identity will push the nunse to
share about herself as they are often searching for role models or an
opportunity to experiment with their opinions. Even when the nurse is
consciously cautious or closed in sharing about herself the adolescent
will continue to push this boundary. As the nurse participant described,
being rigid or closed made her less human, and therefore [ess accessible
#o the adolescents she was working with. Being more real enables the
myrse to engage more effectively with the adolescent and plays: an
essential part in forming the therapeutic relationship. This realnessis a

consistent theme throughout the participants’ narratives.

All of the nurse participants in this study described an experience where
they were responsible for an interaction that could have led to or heen
considered a boundary crossing. These were experiences the nurses

were able to learn from. They are not regarded as mistakes, not fmursing
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effectively or as being unimportant. Ord (1998, p.43) found "the capacity
to ‘acknowiedge, discuss and learn from our emotional reactions is wital if
we are to create environments in which troubled people and thase: who
care for them, can feel sufficiently held and supported”. The@@ early
experiences help shape the experiences that follow, with the murse
learning from these previous interactions. As Dewey (1938, p.47} said
“every experience should do something to prepare a person for later
experiences of a deeper and more expansive quality. That is the: very

meaning of growth, continuity, reconstruction of experience”.

The nurses all related that these occurrences were valuable leaming
experiences and héd a beneficial role in helping shape their fisture
nursing practice. Hawes (2005, p.17) acknowledges that afffimugh
learning from our mistakes is challenging the “getting it wrong™ Belps
nurses to learn how to “get it right”. In nursing a lot of learning cemes
from the nurse making mistakes and doesn't get the interpersonal
boundary quite right (Totka, 1996). As one nurse participant desciitred a
boundary crossing was an example of me growing as a young fealth
worker. Growing, learning and ongoing development is continuous i the
field of nursing (Cutclifie,1997; Geanellios, 1997). A nurse parfigipant
spoke of this learning when she described evolving through: her

experience as a nurse.

Geanellos (1997, p.16) states “knowledge is not singular, insuiar or
unchanging rather it is shaped by traditions of the past present and, in
turn, will shape the future. This is a dynamic representafien of
knowledge”. Practice knowledge in nursing ‘is described as ever
changing (Geanellos 1997), the nurse’s experiences within her passonal
life, family and culture and professional life all shape the knowledge: that
she contributes as the role of an adolescent mental health nurse.. The
lourney of learning is continuous journey for the nurse througheut: her

nursing career.
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The nurse participants narrated openly their early practice had in shaping
their current and future nursing practice. Having opportunities to reflect
amd feel supparted in their practice was invaluable to them. The
following section explores ways the nurses did this while looking further
at some of the challenges they may face in relation to ensuring they have

therapeutic boundaries with adolescents.

Keeping the adolescent and the nurse safe
The themes identified from the nurses narratives all interrelate, with: the

murse’s personality a strong thread in each theme. The nurse’s
personality and ability to demonstrate self awareness plays a significant
rofe in ensuring the adolescent and nurse remain safe. This section
explores the nurse’'s role in protecting the adolescent. The murse
participants’ inferpretation of boundary crossings or potential boundary
c:mséings Is discussed. Some of the principles of psychodymamic
nursing have been explained and discussed as an interpretation off why
some these boundary crossings may occur. The connection between
psychodynamic nursing and undergraduate nursing education i New
Zealand is explored, along with some key strategies in prowiding

opportunities for the nurse to ensure her practice is safe.

Psychodynamic principles. are important concepts in mental heaith
nursing {Peplau, 1952). Peplau acknowledges the significance tiese
principles ptay in helping nurses to improve their interpersonal relations
with their p.a-tients. “Being able fo understand one’s own behaviour;. to
help others to identify felt difficulties and to apply principles of fiuman
relations to the problems that arise at all levels of experience — these:are
functions of psychodynamic nursing” {p.xiii). Working with adoleseents
experiencing mental health issues is compliex (Geanellos, 1997; Ramjan,
2004). The use of self or the nurse’s personality plays a major role: inithe
work mentat health nurses do (Peplau, 1952) therefore there is puotential
for boundary crossings to occur. Many boundary crossings were

discussed by the nurse participants in this research. Two nurse
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participants spoke of psychodynamic concepts. A nurse pasfigipant
noted that when nurses are sharing more of themselves it is easyin.lose
sight of psychodynamic’ issues such as transference that wmay be

occurring in the nurse adolescent relationship.

Transference and counter transference are psychodynamic comeepts.
Experiences and feelings that occurred in the past, are experiencadias if
they were in the present (Casement, 1985). Recognising transienence
and counter transference can be complex, and the nurse needs i have
some understanding and self awareness, otherwise there is & nisk of
blaming others for strong emotional responses which belong to the:rurse -
not the patient (Obholzer & Zagier Roberts, 1994). When & nurse
recognises her own issues and how they may effect work she dms;\;vith
a patient, it can be very beneficial to the relationship. This was iltustrated
by another nurse participant when she described having a strong
emaotional response to a young person who had been sexually alused,

as she had, as a child.

The nurse was able to recognise herself in the young girt which cauild be
related to unfinished business in her life story. Casement (198%, p. 7)
acknowledges how difficult this can be to recognise, or make semse of,
as “what comes from whom, in any two-person relationship is not aliays
clear. This is because the processes of communication can be either
projective (one person putting into the other) or introjective (one pexson
taking in from the other)’. The nurse’s strong emotional response was a

signal to her that the interaction required some reflection.

This nurse clearly had the skills, with the support of a colleague, to
recognise transference in the relationship, and that it had come from her
past experiences. Therefore she needed to be careful and seek sugport
from her colleagues in reflecting on her practice. Because af this
unfinished business the nurse was experiencing a strong emofional
response, which if not recognised could lead to the nurse blaming: the

adolescent therefore confusing the issues the adolescent is experiencing
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further. This nurse who is New Zealand educated, didn't name: this
specifically as transference. This could have been elicited via a second
interview of one could also suggest that the nurse may not have been
aware of this theoretical framework. Although she did recognise: that
there was a connection to her life story, taking thig a step further t: pame

it as transference wasn't done.

Many adolescents | have worked alongside are very vulnerable. They
have often had occurrences where they haver experienced trauma or
their sense of self (which is still being developed) has been damaged in
some way. Nurses want to care for and support these distressed yaung
people in the best way they can. Even when nurses have the hest of
intentions, decisions or interventions are not always in the best inferests
of the adolescent. A nurse participant in this study described haw she
found it challenging ensuring she kept her professional boundaries.

The nurse participants witnessed many incidents in the nurse adolescent
relationship where they felt boundaries were crossed. The fallowing
section explores why some of these incidents may occur utilising; the
psychadynamic concepts of mirroring and projection identification.

These concepts help to increase our understanding of this complex area.

Projective identification is a concept often recognised in theragsutic
inpatient settings. Halton (1994, p.16) described projective identification
as "an unconscious inter-personal interaction in which the recipients;of a -
projection react to it in such a way that their own feelings are affected:
they unconsciously identify with the projected feelings”. If the projection
of the adolescent’s feelings is not recognised by the nurse, this could

also lead to projective identification.

A participant told the practice story of a young girl who had been sexually
abused, the nursing team specifically assigned to look afier the
adalescent became entrenched in the relationship with her, the young

person often had difficult imes where she would accuse the nurses of
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not caring about her, when one nurse responded with “if | didn’t carewhy

would | buy you chocolate”.

If we look at this process the patient may be projecting feelings it the
nurse of needing to feel special, or feel loved. These feelings may have
been previously responded to by the adolescent being bought gifts by
adults that may be abusing her. The adolescent projects this need: into
the nurse, the nurse responds by buying the adolescent presenis as a
way of acknowledging the young person is accepted or special. As the
nurse participant recognised, this could mirror behaviour the adolescent
has previously experienced. The incident of the nurse buyiig an
adolescent chocolate could be a boundary crossing, or it could be
consideréd every day practice. The boundary crossing wouldn't
necessarily be the act of buying the chocolate, but the intention befind it,
or what message it was portraying to the young person. [f the nurse was
doing this to make the young person feel special or to like her moxg, this
could be considered the boundary crossing. However, this could afsa be
a way of engaging the adolescent. The boundary crossing oceutred
when the nurse chose to use this example of buying the chocafate to
communicate to her that she cared. This could be very confusing for the
adolescent who is already confused about whether or not being haught
gifts means an adult cares. It appears the nurse received a projection of
feelings from the adolescent; a mirroring has occurred between: the
nurse’s response and the response the adolescent is used to getting

from someone abusing her.

The adolescent may have also been projecting feelings into the nurse,
this may have lead to a projective identification with the murse
responding as though the feelings belong to her. Mirroring and
projective identification are common terms in psychodynamic mursing.
They help to provide an understanding of the complexity of interpersenal

relations in nursing (Peplau, 1952).
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When relaying various practice stories that involved boundary crossings,
B was acknowledged the nurses involved were responding to the
patient's communication. The nurse’s responses to fthese
communications were not consciously meant {o further traumatise: the

adolescent.

This nurse participant felt this incident of gift buying was not necessarily
driven by the nurse, it is the nurses role to reflect on incidents such: as
this when they occur and get some support in managing it. When: the
nurse is not able to do this, the cycle is not broken and therefore: the
adalescent doesn’t learn alternative ways of gefting his needs met within

relationships.

These dynamics which lead to boundary crossings can also create
another psychodynamic process known as “splitting”. Splitting is the
mame of the process when feelings from one person are dividedi into

differentiated elements {Halton 1994), or in this case nurses.

One nurse participant had an incident where an adolescent was bought
presents by some staff members for her birthday. The nurses baught
these presents with their own money. Some nurses didn't feel this was
appropriate.  This was noted by the adolescent who displayed
derogatory behaviour toward the nurses who didn’t buy her a present.
This split was created by the nurses and then exploited by the
adotescent. The feelings of the adolescent in the nurse’s practice story
are divided into; "good nurse” who gives a young person a present for his
birthday, and “bad nurse” who doesn't. The adolescent put his feelings
that he finds difficult fo bear into one nurse (the nurse who doesi’t buy
presents) and the good feelings that can be tolerated into another nurse
(the nurse who buys the presents). Splitting that is allowed to oceur in
an inpatient setting can make it extremely difficult for adolescents to: be
nursed effectively. When nurses are split into the “good” and “bad” nurse
this can result in increased tension and distress within the nursing; team.

This has an effect on her ability to care for the adolescent. Parents: are
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. often put in positions of being the “good” and the “bad” parent. If parents
or nurses teams don't discuss this dynamic the young person cam; feel
very powerful by exploiting these splits, which lead to keeping the adults
in these positions. Moreover detrimental when an adolescent canngt see

the “good” and the "bad” which can be integrated into one person.

These psychodynamic concepts transference, counter transfesence,
projective identification and splitting are complex and often difficulf for a
nurse to recognise. When not recognised and discussed with support of
a team they can create boundary crossings which lead to chaflenging
behaviours acted out by the adolescent. Peplau (1952, p.71} when
discussing the complexity of interpersonal relations in nursing, states;

Needs, frusfration, conflict, and anxiety all provide energy that is transformed iimﬁmsome‘
form of action. Understanding what these experiences are, which compel destructive or

constructive responses from nurses and patients, is a step in the direction of persanal
and rational control of behaviour. :

it is the nurse’s role in the relationship to develop an understanding of

these behaviours for the benefit of the adolescent (Geanellos, 1997).

The amount of boundary crossings the nurse participants had Been
witness to in this research was surprising. This is understood as refating
to the fact that two of the nurse participants were inpatient murses
therefore the nurses’ practice is much more visible. The nurses are all
working alongside the same adclescents which makes nursing practice
transparent and open to discussion with others. This in turn pravides
opportunities for other nursing staff o witness potential boundary
crossings, and also provide valuable opportunities for support and

discussion with these issues.

Another possible interpretation for the amount of boundary crassings
could be related to a wider issue of nurse undergraduate educatian in
New Zealand. The nurse who spoke specifically of fransference: and
counter transference was educated in England. A New Zealand nurse

spoke about the psychodynamic concept spfitting, and although aft of the
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nurse participants could describe boundary crossings and recagnise
these were inappropriate they didn't take this further to discuss a
theoretical framework behind these nursing interventions. This could'be
a result of the methodological design of this research with onfyy one
interview with the participant this was not elicited or as being related:to a

gap in undergraduate nursing education in New Zealand.

McMahon and Ward (1998, p.35) state

Learning to tune into the transference and to be aware of one's own counter-
transference takes time and practice and it tends to be learned or within & #aihing
context, so that there will be an opportunity to reflect on possible meawings: and
connections without jumping to conclusions or - stili worse - imposing these: em the
child.

In a New Zealand study, Peters (2003) looked at the contribution of
mental health education in undergraduate courses. This study included
the undergraduate nursing degree. She found nurses could have as:little
as two weeks mental health theory and 160 hours of mental Fealth
clinical practice, with one programme delivering one hour educatiam: on
adolescent mental health issues. This was also supported by the KPMG
Strategic Review of Undergraduate Nursing Education (2001) whe faund
that the current undergraduate programme for nurses in New Zealand
doesn’t address mental health issues appropriately (p.74). Pelers also
comments on the curricuium taught, in her report there is no mention of
psychodynamic principles or concepts. Therefore, with litle ar no
education on these concepts in their undergraduate nurse education;,it is
more difficult for nurses to recognise and name psychodynamic concepts
such as fransference and counter transference. The education around

these concepts is reliant on learning from the practice of others.

Griffiths and Leach (1998) found the use of psychoanalytical ideas by/the
nursing profession in the United Kingdom has been limited, afthough
these concepts and ideas are used in the United Kingdom in therapeutic
community settings (Griffiths & Leach, 1998). The nurse participant in
my study who named transference as something to be aware of interms

of managing her professional boundaries was educated in the tnited
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Kingdom and worked in a therapeutic community setting. @ my
experience of working in England, psychodynamic nursing theoty was

used extensively in child and adolescent inpatient settings.

Psychodynamic nursing theory can be used to inform, guide and
influence practice in adolescent mental health nursing. Peplau {1952,
p.xi) states “nursing is helpful when both the patient and the nurse: grow
as a result of the learmning that occurs in the nursing situation”. She
argues the ability for “recognising, clarifying and buildimg an
understanding of what happens when a nurse relates herself helpfisfly to
a patient are the important aspects in psychodynamic nursing”.

Geanellos (1997, p.33) found “the nurses ability to work therapestically
with adolescents, and collaboratively within a team, are influenced by
herself and her capacity to work through unresolved personal issues’.
These psychodynamic concepts assist in providing the nurse with a
better understanding of how her personality and life experiences can
have an effect on the relationship with an adolescent, which wili benefit

the adolescent.

When nurses haven't had undergraduate education in psychodymamic
nursing they need to learn about these experiences through working in
an environment where other nurses have had this experience. @pen
communication about these experiences from other nurses heips: the
nurse to learn about these psychodynamic concepts through expesience
in their relationships. 'The inpatient environment where practice is more
visibie also contributes to allbwing this to occur. Opportunities for murses
to discuss the challenges interpersonal relationships with adolescents
create incorporating psychodynamic concepts, help in keeping boundary

crossings to a minimum.

The question asked by the nurse participants “whose needs is this

meeting” is an effective way for the nurse to monitor her own pragiice in
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ensuring potential boundary crossings don't occur. Another way; of

ensuring safe practice is clinical supervision.

Clinical supervision was discussed by three of the four participants: as
essential in helping to ensure ‘the mental health nurse is pragticing
safely. Barker (1998, p.67) highlighis the importance of clinical
supervision for mental health nurses when he said "supervision: in
psyehiatric nursing has two aims: to protect people in care from marses
and to protect nurses from themselves”. When nurses reflect in ciinical
supervision on their practice with the adolescents this pravides
gppoertuniiies to explore and work through some of the uncomscious
processes that may be occurring in the relationship incuding
psychodynamic concepts. Geanellos (1897, p.22) notes the significance
of reflection when she said

The: nurse juggles these aspects of her relationship with the adolescent by refteiingron
her imteractions with and responses to the adolescent's thoughts, feelings: and
betiaviours. In this process she comes to understand more deeply, aspects of ferown
adalescence, her relationship to her parents, authority figures and herseff. She
cordronts unresolved emations, her primary way of operating in the world, kecwledge
deficits, assumptions and befief systems. She receives the opportunity for learning
from: the adolescent with whem she works and from the milieu in which she finds tizrself

The nurses utilised clinical supervision and discussions with senior
nurses and/or other colleagues as opportunities for reflectiom and
learning. These spaces also provide an opportunity to process same:of

the interactions with the adolescents.

Roberts (1994, p.118) discusses the importance of those in helping
professions having insight into the reasons for choosing the particular
me of work. She acknowledges personal therapy can be helpful’ in
achieving this "to disentangle one's past from the present, and % find
alfernative ways of resolving unconscious conflicts, rather than needing
ta do this entirely through one's work”. When a nurse has had’ an
apportunity to work through and resolve her own issues, this ensuses.she
is more available to the adolescent and can use those life expesiences

appropriately to engage, empathize and exchange experiences with the
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adolescent (Geanellos, 1997). Roger (1980, p.148) states "the more
psychologically mature and integrated the therapist is, the more helfgful is
the relationship that he or she provides. This puts a heavy demand on
the therapist as a person”. The need for the nurse to look after herself
well in other aspects of life have a sense of hope and positive gutlook

assists in sustaining her in this complex area of work (Geanellos, 1997).

The management of therapeutic boundaries with adolescents in mental
health nursing is complex. It is hecessary when exploring such am issue
to keep in mind the whole person when analysing and discussing data
from research participants. The need to clarify the role of the murse
when engaging an adolescent in the therapeutic relationship helps to
ensure the boundaries within that relationship are determined fram. the
beginning. Being explicit and naming this for the young persom was
‘helpful. Nursing practice changes as the nurse’s experience develops.
The nurse becomes comfortable with herself as a person as she grows
and develops, and her awareness of her own issues develops. The
nurse’s personality and her ability fo share some of herself with the
adolescent were necessary in developing therapeutic relationships.
When sharing information about herself the nurse needs to be aware of

the potential crossing of therapeutic boundaries.

These themes identified by the nurse participants provide insight into
how these nurses assess, manage and explore the complex area of
therapeutic boundaries when working with adolescents in a mental
health setting. For nurses to be able to make sense of therapeutic
boundaries in relationships with adolescents they need to hawe an
understanding of theoretical frameworks such as psychodynamic
nursing.  Psychodynamic nursing principles need to be taught in
undergraduate and post graduate nursing programmes, ongoing
discussions and education around these principles need to be evaryday
praciice for nurses fo be able fo recognise and process the dymamics
occurring when working with such a complex age group. {linical

supervision and open discussions with senior staff and mentors also
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provide thinking spaces where the nurse can monitor her professional

boundaries within her nursing practice.

Implications for adolescent mental health nursing
Adolescent Mental Health Nursing is a specialised area of practice.

Although a lot of findings in this research could be generalised & other
fields of nursing, there are specific implications in regards to therapeutic
baundaries for nursing practice for Adolescent Mental Health Nurses.

This section summarises some of these complexities.

As this thesis has revealed,-the developmental stage of adolescance is
complex. The adolescent's cognitions, body, and emotions are in
constant change. The adolescent is searching for a sense of idenfity:. All
of these issues contribute to the adolescent's vuinerability. This: Has
implications for nurses working alongside the adolescent who is eaping
with normal adolescent issues as well as experiencing mental #lness.
Through the search for an identity the adolescent is separating framrthat
of his parents. For this separation to occur conflict is created # the
parent adolescent relationship. Although he c'reates conflict, he: still
requires much support and involvement. A danger of this relationship is
the adolescent may idealise the nurse, a helping adult, because of this
conflict with his parents. This idealisation of the nurse can make herfeel
special to the vulnerable adolescent. Therefore, the nurse tries harder to
help the adolescent risking a blurring of her role and the crossing, of
professional boundaries. Another contributing factor is if the nurse has
unresolved issues related to her adolescence or life experiences which
can add to the complexity of the relationship. Self awareress is
essential for the nurse to be clear about her role with the young person

as this can impact on the vulnerability of both involved.

The adolescent's personality is still developing. The search fr an
identity requires the adolescent to have role models whom he cas base
his identity on. The nurse is often a role model to the adolescert. The

adolescent will push the nurse on a daily basis to share infommsation
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about herself and do more than her nursing role. These are every day
occurrehces for adolescent mental health nurses. For an inexperienced
nurse managing adolescents pushing boundaries, boundary crossings
can occur before the nurse becomes aware of it. Actions, intervantions
and even conversations with adolescents need to be planned, thoughtful
and have clear intentions. So how does the adolescent mental health
nurse manage this and ensure she is sincere and genuine i her
interactions with the adolescent? The concept of professional
boundaries needs to be at the forefront of the nurse’'s mind at all fimes to

ensure she can respond in a therapeutic and professional manner.

This research revealed that without sufficient knowledge af the
fundamental principles of adolescent mental health nursing; such as
knowledge and skills in both adolescent development and
psychodynamic nursing, nurses are at risk of boundary crossings.
Adolescent mental health nursing is a specialist area of practice;
therefore nurses need to have sufficient education and expesience.
Nurses practicing in- this field in New Zealand need to obtsgim post
graduate education in this specialty. One way of achieving this is
through the generic courses. However this doesn’t address the sgeciﬁcﬁ
role nurses have in working psychodynamically. This needs fo be
addressed in undergraduate and post graduate nursing programmmes.
Another way of achieving this education would be in excliange
programmes abroad, where there are established adolescent mental

health units such as the units where | was employed in England.

For adolescent mental health nurses to make a difference they need to
have a clear understanding of the developmental stage of adoleszence,
the effect this has on the nurse's role and psychodynamic principles.
The adolescent’s state of turmoil and change requires support of adults
with understanding. The nurse needs to be clear about her role within
the relationship and take responsibility 1o ensure safety and boundaries

are therapeutic for the adolescent’s benefit.
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Limitations

This study has provided valuable insights into some of the challfenges
facing nurses when assessing, monitoring and maintaining therapeutic
boundaties with adolescents in mental health. Due to the limited
published research found in adolescent mental health nursing, it is
difficult to come to sound conclusions. The methodological desigm ef this
research and time constraints have also had a potential impact am the
depth of the stories told and the eliciting of the participants
undersﬁandéng of the narrations. This study involved four murses’

experiences of this complex issue.

From this research it is clear there are no definitive answers refated: to
how nurses assess, monitor and maintain therapeutic boundaries: with

adolescents in mental health. As ane participant narrated:

it is an issue that is not black and white and the grey areas are indiwidial
for other people.

However,, the results of this study have raised some interesting questions
in refation to the complex issue of therapeutic relationships: and
professional boundaries. These recommendations need to be
considered within the wider picture as they are developed from a very
small sample in New Zealand. Further research is required to be able to
generalise the findings into the wider population. And gperhaps
comparative research with my first work experience in England would
benefit both New Zealand and English nurses. However, the findings of
this research do provide possible considerations for future mmrsing

education, nursing practice and nursing research.

Recommendations
The findings of this research provide an insight into pessible

interventions that would be beneficial for nurses in helping to maintain

therapeufic boundaries with adolescents experiencing mental health
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problems. Outlined are possible recommendations for mursing

education, nursing practice and nursing research.

tndergraduate education in New Zealand has a very limited mental
health component (Peters, 2003; KPMG Consulting, Health, Education
and Community Services, 2001). The focus appears to be mane on
diagnosis, management of risk and cultural issues. Although these
topics are important in our risk adverse world, the focus has beem taken
away from the importance of psychodynamic nursing. Learning about
these concepts would benefit nurses in understanding the significance of
therapeutic boundaries and provide nurses with a theoretical framawork
to understand the complexity of the relationships with adolescents. The
therapeutic relationship is the forefront of mental health nursing {Peplau
1852).

Nurses are sfill being employed into mental health services im New
Zealand directly from their comprehensive training, although there are
new graduate programmes available (Walsh, 2002) which provide nurses
with greater understanding of the complexities of mental health mursing.
The broader picture of these knowledge deficits and limited mental
health education has an effect on recruitment and retention of mental
health nurses in New Zealand (Walsh, 2002). Nationally alf murses
should be employed through Nursing Entry to Practice Programmes.
These programmes have adolescent streams which would address some
af the issues pertinent to adolescent mental héalth needs. However,
adolescent mental health nurses still need to undertake specific post
graduate adolescent mental health education to be able to care for
adolescents and maintain therapeutic boundaries effectively. Funded
training schemes such as exchange programmes for adolescent mental
health nurses to countries which have established psychodymamic
nursing practices would be invaluable to New Zealand murses’

development.
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Far rurses already working in this complex aréa, this study has idemtified
fhe need for nurses to have a clear understanding of their own issues.
These issues may have an impact on their relationships with: the -
adolescents with whom they are working. Nurses would benefif from
having forums to discuss some of the challenges boundary crassings
and psychodynamic nursing create. The nurses in this study
emphasised the importance of clinical supervision and learning; from
mare experienced nurses in helping to keep their practice safe. Begause
boundaries differ for each nurse, a culture where nurses fee! safe: and
supported to have open discussions around boundaries both infarmally
and in formal arenas would be helpful. These experiences would assist
in providing nurses with leaming opportunities and would supgort. a
culfure of transparent practice supporting nurses in keeping themseives

and adolescents safe.

Further research is needed into this topic and adoiescent mentat fealth
nursing. This research could focus on the formation of the therapeutic
refationship with adolescents experiencing mental health problems:. It
cauld fook further at the specific area of therapeutic boundaries from
both the nurse’s experience and that of the adolescent. A larger study
with a bigger sample size would enable a more in-depth exploratian; of
these issues already discussed. The cultural differences and influences
of working in New Zealand also require further exploration and research.
These areas are pertinent to adolescent mental health nursing and
require further published research to provide evidence based nussifig in

this challenging but rewarding field.

The findings of this research provide some clear recommendations which
could have possible implications and recommendations for mrsing
education, nursing practice and further research in the arga: of
adolescent mental health nursing. However, because of the limiations
of this small study this would require further exploration to contribute

further to adolescent mental health nursing in New Zealand.
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Conclusion A
This study has provided some valuable insights into some of the

challenges adolescent mental health nurses face when assessing,
understanding and managing therapeutic boundaries when working with
adolescents experiencing mental health problems. There are no elear
answers on how boundaries are managed. Boundaries may differ for
individual adolescents and on different occasions with the same
adolescents. The nurse’s boundaries are challenged everyday in elinical

practice with adolescents.

The nurses in this study found the first step to ensuring therapeutic
boundaries in relationships with adolescents was to clarify their rofe in
the relationship. This includes engaging the adolescent. This
engagement process involves the nurse sharing something of herself
with the adolescent. It is the nurse’s responsibility to ensure the amount
she shares with the adolescent doesn’t allow the relationship to move
from a professional to a personal one and that sharing is of benefit fo the

adolescent.

The nurse grows and develops in her clinical practice with adolescents.
She becomes more aware of ensuring her boundaries are therapeutic.
As the nurse learns more about herself this learning benefits her
relationships with adolescents. The nurse learns from her experiences,
being either too closed or too open with the adolescent. This leaming
joutney enables the nurse to consolidate her knowledge of the

challenges in working alongside adolescents.

Managing therapeutic boundaries is not easily done as this researcixhas
identified. The need for the nurse to take responsibility in keeping both
herself and the adolescent safe within the relationship is paramaunt.
Strategies to help the nurse do this include; having an understanding of
psychodynamic nursing as a theoretical framework to understand the
relationship and the role boundaries play, and receiving support fom

others through clinical supervision, open discussions and support from
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semior nurses. Adolescents are at a unique developmental étage that
challenges those working with them. The nurse needs o have
boundaries at the forefront of her mind at aff times when working with this
complex age group. Adolescents are challenging but rewarding and fun
individuals who have a lot to contribute to nurses’ knowledge and

learning.

This research has confirmed what | have seen in my nursing practice;
managing therapeutic boundaries is a challenge for nurses. - Without
sufficient education and experience to manage these issues, nurses are
pufting themselves and the adolescent at risk. Writing this thesis and
completing this research has been an invaluable experience for me both
personally and professionally. Revisiting the Tavistock Clinic and the
adolescent inpatient units in London and Oxford would provide: me with
am epportunity to share this research and further enhance my- skills. A
sabbatical in England would enable me to explore the possibility of
seffing up exchange programmes for nurses working in this specialty in
the United Kingdom and New Zealand. The exchange of knowledge in
practice can and does shape our lives. My experience of working in this:
specialty in England and participating in post graduate education has:
shaped who | am as a person and an adolescent mental heaith nurse..
New Zealand adolescent mental health units need to have a culture
which focuses an psychodynamic nursing practices as this will ensure
beneficial cutcomes for adolescents experiencing mental illness and their

families.
Finally | would like to sincerely thank the nurse participants in this study,

These four people have provided rich and valuable stories of their

experiences of working with adolescents in this complex speciatty.
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Participant information sheet
Pushing the Boundaries: Relationships with Adolescents

INFORMATION SHEET FOR PARTICIPANTS

My name is Julia McLean | am currently employed by Taranaki District
Health Board as a Community Mental Health Nurse working with ehildren
and adolescents. As part of my Masters Programme at Victoria
University | am looking to complete a small research project for which 1
would like to invite your participation. The research has ethics agproval
from Victoria University Ethics committee and will follow their
recommended guidelines.

My study aims to explore how nurses manage professional boundaries
with adolescents in mental health. There is currently limited research in
this area fo assist in the defining of boundaries within this setting.

i plan to interview a smali number of Registered Nurses employed in
District Health Boards, who are currently working in adolescent mental
health. Using a narrative design | am seeking nurses’ descriplions of
their experience of defining boundaries with adolescents in mental
health. | will use unstructured, in-depth interviews face to face of
approximately 1-2 hours duration, at a time and place convenient fm you.

Every effort will be made to ensure the participant's identity remains
confidential. However, due to the small number of adolescent mental
health nurses in New Zealand, and the narrative design of the research,
there is a possibility that participant's views/experiences may be
recognised by their peers. No identifying features will be used in the:final
report. The names and geographical location of the participants will be
kept confidential at all times. The interviews will be -audio taped,
franscribed and then analysed. The transcriber will sign a confidentiality
form. My supervisor, the transcriber and | will be the only people i have
access to the transcripts. Participants will have the right to witidraw
from the research up until two weeks after the interview at which: time
none of their data will be used.

The information obtained from the research will be written up in the: form
of a thesis for my Masters project. | may also use the information in

124



conference presentations and publications in professional journais: It is
hoped that the research wilt be beneficial to nurses working in thefield of
child and adolescent mental health, and both adult mental healtis murses
and paediatric nurses, who often care for adolescents expesigncing
mental health problems in an inpatient setting.

Participants will be offered a summary of my findings by ticking #e: box
on the consent form. You will have the right to withdraw fiam: the
research any time. The data obtained from the interviews will ba stored
in a locked cupboard for two years after which time it will be destrayed.

if you have any questions regarding participating in this research please
don't hesitate to contact me on email Julia.mclean@tdhb.org.nz, ar you
can call me either at work 06 7537790 Ext 8872 or my celii phone
0272391156. You could also contact my supervisor Thelma Puckey at
Victoria University on 0800 108 005, Ext 6648, or om email
Thelma.Puckey@vuw.ac.nz

GRADUATE SCHOOL OF NURSING, MIDWIFERY AND HEALTH
' P.0. Box 600, Weilington, New Zenland
Telephone +04-4-463-5363, Fucsimile +64-4-463-5442
Freephone: 0800 108 803, Emai:l nmh@uvuwo..ac.nz Website: wow.vnv.acnz/mih
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IPB VICTORIA

Appendix 3

Consent Form

Pushing the Boundaries: Relationships with Adolescents
CONSENT FORM

f agree to participate in the research study “Pushing the boundaries:
Relationships with adolescents” as described in the attached infosmation
sheet. .

I understand the purpose and nature of this study and am partigigating
voluntarily. .

I have had any questions | have answered to my satisfaction.

b grant permission for the interview to be audio taped and the data:to
be used in the process of completing a Masters degree, including: a
thesis and any other future publication or conference presentatiorn.

I understand that my name and other demographic material whichomay
identify me will not be used and that confidentiality will be maintained!to
the best of the researcher’'s ability, but that the data obtained may;be
recognisable by my peers. ‘

f understand | have a right to withdraw my consent and any data.Eliave
given up fo two weeks after the interview.

I would like a summary of the research findings at the completion: of
the project

I agree to participate in this study under the conditions set out #v: the
Information Sheet.

Signature:
Date:

Full Name — printed

GRADUATE SCHOOL OF NURSING, MIDWIFERY AND HEALTH.
PO Box 600, 1Wellington, New Zealand
Telephone +64-4-463-5363, Facsimile +04-4-463-5442
Ereephone: 0800 108 005, Ematl nmh@uouzoe. ac.nz Websile: wonroonw.acnz/mmh
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