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Abstract 

Background: Several studies discuss boundary setting as a skill for health professionals in 

therapeutic relationships. This study seeks to understand how the skill is taught in public post-

secondary nursing programs and then experienced in a work setting. 

Objective: The purpose of this study was to explore the experiences of psychiatric nursing 

alumni and clinical instructors so as to support the evolution of boundary setting education and 

evaluation practices in post secondary institutions. 

Methods: This was a narrative inquiry study using virtual storytelling interviews which were 

transcribed. Alumni within 5 years of graduation and nursing instructors from a Canadian post 

secondary educational institution were eligible for participation. Participants were encouraged to 

share their experiences related to learning, teaching, and evaluating boundary setting as a 

therapeutic nursing skill. 

Findings: Through the analysis of the data, nursing alumni participants voiced not being ready 

to set boundaries in their workplaces, whereas nursing instructors were unable to identify 

specific curricular objectives, educational strategies, or evaluation tools for teaching boundary-

setting.  

Conclusions: Students find boundary setting to be an emotional experience, not all students feel 

prepared to set all types of boundaries once in a workplace, and the curriculum objectives and 
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evaluation tools for clinical instructors teaching boundaries were not explicit for either clinical 

instructors or program administrators. My recommendations were separated into curriculum and 

professional development strategies. Strategies included having program administrators set 

specific curricular objectives related to boundary-setting and ensure these objectives are being 

adequately assessed by clinical instructors, develop, or provide professional development 

opportunities for clinical instructors related to boundary setting and teaching boundary setting.  
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Executive Summary 

The use of boundary setting as a therapeutic skill for nurses has been explored in several studies. 

Canadian post secondary intuitions are responsible for graduate nurses who are competent and 

ready to practice. Various nursing skills including boundary setting in their work environments. 

Research demonstrates a need for explicit curriculum boundary setting including course 

outcomes, teaching strategies, and evaluations. The purpose of the study was to explore a 

Canadian post-secondary psychiatric nursing program and how it currently teaches and evaluates 

nursing students on boundary setting as a therapeutic nursing skill. The participants, alumni, and 

clinical instructors from the Canadian psychiatric nursing program shared data in the form of 

stories during virtual story telling interviews. The findings illustrated how boundary setting is 

connected to an emotional experience, describes commonly taught and experienced boundaries, 

and what educational strategies were perceived as effective. Additionally, participants shared 

stories of what may be missing related to boundary setting in their nursing program. Conclusions 

were not all alumni felt prepared to set boundaries in a workplace setting, the education of 

boundary setting as a nursing skill was not perceived by instructors and alumni alike to be 

explicit in the current curriculum. Several recommendations emerged from the study. These 

recommendations were divided into curriculum development recommendations and professional 

development recommendations. A few examples included developing, or expanding, an explicit 

boundary setting curriculum, and providing instructor education on boundary setting education 

and evaluation. 
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Chapter 1: Focus and Framing 

This research is related to the evaluation of the nursing competency boundary setting. 

Specifically, I explored the experiences of boundary setting among graduates and instructors of a 

Canadian public post secondary’s Psychiatric Nursing (PN) program. As well, this thesis focused 

on how boundary setting, as a nursing skill, could be improved within this institution’s PN 

program.  In the Broad sense boundary setting within healthcare is seen as a set of guidelines 

used to protect both patients and clinicians, a more in-depth definition will be explored in the 

literature review of chapter 2. 

Personal Motivations 

My personal experiences during nursing school involving boundary setting were often 

rooted in fear and anxiety. Fear as a new nurse that if I set boundaries the therapeutic relationship 

would suffer, or anxiety about how my boundaries, or lack there of, would be perceived by 

colleagues. I was curious to know if this experience was widespread amongst nursing graduates, 

and whether it affected the use of boundary setting as a nursing skill. Because of my background 

as a nursing clinical and lab instructor at Stenberg College, I was interested to see how other 

nursing instructors perceive their roles in teaching and evaluating boundary setting as a nursing 

skill. My interest in boundary setting as a nursing skill is amplified by my desire to see the 

nursing profession evolve, continue to be academically sound, produce new nurses who 

demonstrate required skills in real world environments, and be viewed as a profession of 

integrity. 
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Project Partnership 

To complete the research for my thesis, I approached a Canadian public post secondary 

about being an organizational partner. I explained that I would need members of the leadership 

team, instructors, and graduates from the PN program. The institution which agreed offers a 

degree in psychiatric nursing. The educational organization will be anonymized to maintain 

working relationships with and within the organization. As a public educational institution, the 

program and university must undergo regular assessment and accreditation. These processes 

measure program quality, as well as student and faculty satisfaction.  

Inquiry Questions 

The impetus behind this research is the question: “How might a public post secondary 

institution faculty of health executive team strengthen boundary setting as a nursing skill for 

graduates of the Bachelor of Psychiatric Nursing program?” 

The sub questions that I identified and developed are as follow: 

I. How do graduate nurses’ experience boundary setting as a nursing skill in their workplace? 

II. How do nursing instructors experience teaching, and evaluating, competency of boundary 

setting as a nursing skill? 

III. What might be possible if a leadership team responded to the experiences of graduate 

nurses and nursing instructors? 

IV. What is working well in the teaching and learning of boundary setting in the study. 

Partner’s PN program? 

V. What steps can be taken to strengthen boundary setting as a nursing skill in a PN program? 
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Significance of the Inquiry 

 Taking opportunities to address boundary setting within psychiatric nursing is important 

as psychiatric nurses who engage in authentic therapeutic relationships with the mental health 

population may become “at risk of overstepping professional boundaries” (Peternelj-Taylor & 

Young, 2003, p. 55). Furthermore, boundary setting, as well as professional standards can often 

be vague, making it difficult for nurses to discern how to create and maintain boundaries. 

Peternelj-Taylor and Young (2003) asserted “the ability to create and maintain treatment 

boundaries within the nurse-client relationship is one of the most important competencies 

required by psychiatric nurses” (p. 55). Acknowledging the importance of boundary setting in 

therapeutic relationships demonstrates the importance and relevance of the inquiry topic. 

The faculty of health executive team at the partner institution agreed that teaching 

boundary setting is important. The findings and recommendations may inform their educational 

process and aid in their accreditation process. A greater understanding of how boundary setting, 

as a nursing skill, is implemented, as well as how it is perceived by graduates and instructors, 

may have the potential to positively change the PN curriculum. The data identified how 

instruction of boundary setting is being taught and applied by graduates. Findings may inform 

how student education and competency evaluations could be completed related to boundary 

setting as a psychiatric nursing skill. As such I have identified the faculty of health executive, 

potential mental health patients, PN instructors, and students, as key stake holders.   

On a macro level, in developing psychiatric nurses with effective boundary setting skills, 

this study may drive a higher level of care for the vulnerable populations served by psychiatric 
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nurses. Holder and Schenthal (2007) suggested therapeutic relationships are being impacted by a 

shift in the public’s perception of professional boundaries; specifically due to a “growing milieu 

of mistrust or, at best wariness among clients and professionals” (p. 26).  Therefore, developing a 

curriculum which increases awareness and evaluation of boundary setting may support a positive 

change in the image and perception of the psychiatric nursing profession. 

Organizational Context and Systems Analysis 

To initiate the research of boundary setting, contextualized by a therapeutic relationship 

in psychiatric nursing, it is pertinent to understand the system in which boundary setting exists. I 

used systems thinking and systems analysis of boundary setting within the context of the study 

partner. This section describes my system analysis and the advantages to using systems analysis 

in my research. I explore how post secondary systems fit into the larger system of the psychiatric 

nursing profession.  

 Systems analysis itself is a useful tool to determine opportunities for growth and identify 

potential barriers (Stroh, 2015). Moreover, understanding the system in which the research is to 

be completed allows leaders to visualize and generate reference to positive changes, 

vulnerabilities, focus inquiry, and scope of inquiry (Stroh, 2015). Within the context of my 

researching boundary setting systems thinking has been a valuable tool for me as the researcher 

to develop and evolve my understanding of the how to develop and conduct methods for data 

collection. Additionally, Stroh (2015) stated systems structures are shaped and influenced by 

concrete influences such as “pressures, policies and power dynamics” (p. 36). Stroh (2015) 

further explored the less concrete influences on a system such as perceptions and driving 
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intentions of the system itself. As the researcher I found having an understanding of how systems 

are influenced and perceptions may mold a system, supported my ability to analyze the data 

collected, by providing context and possible views of the system from the participants. Similarly, 

Coghlan (2019) described systems analysis as an opportunity to observe “relationships between 

organizational dynamics such as purpose, strategy, structure, control systems, information 

systems, reward systems and culture; help to organize data into useful categories; and point to 

areas that need attention” (p.144). By using systems analysis throughout the development, 

conduct, and analysis of my research, I was able to conduct meaningful research adequately 

positioned to influence change within a public post secondary PN program in Canada and 

potentially provide insight and influence other nursing programs in Canada. 

Analysis of one PN program may support a greater understanding how the topic of 

boundary setting is connected to the larger nursing educational system such as at a provincial, 

territorial, or federal level. A public post-secondary system is tasked by society with graduating 

students that are capable of accomplishing things in the world and are “prepared for effective and 

engaged citizenship” (Keeling, 2004, p. 3). Universities should set out to achieve this task by 

establishing a learning environment which provides a setting with new ideas and exposure to a 

wide variety of different beliefs (Woodside, 2011). Additionally, it is important to acknowledge 

psychiatric nursing as a profession and a larger system in both a theoretical and functional sense. 

Therefore, recognizing the layers of the systems present allowed myself to explore boundary 

setting, alongside possible connections between the educational, employer, and professional 

systems.   
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Stakeholders within the larger system of psychiatric nursing include educational 

institutions, nursing unions, clients, allied healthcare professionals, employers, and regional 

professional regulatory bodies such as the British Columbia College of Nurse Practitioners and 

Midwives (BCCNM). BCCNM’s relationship to boundary setting is seen in the professional and 

practice standards mandated for all licenced psychiatric nurses within the province of British 

Columbia. As well, the BCCNM is the regulatory body in which educational institutions are 

required to gain accreditation of the nursing program. The BCCNM has set the standards which 

all new graduate nurses must meet as well as how those competencies are recognized. Because 

institutions like the BCCNM set competency standards, they are also tasked with teaching and 

evaluating the skill of boundary setting amongst nursing students. Failure to adequately teach or 

evaluate boundary setting may cause complications relating to labour, creating unnecessary work 

for the nursing union. Because Psychiatric nurses work in a diverse number of environments 

such as acute care and community care settings under a health authority, correctional and 

forensic settings, long term, and palliative settings, they require strong boundary skills to 

adequately adapt and interact with different professionals and patients. As the profession 

continues to evolve and grow, the opportunities for psychiatric nurses to work in diverse 

workplace settings for a variety of employers also increases, thus creating a greater need for 

strong boundary setting skills to cover the labor gap.  

Recognizing the vast and varied systems in which boundary setting exists, borders of the 

system were established in which the research was completed. For the purposes of this research 

the borders of the system will include an educational institution, Provincial Health Authorities, 
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and the Federal Government Corrections Department. As employers, and regional licensing body 

as the professional regulator. My research was restricted to one PN program. Implications of 

narrowing the scope to the PN is the level of participation, possible framework constraints, and 

context of data gathered/analyzed. 

The larger context of the partner organization it that it offers a variety of programs and 

courses dispersed throughout a geographic region. The study PN program is comprised of a 

Faculty of Health executive, program chairs, theory, lab and clinical instructors, administration 

and human resources staff, and students. Recognizing the composition of the PN program in the 

context of my research has supported me in the development of realistic and feasible 

recommendations for the partner organization.  

The study program’s Faculty of Health (FoH) mission statement is: 

Our mission is to foster student success by making significant contributions in local, 

national, and international communities as transformational leaders in health and 

education through quality programming, service, and scholarship.  

Additionally, FoH promises student the program staff are: 

…committed to being a student-centered university offering innovative and 

interdisciplinary programs. Our faculty and staff are dedicated to student learning and are 

passionate about their chosen fields. Small classes and state-of-the-art facilities provide 

our students with an excellent opportunity for one-to-one and small group interaction 

with instructors and fellow students.” 

Completing action-oriented research related to boundary setting, within the context of 

psychiatric nursing, provides opportunities to strengthen the quality of a PN program by 

engaging with the lived experiences of psychiatric nurses. Understanding psychiatric nurses’ 
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experiences as a way to evolve the PN program, demonstrates how graduates may contribute 

meaningfully to the profession. Additionally, by taking opportunities to inquire into and reflect 

on a program’s current state embodies the expressed value of commitment to further program 

quality and professional development of PN faculty, graduates, and students.  

Partner 

In completing the systems analysis of the organization, it is equally important I 

acknowledged my position and my organizational partners’ role within the organization. My 

contact is the program chair. 

One role of the PN program chair is to facilitate clinical placements. This position also 

includes responsibility for faculty hiring, training, and course development. The study Chair had 

completed a master’s degree in business and is currently undertaking a doctoral degree at Royal 

Roads University (RRU). His further studies at RRU make him an effective partner as he has his 

own experience with action research, within the context of his doctoral research. He is a 

champion for action and change oriented work. He is also a psychiatric nurse with experience in 

various settings which allows him to better understand the complexities and importance of 

boundary setting as a skill in nursing. Furthermore, he was an instructor for the PN program 

which provides him insight into the content, processes, and expectations of students and nursing 

instructors associated with the PN program.  

In chapter one, an overview of the inquiry question and sub questions, along with the 

significance of the inquiry has been provided. The organizational context and system analysis 

has been identified and discussed. The reader has been introduced to the characteristics of the 
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partner organization. The following chapter will outline the current literature related to the 

inquiry topic and explore its relevance in relation to this study.   
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Chapter 2 

This chapter provides a discussion of the research’s primary topic from a variety of 

perspectives found in recent academic literature. The primary topic, boundary setting in 

psychiatric nursing, was central to the research question: How might a post secondary institution 

faculty of health executive team strengthen boundary setting as a nursing skill for graduates of a 

Bachelor of Psychiatric Nursing program?  This chapter has four sections: (1) What Boundary 

Setting Is and Why It Is Important, (2) What Are Boundary Violations and How Do They Occur, 

(3) Emotions Associated with Boundary Setting and Lastly (4) How Boundary Setting Can Be 

Taught, Evaluated, And Applied in Nursing Education.  

What Is Boundary Setting and Why is it important? 

 

Professional boundaries within healthcare, more specifically within psychiatric nursing, are 

widely defined and discussed as a necessary skill set, which are defined by Manral, Pareek, and 

Kaur (2017) as a set of guidelines set out as a means to protect nurses and patients. Conversely, 

Cooke, Hall, Friedman, Jain, and Wagoner (2019) asserted that, in health care, professional 

boundaries remain vague and poorly defined within therapeutic relationships. These definitions 

suggest professional boundaries are ambiguous due to the nature of therapeutic relationships. 

This is because therapeutic relationships are ever-changing, complex, and unique to the 

dynamics between each psychiatric nurse and client. 

Therapeutic relationships between clients and psychiatric nurses have inherent power 

differentials resulting from the psychiatric nurses’ “knowledge, experience, and authority that the 
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client seeks and needs from the professional (Holder & Schenthal, 2007). Additionally, Cooke et 

al. (2019) described boundaries as “the parameters that describe the limits of a fiduciary 

relationship in which one person (a patient) entrusts his or her welfare to another (a physician)” 

(p. 1). Recognizing the pre-established power imbalance associated with client-nurse 

relationships implores one to find methods to protect clients’ vulnerability. Similarly, Jones, 

Fitzpatrick, and Drake (2008), defined professional boundaries as the “spaces between nurse’s 

power and the patients’ vulnerability” (p. 357). It should be noted that in this definition, the 

power differential between nurses and their patients is explicitly identified. Power differences in 

the nurse-patient relationship are derived from the professional position and knowledge the nurse 

holds, which in turn allows for access to private personal and medical information regarding the 

patient (Jones et al., 2008). Likewise, Jones (2016) described boundaries as “the physical and 

psychological space that a person denotes as his or her own” (p. 50). Both definitions 

conceptualize boundaries as a space. Jones et al., (2008) explained that boundaries are a space in 

which power and vulnerabilities are at stake. Similarly, Jones (2016) described this space as a 

metaphysical area in which an individual defines their own sovereign space.  

Neither of these definitions consider the possibility of overlapping boundary spaces, which 

may occur during interactions between patients and their healthcare providers. If a shared space 

does occur within the context of therapeutic relationships is boundary setting a mutual 

responsibility? However, despite the differences in the literature, common threads are apparent: 

the concept of limits or parameters, relationships, and safeguards. Moreover, within professional 

boundaries there is a limit, line, or place in which one can overstep. 
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Boundary setting has been deemed an integral part of mental health care for various reasons 

including:  

 protection of patients, families, and healthcare professionals,  

 allows for safe connection between nurse and client based on clients needs 

 maintains professional therapeutic relationship 

(Jones et al., 2008) 

When explanations are given to help understand professional boundaries and their 

importance within psychiatric nursing they are often given in the context of their impact on 

patients, mostly in terms of unobserved boundaries. The impact on patients, mental 

professionals, families, and the profession itself can be profound when boundary transgressions 

occur. Gabbard (2008) affirmed damage is done to patients, healthcare professionals, and to the 

reputation of the mental health profession, when professional boundaries are not adhered to. It is 

in the creation and maintenance of professional boundaries that a nurse is able to “control [the] 

power differential and allows safe connections to meet the patients needs” (Jones et al., 2008, p. 

357). Likewise, the establishment of professional boundaries is crucial as they “safeguard the 

patient and the [healthcare provider] so that therapeutic regression can occur and the [health care 

provider] can contain and process feelings without acting inappropriately on them” (Unhjem, 

2018).  Boundary setting is critical for psychiatric nurses in building therapeutic relationships as 

these boundaries serve to protect the patient, family members, and health care providers related 

to the relationship. Recognizing incidents where boundary setting is not established or where 
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widely accepted boundaries are not observed has raised concerns about issues with professional 

boundaries. 

What are Boundary violations? 

Boundary violations occur when a healthcare provider does not maintain professional 

boundaries and are often identified by various terms and monikers; boundary relaxations, 

crossings, and violations, to name a few (Petermelji-Taylor & Yonge, 2003). Petermelji-Taylor 

and Yonge (2003) described boundary crossings as “a descriptive term, one that may or may not 

be harmful” to the patient and therapeutic relationship. As well, boundary crossings can be 

defined as a momentary movement by the professional over established boundaries (Petermelji-

Taylor & Yonge, 2003). This could indicate that boundary crossings are temporary in nature, as 

the professional returns quickly to within professional boundaries. However, in several 

definitions of boundary crossings there is an intentional decision-making process to step over an 

established boundary.  

Regarding this intentional decision-making, Cooke et al., (2019) stated that boundary 

crossings are usually benign, and at times prove to be a “helpful outcome” (p. 2). Examples of 

boundary crossings which may prove to be helpful include self disclosure and touch. Self 

disclosure is frequently taught in nursing programs as a communication strategy in establishing 

rapport (Petermelji-Taylor & Yonge, 2003). However, without intentional consideration of 

benefit and risk self-disclosure may easily become an incident of boundary crossing. Boundary 

crossings may appear trivial; however, there is a concern that an increase in severity and/or 

frequency of crossings may evolve into boundary violations.   
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In comparison to boundary crossings, a boundary violation “means the care provider 

either misuses the power in the relationship to meet her or his personal needs, rather than the 

needs of the patient, or behaves in an unprofessional manner with the patient” (Jones et al., 2008, 

p. 357). Similarly, Holder and Schenthal (2007), defined boundary violations as “being 

characterized by role reversal, secrecy, double blinds or the nurses’ needs being met rather then 

the patient” (p. 27). The addition of “indulgence of professional privilege” has been used in a 

description of boundary violations (Holder & Schenthal, 2007, p. 27). Hartlage (2012) bolstered 

the notion of personal needs, defined as “confusion between the needs of the nurse and those of 

the patient” (p. 109). Examples of boundary violations are “excessive personal disclosure by the 

nurse, reversal of roles, assuming a role other than that of the nurse” (Hartlage, 2012, p. 109). 

Boundary violations may exist on a spectrum and an established, standardized method of 

classifying boundary violations may be helpful in creating meaningful learning for healthcare 

professionals. 

One such method of categorizing boundary violations is by the nature of the violation. 

Two broad categories exist, sexual and non-sexual. (Holder & Schenthal, 2007). Additionally, 

boundary violations can often be separated into over involvement and under involvement 

categories (Jones et al., 2008). Over involvement boundary issues are characterized by “personal 

attachment with extreme behaviours” (Jones et al., 2008, p. 358). Whereas under involvement is 

related to concerns of negligence (BCCNM, 2020). Additionally, research identified eight 

themes of boundary issues: social relationship, negligence, malpractice, unprofessional attitude, 

verbal aggression, role boundary, over involvement, gift boundaries, and time boundaries 
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(Manral et al., 2017). How boundary crossings and violations are being categorized may support 

pre and post licensure education related to the prevention, and detection, of boundary crossings 

and violations. 

Furthermore, literature suggests that boundary issues may be difficult to detect in nursing 

as the crossing or violation is “often very subtle and driven by the nurse’s needs” (Jones et al., 

2008, p. 357). What is more, Cooke et al., (2019) stated “true boundary crossings” and violations 

are “often concealed and rarely openly discussed” within the healthcare field (p. 2). It is possible 

that the taboo nature of boundary crossings and violations impedes authentic, transparent, and 

personal discourse regarding these boundary transgressions’ avoidance of addressing these 

transgressions further complicates the education, prevention, and detection of boundary crossings 

and violations. 

Understanding what constitutes a boundary crossing versus a violation is important to this 

research as it informs the questions and topics used to help prompt participants when they share 

their stories. The recognition of how boundary transgressions are categorized will inform the 

interpretations of the stories collected in this study. Interpretations are found in Chapter 5. 

Appreciating the difficulty related to open communication of boundary concerns will influence 

how the research is conducted. As the researcher I was mindful to pay careful attention to 

creating safety for participants who share their personal stories.  

How Boundary Violations Are Prevented 

 Recognizing the variation between boundary crossings and boundary violations leads to 

one’s understanding of how misconduct almost invariably begins in an apparently minor way. 
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Small slips and boundary crossings, if not recognized and dealt with, can proceed inexorably 

from the harmless to the major violation. With all its devastating effects this progression has 

become widely known as a slippery slope (Vamos, 2001, p. 613). 

Cooke et al., (2019) supported the concept of the slippery slope, stating that, after 

boundary violations begin, “they often increase in frequency, severity and the number of people 

involved” (p. 6). If one accepts the concept of the slippery slope, one can also accept the most 

prominent method of boundary violation prevention as recognition.  

Moreover, Jones et al., (2008), asserted “early detection and response to boundary 

relaxation were key to preventing the violation” (p. 357). Early detection is aligned with 

Hartlage’s (2012) statement “adopting a proactive, rather than a reactive, approach to 

establishing and maintaining boundaries is a crucial component” (p. 111). Early detection may 

include internal and external devices such as self awareness, self reflection, self monitoring, peer 

debriefing, clinical supervision, and education (Hartlage, 2012). Hartlage (2012) further 

suggested nurses be mindful of the “overall goal of professional vs. social interactions with 

patients and families” to decrease risk of boundaries being crossed or violated (p. 109).  

Exploring strategies and means of preventing boundary crossings and violations pre-emptively 

may influence the context, perception, interpretation, and help reveal lessons from the stories 

shared in this study.  

Hartlage (2012) stated self-reflection can occur when a nurse has the recognition of a 

boundary issue. These reflections should include “events that led to the situation, feelings 

involved and actions that were inappropriate should be explored” (p. 111). The nurse may then 
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be better positioned to use their reflections to develop intentional goals and guidelines as a 

means to prevent future boundary concerns. In incidents where one does not have the self 

awareness or recognition that a boundary crossing or violation has occurred, it is unlikely a 

learning experience will occur. However, through the reflection of others and “how they perceive 

the event to [impact] patient goals and outcomes” may provide lessons learned for other nurses 

(Hartlage, 2012, p.111). Among the previously discussed personal preventative strategies to 

avert boundary violations, Vamos (2001) reported one’s ability to self monitor behaviour, 

personal feelings, and responses as an important skill required for mental health nurses.  

Self-monitoring as compared to self-awareness and self-reflection is a tool in which 

nurses are able to evaluate how their actions impact the therapeutic relationship, which provides 

an opportunity for the nurse to decide “to continue, decline or alter the intervention in a way that 

avoids potential risk” (Hartlage, 2012, p.111). Personal strategies for prevention and detection 

work in harmony to decrease risk of a nurse engaging in behaviours which step over set 

professional boundaries. Therefore, the development and use of self awareness, reflection, and 

monitoring act as important tools for prevention, detection, and continued learning related to 

nurses practising boundary setting within the context of their therapeutic relationships.  

In addition to self-reflection and monitoring, education at pre- and post-licensure levels, 

for nurses has been cited as a method of prevention of boundary concerns. Petermelji-Taylor and 

Yonge (2003) stated prevention of boundary issues begins with transparency and 

“acknowledgement of the potential for abuse exists in all therapeutic relationships” (p. 60). 

Whereas Hartlage (2012) proposed the provision of boundary education may “increase 
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individual awareness and in turn may decrease the likelihood of occurrence” (p. 111). 

Recognizing common prevention strategies for boundary concerns support nurses’ abilities to 

develop and maintain boundaries within the context of the nursing profession. 

 An appreciation for how education impacts a nurse’s ability to develop and maintain 

competency in the boundary setting skillset may allow for greater insights, data analysis, and 

ultimately recommendations for change within nursing education. Moreover, understanding how 

boundary violations are prevented provided insight when I completed the data analysis in focus 

group phase of data collection for this research. This in turn helped with the research 

recommendations and provide value to the organizational partner.  

Boundary Education and Evaluation 

Exploring how boundary education and evaluation is discussed in context to therapeutic 

relationships and nursing can result in recommendations for educational institutions. 

Furthermore, educating and evaluating student psychiatric nurses may aid in the identification of 

deficits and vulnerabilities of psychiatric nursing curricula which may otherwise go uncovered 

(Cooke et al., 2019). Cooke, et al., (2019) suggested if a lack of training occurs in education 

programs, it “might lead to [psychiatric nurse] misconduct and a larger culture that allows 

boundary violations” (p. 7). Furthermore, Cooke et al., (2019) stated “providing education to 

medical trainees promotes integrity and professionalism” (p. 7).  Due to the importance of 

understanding how professional boundaries are, can, and should be implemented in psychiatric 

nursing, teaching, and learning practices are crucial to my research and the potential for change 

within the PN program.  
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It is equally important to teach boundary theory and skills to increase a student’s success. 

Plaut’s (2008) assertion that professional boundaries are best taught in stages throughout a 

professional’s education is in alignment with Gabbard (2008) who affirmed boundaries “cannot 

be taught as a list of rules” and as such must be “embedded in the teaching of good clinical 

practice” (para. 4). This concept of interweaving boundary setting theory and skills is further 

supported by Cooke et al., (2019) who suggested boundaries may be “taught in a variety of 

curricular themes, including instruction on professionalism, ethics, case discussions or personal 

reflections” (p. 7). From this it is apparent best practice for boundary education is to have 

explicit boundary education taught in a variety of methods and placements throughout a nursing 

program.  

A scaffolding approach to learning is where a larger topic is broken down into smaller pieces 

has been found to support increased development of independence and confidence in decision 

making in students (Muse, Scurlock-Evans, & Scott, 2021 p.34). Additionally, the scaffolding 

teaching strategy is where instructors use a variety of strategies and provide tools and increased 

support as the students learn a new skill, then slowly remove support as the student’s 

independence grows (What is scaffolding in education, 2022). Muse, Scurlock-Evans & Scott 

(2021), acknowledged a critique of the scaffolding approach, it may provide students with a 

“false sense of security” where students may take “a more passive role or failing to recognise 

misunderstandings” related to the students’ education (Muse, Scurlock-Evans & Scott, 2021 p. 

34). The inserting of boundary setting throughout curriculum is in alignment with a scaffolding 

learning approach, as scaffolding approaches “should be explicitly embedded within the wider 
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course structure” (Muse, Scurlock-Evans, & Scott, 2021 p.38). Therefore, creating curriculum 

where boundary theory is woven throughout the entirety of the psychiatric nursing program in 

various teaching approaches and formats would be valuable to supporting the integration of 

theory into practice.  

 Strategies that may be applicable include both group and individual methods. Plaut (2008) 

stated boundaries should be taught through ongoing group dialogue using vignettes. Similarly, 

Gabbard (2008) stated ethics surrounding professional boundaries occurs through instructive and 

clinical supervision format. Gabbard (2008) further identified education should be ongoing after 

graduation when a person becomes a practising mental health professional. The education of 

boundary setting for healthcare professionals needs to be comprehensive, intentional, and taught 

throughout a healthcare program. 

The aforementioned methods of boundary instruction are in alignment with current 

educational models which value “creation and use of knowledge in the real world” (Fullan et al., 

2014, p. 3).  This model of instruction intends to develop “new learning partnerships that emerge 

between and among students and teachers when the learning process becomes the focal point for 

the mutual discovery, creation and use of knowledge” (Fullan et al., 2014, p. 3).  Therefore, 

educators’ understanding of the content and how it is placed within the program curriculum is 

imperative to the successful learning of the student.  It is through this understanding which may 

allow for teaching methods to be flexible and adapted to the student’s learning needs.  

 Gabbard (2008) emphasized that the content of professional boundary education must 

include explicit rationale for boundary setting and the concepts involved. Boundary setting 
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concepts include transference, counter transference, and power structures. Collectively, 

transference and countertransference refer to the emotional responses between patients and 

professionals (Unhjem, 2018). Czander and Eisold (2003) defined transference as 

“preconceptions believed by a patient, which run countertransference to those held by the [health 

professional]” (p. 476). Furthermore, transference and countertransference are related to the part 

of relationships formed by preconceptions. These preconceptions are “transferred onto the actual 

relationship with a real person or group, or projected into it, that limit, confine, and sometimes 

distort the reality of that relationship” (Czander & Eisold, 2003, p. 476). Hartlage (2012) 

highlighted the need for education to include “setting appropriate boundaries, warning signs, 

how to assess boundaries, and how to react when boundaries have been crossed” (p. 111). This 

suggests that curriculum content on its own is not enough to prepare students for boundary 

setting within real working scenarios. 

 Gabbard (2008) agreed professional boundary setting training must include “practical 

instruction” on management of an incident of boundary crossings (para. 7). It is further 

recommended educators create a culture of “seeking consultation where clinical supervision is 

ingrained in students as a means to deter isolation and temptation to become a lone ranger during 

difficult clinical incidents” (Gabbard, 2008, para.7). Teaching students the value of consultation 

while dismantling any beliefs of needing to solve clinical problems independently may decrease 

risks associated with isolation as a contributing factor to boundary crossings and violations 

(Gabbard, 2008). Embedding a culture of consultation into a program’s curriculum offers 

opportunities to demonstrate and engage in conversations related to how isolation may be one of 
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the greatest risks to the creation and maintenance of professional boundaries within healthcare 

careers (Gabbard, 2008). Developing a culture of consultation and collaboration aligns with 

concepts of new pedagogies and authentic assessment (Ashford-Rowe et al., 2014).  It seems that 

the consultation culture is only one part of boundary setting education, which itself needs to be 

accompanied by education and evaluation provided by an educational institution; It is not enough 

to look at the strategies for student evaluation. It is essential that evaluations be authentic in 

nature, meaning the evaluation explores a student’s ability to engage and use the taught skills in 

an applicable, real environment.  

Authentic assessment is the means by which learning, and development can be 

thoroughly assessed. Moria, Refnaldi, and Zaim (2018) defined authentic assessment as a 

“process of engaging worthy problems or important questions in which students must use 

knowledge to fashion performances effectively and creatively. The authentic assessment 

evaluates not only the products but also the process involved” (p. 333). Wiggins (1990) stated 

authentic assessment occurs “when we directly examine student performance on worthy 

intellectual tasks” (p. 1). Additionally, authentic assessment is often described as mirroring real 

life tasks versus manufactured tests, worksheets, or experiences (Moria et al., 2018). The concept 

of authentic assessment coincides with suggestions of various teaching methods be employed in 

the teaching of boundary theory and boundary setting as a nursing skill. Moreover, 

understanding authentic assessment in context to this research of boundary setting as a nursing 

skill, supports Keeling’s (2004) concept of universities and colleges as a larger system meeting 

societal expectations of post secondary graduates being real world ready.   
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 In addition, understanding the content and methods of educating nurses of boundary 

theory, and how it is woven into professional practice, is of equal importance to understanding 

the literature surrounding how students are evaluated, and how instructors complete the 

evaluations. The research completed by Salm, Johner, and Luhanga (2014) acknowledged the 

connection between student-teacher relationships and a student’s competency. Additionally, 

themes emerged about professional competency, suitability, accountability to the profession and 

program (Salm, Johner, & Luhanga, 2014). These themes are important to understand in relation 

to boundary setting, as all these themes, including boundary setting, are considered to be 

professional standards. In addition, this research described the difficulties clinical practice 

instructors found in completing what may be perceived as a negative evaluation of students. 

Cooke et al., (2019) identified methods for assessing “professionalism including supervision, in-

service exams, multi-source 360 reviews, clinical skill assessments, faculty evaluations, patient 

safety reports and revive of patient or staff complaints” (p. 7). Therefore, using a varied 

assessment approach to determine competency is beneficial to student, program, patients, 

employers, and the overall psychiatric nursing profession by means of creating and maintaining 

processes for authentic evaluation. 

This literature review has so far explored the definitions of boundary setting, crossing, 

and violations. The potential impacts of boundary crossings and violations to patients, families, 

healthcare providers and the nursing profession was also discussed. It was revealed that 

boundary crossings and violations can lead to further incidences, increasing in frequency and 

seriousness, as well as becoming more covert, in a sort of positive feedback loop. Literature 
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related to the prevention of boundary crossings and violations was introduced, leading to the 

exploration of literature related to education and evaluation of boundary setting within nursing. 

Existing literature discussed curriculum dedicated to boundary setting be explicit and interwoven 

throughout a program. Furthermore, in the literature was an acknowledgment that boundary 

education in the context of therapeutic relationships should be direct and ongoing, done through 

an open acknowledgement of risks, and taught using multifaceted approaches. The evaluation of 

boundary setting as a skill should be evaluated in various formats which is in alignment with the 

concept of authentic evaluation. Lastly, authentic assessment was explored as part of how 

boundary setting as a nursing skill can be evaluated during educational programs in hopes of 

developing graduates who are prepared and able to preform boundary setting within real world 

settings.  

Nursing Education 

Nursing education research indicates that normalizing mistakes or errors can support the 

learning and encourage students to take risks and engage in learning in a productive manner 

(Palominos, Levett-Jones, Power, & Martinez-Maldonado, 2022). Utilizing simulation-based 

learning has been shown to have a positive effect on students when the fear of making mistakes 

can elicit negative feelings (Palominos, Levett-Jones, Power, Acorn, & Martinez-Maldonado, 

2021). These teaching and learning modalities are more effective when presented to students, in 

a way in which failure of mistakes are encouraged as part of the learning process or the results 

can result in “excessive anxiety [that] can impair learning and performance” (Yockey and Henry, 

2019, p. 29). This can be an effective way to teach boundaries to students where they are able to 
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role-play out practice scenarios to reduce anxiety and normalize mistaking making. Some key 

elements recommended for instructors are to ensure that students are given:  

 a clear outline of learning expectations,   

 ample opportunities to practise skills simulations prior to clinical observation, and 

 provide meaningful guidance and comments to encourage prevention of future 

errors (Yockey & Henry, p. 32, 2019). 

Another aspect that may contribute to the difficulty of boundary teaching or identifying is 

the teaching style of the instructor and their ability recognize the educational needs of the 

students. The instructor is required to facilitate the learning of skills such as boundary setting 

within the clinical setting and may encounter difficulties with students’ perceptions of a 

boundary, such as why are they important and how do they relate to real life settings and clinical 

practice. Providing more emphasis on teaching of boundaries in terms of theory in a non-clinical 

setting may help to support bridging potential gaps between theory and practice (Landers, 2008). 

One theory is that the clinical instructor role needs to be redefined and expanded to include more 

non-clinical classroom instruction to support the consolidation of theory with clinical practice for 

students (Landers, 2008).  This is aligned with Yockey and Henry, (2019), who reported that 

students who experienced instruction that normalized mistake making in a non-clinical setting 

reported less anxiety and better outcomes when in the clinical setting. 

Nursing instructors are required to be self- managed in terms of remaining current with 

their clinical skills and knowledge to ensure safe and competent practice. Traditionally, the 

emphasis has always been on the clinical side of instruction rather than classroom instruction 
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which has created a gap in teaching and learning for both teachers and students (Landers, 2008). 

This is a complex issue that requires action for both the instructor and the education institution as 

it is “the responsibility of both educators and management” (Landers, 2008., p. 1554). Providing 

adequate resources may be essential to developing a structured guideline and curriculum that 

would assist instructors from expanding their role from clinical supervisor to facilitator of theory 

and skills both in and out of clinical settings in regard to teaching boundaries (Landers, 2008). 

Emotions Associated with Boundary Setting 

In addition to the aforementioned aspects of teaching boundary-setting, is the emotional 

aspect of learning and practising. Nurses can struggle with understanding the process, context, 

appropriateness, and this may create internalized pressures. The importance of boundary setting 

in the professional capacity of nursing is to establish clear delineation of roles between patient 

and nurse, which creates a mutually respectful and therapeutic relationship (Van Unhjiem, 2018). 

Students may struggle with this when they are put into clinical settings without a theoretical 

foundation, especially if there has been limited or no opportunities to role-play or to see their 

teachers model how to respond to emotions which may be triggered. Research has reported 

emotions such as anger, surprise, powerlessness, inadequacy, and anxiety when encountering 

situations that are distressing and individuals are uncertain of how to proceed (Lindqvist, 

Weurlander, Wernerson, & Thornberg, 2019). Furthermore, Individuals reported that dealing 

with emotionally charged work regularly caused distress until they started to develop boundaries 

as a coping mechanism (Lindqvist et. al., 2019).  Finally, “an overarching fear of emotions 

becoming overwhelming created a need to establish boundaries relating to these specific 
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emotions” (Lindqvist et. al., 2019, para 12). Similarly, Peternelj-Taylor (2002) found that nurses 

often experienced boundary testing circumstances and that they “all too often learned about 

boundaries by trial and error” (p.22). Having completed a review of the literature on boundary 

setting, I turn now to an overview of the methodology used to engage participants in a study on 

this topic. 

Chapter 3 

Study Methodology 

I have adopted an action-oriented paradigm to this research, utilizing storytelling as both a 

methodology and a method, with additional focus groups as a secondary method. I have adopted 

this approach and methodology because I believe research should be a catalyst for change. What 

is more, I am passionate regarding the stories and experiences of others and believe peoples 

voices are meant to be heard and shared. I believe storytelling as a methodology to be well suited 

to the topic of boundary setting, as a person’s experience of boundary setting may be best 

articulated through story sharing as a way of knowing.  

An Action-Oriented paradigm to Research 

Action research is often used as an umbrella term to distinguish and connect various action-

oriented methodologies. This research supported an orientation to action in that it was completed 

in collaboration with partners and with the intent to create positive change via the research 

findings (Herstead et al., 2019). Action research is derived from three principles which form the 

overarching framework: action, research, and participation (Herstead, Ness & Fimann, 2019). 

Action research is described as: 
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 action as the formation and application of new practices  

 research as impacting fresh theory alongside “… the production and analysis of new 

knowledge”  

 participation as “strong value on democracy and control over one’s own life” 

(Herstead, et al., 2019, p. 4) 

Differing from traditional research paradigms, action research is based in a value system 

where knowledge is to be sought after with a purpose to drive positive change versus traditional 

paradigms where knowledge is accumulated for the sake of accumulation (Herstead et al., 2019). 

In addition, action research is conducted in collaboration with others, while traditional 

forms of research are completed on a set of subjects. How research is conducted is not limited to 

data collection. Partners are involved in the data is interpretation (Herstead et al., 2019). 

Particularly, action research encourages participants contribute to creation of conclusions, and 

how conclusions can be applied to create action (Herstead et al., 2019). I used an action research 

paradigm with storytelling methodologies to complete the research. 

Storytelling as Research 

 “Stories are a universal language and allow researchers to investigate elements of the 

human psyche, discover the meaning of human existence and appraise our own individual 

purpose within it” (Brooker, 2004).  

Storytelling as a research methodology enables the researcher to explore the “constructed 

meanings of [participants] in the present but as they relate to the past (p.147). The storytelling 

methodology can be used to provide rich context to complex phenomena residing under the 
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surface of peoples’ experiences. Through sharing people’s stories researchers are able to identify 

and create understandings of themes, concepts, and ideas. Embedded in storytelling is the 

philosophical framework of an interpretive paradigm. Interpretive paradigms intend to 

“understand social realities” through interpretation (Given, 2008).  

Data Collection Methods 

Action paradigms encourage participant engagement throughout the research process. 

Burns (2015) supported the engagement of participants in the system change model as a method 

to gain a robust perspective of the overall system while simultaneously identifying opportunities 

to amplify and leverage change. The use of the storytelling methodology works synergistically 

with action research, as it helps support the analysis and data collection of an individual’s rich 

tapestry of experiences; researchers can use this data to influence change (Lewis & Hildebrandt, 

2019). I used storytelling interviews as the method for data collection: It is important to note, 

storytelling will be both a research methodology and a data collection method in my research. 

When storytelling is used as a qualitative research data collection method, the researcher 

becomes a reader or listener and the participant becomes a storyteller (Ellis et al., 2011). The 

stories shared within the context of the narrative reveal information and generate data related to 

the perceptions, organization, and the meanings given to oneself, experiences, and the world 

(Ellis et al., 2011). Ellis, Adams, and Bochner, (2011) described storytelling as a way of 

knowing. Storytelling can be therapeutic to the storyteller as one explores how to make “sense of 

ourselves, [and our] experiences, [and] rid ourselves of burdens while simultaneously 

Storytelling Interviews 
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challenging traditional ways of knowing” (Ellis et al., 2011). Storytelling interviews as a method 

is well aligned with storytelling as a methodology, as it is a participant-led method which 

increases ownership along with reflexivity and reflection, which are foundational in the change 

process (Stroh, 2015). Although, the interviewer does provide prompts the content and how the 

stories are shared are participant driven. The participant guides the interview based on the stories 

they share or the departures from the initial prompt. Storytelling interviews are meant to be less 

structured allowing the participant to lead the content and place emphasis on the parts they deem 

important.   

Another advantage associated with storytelling is the opportunity created for the 

researcher to gather data from the “complexity of stories that may not be told otherwise” (Kim, 

2019, p. 166). Challenges of using story telling as a method are it requires the researcher to have 

knowledge of storytelling; it can be difficult to share the complete story with a reader and the 

interactions with the researcher may inadvertently influence the story or its effect, and the stories 

shared may be true, untrue, or partially true (Kendall & Kendall, 2012). In the context of my 

research, storytelling was used to collect data related to nurses and instructors’ experiences of 

boundary setting in the context of the therapeutic relationship in addition to the context of 

learning and teaching boundary setting. 

Project Participants 

Participants included in the research were psychiatric nursing alumni, clinical instructors, 

my own reflection, and FoH executive team members of a Canadian post secondary institution. 
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 Alumni participants were required to have graduated from the study’s post secondary 

psychiatric nursing program within the last 5 years and have completed one year working as a 

registered psychiatric nurse. The size of the population of participant pool was approximately 

400 alumni nurses.  

The alumni nurses participated in the storytelling interviews method of the research.  

Alumni participants were selected based on a first completed consent basis. I had four alumni 

nurses share stories related to their experiences of boundary setting in their workplaces. 

Including alumni nurses in the research allowed for an opportunity to gain a greater perspective 

of how boundary setting is perceived in a real world setting and how education and evaluation of 

boundary setting may be understood by students and new nurses.   

Study participants also included clinical nursing instructors. Inclusion criteria for 

instructors included: having completed a minimum of three contracts which included a 

competency evaluation component and holding a contract with psychiatric nursing program 

within the last year. The clinical nursing instructors participated in the storytelling interviews 

method of the research. Participants selected from the instructor population were based on a first 

completed consent basis. Four clinical nursing instructors shared stories related to their 

experiences of teaching and evaluating student nurse’s skills in setting boundaries. Involving 

instructors in the research created a different perspective of the system and goals of the system. 

This is also important as it is in alignment with action research. Those who are impacted by the 

research are to be included. Instructors are the frontline workers that are completing competency 

evaluation and are therefore being impacted by the research, therefore should be included. 
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The program chair and faculty of health executive (FoH) team were involved in dialogue 

at the beginning of the research in the planning and proposal phase of research. The initial 

dialogue was my attempt to inclusive in the planning phases of the research. After the ethics 

approval, and data the storytelling interviews were completed the program chair was re-engaged 

provide feedback to findings and recommendations. During this interaction I gathered data about 

processes, and feedback related to findings.  

Inquiry Team 

My inquiry team consisted of  

 Diana Pontes Washtock- a peer from within the Master of Arts in Leadership 

program,  

 Mike Zonata- a social worker with extensive mental health experience 

The role of my inquiry team was to provide support in a technical form during the virtual 

focus group and as a sounding board during data analysis. There was no conflict of interest with 

either Diana or Mike as they are not associated with the study post secondary institution.  

Study Conduct  

I began this research by having invitations for alumni and clinical instructor participation 

in the storytelling interviews were sent out electronically on my behalf by the study post 

secondary institution’s administrative staff (see appendix A). The rationale for having the post 

secondary institution send out the invitation is to decrease ethical concerns of power over. I am a 

manager for the Correctional Service Canada (CSC) and have power over several alumni 

because several alumni work for CSC; therefore, some of the possible recipients of the invitation 
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may have been my colleagues. Having the post secondary institution administration send out the 

invitations allowed for people to decline without pressure or fear of current or future reprisal as I 

will not know who declines. Potential participants contacted me through email provided in the 

invitation letter. At this time, I provided an electronic copy via email of the participation consent 

(appendix A), and disclosure documents (appendix B).  

The data collection methods were completed in a phased approach. First, I engaged both 

alumni and instructors in individual storytelling interviews, with me as the listener, via an online 

virtual platform. The one-to-one storytelling session began with a dialogue where I reiterated 

informed consent and any limitations of the study. An opportunity was provided to ask and 

answer questions regarding the research. The storytelling interviews included prompts for the 

participants (appendix D). Moreover, in my capacity as the researcher, I did not be take an active 

role of leading the participant’s storytelling, I attempted to take the role as a listener or audience 

while the participant led the process with their story. The stories shared by the alumni and 

instructors were recorded by Zoom and to the transcription service Otter ai. in the case of 

technological error. The stories were then deleted from the virtual platforms and saved on my 

personal computer in an encrypted file. The stories and the data generated was not anonymous 

until the data was analyzed, and the identifiers were removed. All participants were given 

pseudonyms within their stories, to maintain confidentiality of the participants and their work 

settings. 

Once the analysis was completed, I was able to connect with the post secondary 

education organization to provide the findings and for the FOH to provide feedback, and 
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recommendations this was completed via email due to scheduling conflicts. Using the findings 

from the analysis of the alumni and instructor shared stories allowed the email interaction to be 

structured to further gather data from the perspective of the partner organization and to answer 

the research sub questions: what is currently working, what can be made stronger, and how can 

the current boundary setting practices be evolved? During the focus group I had the participants 

concentrate on the shared findings based on the data analyzed from the instructors and alumni’s 

shared stories and dialogue with the leadership team. Specifically, the group participants 

explored how these findings may or may not frame the current state of the nursing program. 

Furthermore, I was able to facilitate a discussion based on the findings from the previous 

storytelling interview method. This discussion was intended to explore the possibilities for 

change and the future of boundary setting within the psychiatric nursing program. With the new 

data collected during the focus group. I was able to compare the findings from the collected 

alumni/instructor stories, to see if the findings support the FoH team’s perspective of boundary 

setting education and evaluation in the institution’s PN program. From these overall findings a 

set of recommendations was produced. 

Finally, I re-approached my partner organization including the FoH team, with a 

presentation which includes a set of findings, recommendations, and knowledge products. This 

presentation was my attempt to share the ownership of the research and recommendations with 

the partner organization. This presentation conveyed that the responsibility in implementing the 

final recommendations lays with the institution. Involving the FoH team throughout the research 

process was important as it provided tangible opportunities for recommendations to realistically 
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be implemented and openings for change to be actualized within the psychiatric nursing program 

and the overall educational institution.  

Data analysis and Validity  

The stories shared by the participants were analyzed wholly within the provided context 

and storyline (Kendall & Kendall, 2012). Kendall and Kendall (2012) proposed a story in its 

entirety is “greater than the sum of its parts”, creating opportunity for a richer and “more 

meaningful understanding of the organization and its members” (p. 164). Specifically, when 

reviewing transcripts, I re-listened to the participant stories, while making margin notes 

identifying components of a story. This was followed by re-listening to the recorded stories, 

using the research notes until I had understood the meanings, the structure, and purpose of each 

story. I looked for themes and patterned regularities as well as epiphanies in the participant 

stories. Lastly, I sought to interpret and make sense of the findings through re-storying and 

interpreting the larger meaning of a story. Re-storying in this research took the form of a simple 

comic structure as seen in the appendices (Appendices F, G, H, I, J, K).  

To increase the reliability and trustworthiness of my research I engaged in the following 

strategies: peer review of data, member checking, collaborating with participants, and reflexivity. 

Peer review of data occurred within my inquiry team, in which Diana and I went through some 

stories, and we discussed my findings. I found I resorted to seeking clarification from 

participants for their intended meanings during the actual storytelling interview. Additionally, I 

did member check with participants after interviews to clarify meaning. Collaborating with 

participants is demonstrated in the focus group method of my research.  Given (2008) asserted 
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data analysis with interpretation requires acknowledgement of how one interprets meaning, 

recognizing one is influenced by the foundations of their worldviews and beliefs. I 

acknowledged the potential for personal bias and lenses used to interpret the data by engaging in 

reflection. Through these strategies specifically member checking was I able to identify some of 

my own biases. Biases I identified were related to defining boundaries. Reflection allows for 

greater understanding of how a researchers’ location influences the interpretation of peoples’ 

stories, culture, and experiences (Koch, 1997). Our location not only affects our understanding, 

but it also impacts us as researchers, what we see as important and worth researching. A 

researcher can identify and communicate various factors, which influence the interpretation of 

collected data by using reflection and reflexivity. Reflexivity is defined as a self-reflective 

process that turns the “critical gaze” inward (Koch, 1997).  Reflexivity allows for an awareness 

and ability to observe how one interprets and manages the research process, which in turn 

promotes rigour within the study. Through this analytical process, assumptions made by 

researchers and participants are uncovered and examined. This leads to revelations concerning 

attitudes, stereotyping, prejudices, preconceptions, philosophical ethics, and frame of references, 

cultural influences, and the researchers’ predisposition to act in a certain way (Durgahee, 1997). 

The use of reflexivity in this research allowed me to identify my bias of how I feel 

boundary setting may be defined in nursing and with nursing students. Once I was able to 

identify this bias through self reflection, I was able then member check with how the participant 

had defined specific types of boundaries. 
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Ethical Implications  

The Tri-council outlines required ethical principles which inform research planning, 

design, and conduct. The principles include respect for persons, concern for welfare, and justice. 

Respect for persons is centred on the recognition of a person’s value and as such the need for 

respect and consideration (Canadian Institutes of Health Research et al., 2018). The core values 

are described as both independent from one another and yet connected (Canadian Institutes of 

Health Research, Natural Sciences and Engineering Research Council of Canada, & Social 

Sciences and Humanities Research Council of Canada, 2018) The tri-council speaks to the 

inherent right of human, and by extension participant, autonomy, and ensure the consent to 

participate was made from free will without interference (Canadian Institutes of Health Research 

et al., 2018). Concern for welfare in research is connected to the researcher’s goal to protect the 

welfare of the research participants associated with “any foreseeable risks associated with 

research” (Canadian Institutes of Health Research et al., 2018). This indicates that the researcher 

must balance the benefits to outweigh the potential risks. Consent from the participant is required 

to properly provide consideration for the welfare and respect of the participant, which in turn 

requires the researcher to provide as much information as possible regarding risks. Justice as a 

core principle in research ethics is defined by the Tri Council Policy Statement (2018) as the 

responsibility to use fairness and equity in the treatment of people; a researcher commits to 

fairness by applying equal “respect and concern” for all. Whereas equity is the obligation to 

share the benefits and burden of the research for all populations involved (Canadian Institutes of 

Health Research et al., 2018). 
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In establishing the relationship between researcher and participant, it is important to 

recognize power differentials (Archibald, 2008). Using stories as a form of research inherently 

corrects some power imbalance as the influence of the researcher may be lessened; narrators are 

in “control of the talk and follow their own agenda rather than being compelled to follow the 

researcher” (Holloway & Freshwater, 2007, p.707). Despite correction of the power imbalance a 

recognition of tremendous amount of vulnerability in participants sharing their story, 

experiences, and knowledge. 

Ethical implications identified in the research were concerns of power over, conflict of 

interest, and harm related to surfacing trauma during story telling.  The concern of power 

inequity was addressed with several strategies, such as initial invitations and correspondence 

being sent out by a third party. Having had a third party send out the invitations and collect the 

interest responses allows for people to accept or decline without undue influence from my 

position within the research. Homogeneous grouping for the focus groups supports the decrease 

in concerns of power over.  The Tri Council Policy Statement 2 core principles of justice and 

fairness are strengthened by my research design acknowledging and attempting to mitigate the 

ethical concerns of the power over. Identified risks to participating in this research project where 

alumni may feel their registration could impacted and instructor participants may feel their 

employment could be impacted. These risks were lessened by maintaining participants’ ability to 

not participate, withdraw at various times, and use anonymous participation methods.  

Additionally, it needs to be acknowledged that I am benefitting from completing this 

research as it is required for the completion of the Master of Arts in Leadership program. By 
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clearly communicating the ethical concerns, benefits/risks and gaining informed consent 

throughout my research design I am embodying the core principles of ethics- respect, 

responsibility, and honesty (IDEO, 2015). 

Outputs  

  Engaging in research in collaboration with a post secondary institution’s PN program 

allowed for the completion of a thesis and the delivery of recommendations. I worked with the 

institution to mobilize change throughout the implementation of this study by providing regular 

updates as to the progress and findings. I consulted with my partner once the recommendations 

section of my thesis was drafted, provided overall findings, recommendations, and a knowledge 

product (Appendix L). During this consultation there were opportunities to ask questions and 

seek support for creating an action plan for organization to implement any or all 

recommendations provided in the completed thesis.  

Contribution and Application  

In the case of my capstone project, my thesis provides recommendations the institution 

could use as a starting point and foundation to implement changes related to teaching and 

evaluating of boundary setting practices within the PN program. I provided a “synthesis of 

theoretical and empirical data” related to competency evaluation practices which reflect the lived 

experiences of students and instructors (SoLS handbook, 2019). Moreover, gathered data from 

students and instructors that resulted in recommendations based on personal experiences of 

boundary setting within the workplace as well as the learning and teaching setting. This 
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addresses my sub question of - What steps can be taken to strengthen boundary setting as a 

nursing skill in an institution’s PN program? 

This study adds to the existing boundary setting literature. It could act as a springboard 

for journal articles and conference presentations, encouraging further improvement in boundary 

setting in the nursing profession. Having provided an overview of the research design and study 

conduct, I turn now to the findings and conclusions resulting from this research. 
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Chapter 4: Findings and Conclusions 

This chapter presents an analysis of the stories shared by four PN nursing instructors and 

four PN alumni from a Canadian post secondary. The stories were shared via transcribed 

storytelling interviews. The research was intended to answer the following inquiry question 

“How might a public post secondary institution faculty of health executive team strengthen 

boundary setting as a nursing skill for graduates of the Bachelor of Psychiatric Nursing 

program?” and sub questions:  

VI. How do graduate nurses’ experience boundary setting as a nursing skill in their workplace? 

VII. How do nursing instructors experience teaching, and evaluating, competency of boundary 

setting as a nursing skill? 

VIII. What might be possible if a leadership team responded to the experiences of graduate 

nurses and nursing instructors? 

IX. What is working well in the teaching and learning of boundary setting in the study. 

Partner’s PN program? 

X. What steps can be taken to strengthen boundary setting as a nursing skill in a PN program? 

 The research consisted of 4 alumni and 4 instructor interviews. The stories shared during 

the interviews were prompted by two questions related to boundary setting, education, and 

evaluation (Appendix D).  It should be noted the quotes and stories shared in this chapter have 

had minor editing for grammar and readability. 

This study had 4 findings, as follows: 

* Finding 1: All participants identified emotions as part of boundary-setting 
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* Finding 2: Participants remarked on the various types of boundary-setting 

* Finding 3: Participants reported strategies of teaching boundary-setting  

* Finding 4: Participants had differing opinions on what may be missing from the PN 

program relating to boundary-setting 

* Finding 5: Researchers’ reflections 

This chapter ends with study conclusions which are supported by literature explored in 

Chapter 2.   

Understanding the age, gender, nursing experience, and work context of the research 

participants adds context to the findings. Table 1 provides this context for both the alumni and 

instructor participants.  

Table 1 

Participant Nurse Demographics 

Nurses Age Gender 

Nursing 

experience 

Clinical 

Placement 

Alexa (Alumna) >30 years Female 4 years N/A 

Taya (Alumna) >30 years Female 3 years N/A 

Tristan 

(Alumnus)  

>35 years Male 4 years 
N/A 

Lucy (Alumna) >35 years Female 3 years N/A 
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Lily (Instructor) <40 years Female 23 years Medical Psychiatry 

Evelyn 

(Instructor) 

      >40 years Female         7 years 
        Psychiatry 

Doris 

(Instructor) 

<40 years Female 20 years 
Medical 

Edith 

(Instructor) 

<40 years Female 7 years 
Medical Psychiatry 

Note. Nursing experience is specific to years of experience working as a nurse.  

 

Finding 1- Emotions in Boundary-Setting 

All participants discussed emotions as part of boundary setting. Table 2 provides an 

overview of the emotions experienced and shared by the participants in related to boundary 

setting as a student/novice nurse and/or as a nursing instructor teaching boundary setting. 

Perceived difficult emotions reported by alumni participants include worry, stress, 

confusion, distress, and pride.  Following table 2 excerpts are cited from stories shared by the 

participants which demonstrate the emotions communicated in the participant stories. 

Table 2 

Participant alumni’ shared emotions related to boundary setting  

        Participants  Perceived uplifting emotions Perceived difficult emotions 
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Alexa  No Yes 

Taya  Yes Yes 

Tristan  No Yes 

Lucy  No No 

Lily                           No Yes 

Evelyn  No Yes 

Doris  No Yes 

Edith  Yes Yes 

Note. When voicing emotions nurse instructor 1-3 reported their perceptions of the students’ 

emotions, whereas Edith 1 and the alumni participants reported their personal emotions. 

 

Alumni Taya, Tristan, and Lucy reported feelings of worry when sharing stories with the 

researcher. Alumnus Tristan reported feeling worry and stress related to her instructors’ power 

over her in relation to being graded on setting inter-professional boundaries. Alumnus Taya 

corroborated the sentiment of stress and worry stating  

I would worry about [boundary setting] a lot. Like if that would happen… what would 

you say?”  and “… you get like a curveball thrown at you or like, asking you something 

like super personal or inappropriate or calling you name or something, I remember in 
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clinical or in lab when we practice that type of stuff, it would be very, like nerve 

wracking. (Taya) 

Alumni participants also reported feelings of being overwhelmed and distressed. Alexa 

shared a story from a clinical placement in which she heard a refugee family’s stories.  The 

family members were experiencing many struggles. Alexa reported “needing to learn to set 

personal emotional boundaries” so she wouldn’t feel overwhelmed with emotions from the 

stories she heard (Alexa). This finding is mirrored in a nursing instructor’s recount of managing 

students distress related to scenarios involving boundary setting (Lily). 

In addition to feelings of stress, worry and distress, instructor Lily stated “[boundary 

setting] can be confusing for the students” (Lily). Likewise, Alumna Alexa shared feelings of 

confusion stating “I wanted to help people. And I had absolutely no idea how” (Alexa).  Alexa 

went on to explain how she initially struggled to set her own internal emotional boundaries 

around her nursing experiences and her personal life. She described a phenomenon of ‘bringing 

work home’. She explained how hearing stories of people suffer left her feeling emotionally raw 

and difficulty functioning outside of nursing. She described how her struggle to set her personal 

boundaries impacted her perception of her ability to provide care. Furthermore, Taya stated “I 

think even that boundary just knowing when, when do you do that? And then when do you not” 

(Taya).  

Table 2 shows alongside of perceived difficult emotions, stories of uplifting emotions 

also emerged. Instructor Edith described a nursing student who was struggling to have 



 

 

 

 

TEACHING BOUNDARY SETTING IN CANADIAN NURSING                                          46 

 

 

professional boundaries. At one point the student had insight into her boundary-setting 

behaviours. Edith was so happy when that small and significant step was achieved. “I'm really, I 

was really happy for her that happened” (Edith). During a clinical placement, Taya felt proud of 

her inter-professional boundary setting and of boundary setting with a patient in her workplace. 

Taya reported “I felt proud of myself” (Taya). Both uplifting emotions described were related to 

the emotions experienced when the student had a successful experience setting boundaries. 

Students mentioned emotions they felt as students when thinking about having to set 

boundaries or during situations where they had been required to set boundaries. In contrast 

instructors Lily, Evelyn, and Doris all did not talk about their own feelings related to boundary 

setting but instead talked about their sense of what emotions the students were feeling. One 

outlier was instructor Edith who spoke of her personal feelings for the students and her personal 

emotions related to boundary setting. 

Finding 2- Types of Boundaries 

All research participants, alumni, and nursing instructors reported setting boundaries. 

These included: inter-professional, care, time, professional, gift, and physical boundaries. Table 

3 defines the common types of boundaries as defined in the research. 

 

Table 3 

Boundary Type Alumni reports Instructor reports Participants Definition 
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Inter-professional                     4                  4 

Inter-professional 

boundaries are defined 

as boundaries set 

between various 

professionals involved 

in a patients care. These 

may include nurses, 

instructors, doctors, 

other health 

professionals. 

        Care and Time 4                   4 

Care and time 

boundaries are defined 

as boundaries set to 

outline the level of care 

or time provided to a 

specific patient and 

their care. 

Professional      4   4 

Professional boundaries 

are defined as 

boundaries used to 

define the nurse’s role 

within the therapeutic 

nurse-client 

relationship. 

Gifts 0        2 

Gift Boundaries are 

defined as parameter 

used to set limits related 

to gift giving and 

receiving in the context 

of the nurse-client 

relationship. 

Physical  2                     1 

Physical boundaries are 

defined as boundaries 

which are set regarding 

physical space and 

physical touch as 

related to the nurse-

client relationship. 
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Types of Boundaries Reported in the Experiences of the Participants  

Inter-professional 

Alumni Alexa, Taya, and Tristan all shared stories of having to learn to set boundaries 

with staff in clinical placements. For instance, Alumni Taya shared having a staff member during 

a clinical placement repeatedly speaking down about the clinical group reporting that 

I just kind of said, well this is our first rotation in a psych unit, we’ve never done this 

before. So, I know we are not helpful now, but you know give us some time. We need the 

experience and then hopefully we will be more helpful down the road. She kind of agreed 

and she was a lot nicer to me and I didn’t see her be so impatient with our group after 

that. (Taya) 

Alumni viewed inter-professional boundaries as an important type of boundary they 

needed to learn. 

Care and Time 

 One-way instructors taught students about how to set boundaries was through the 

amount of time spent with patients. Doris shared how students are eager to learn and practice the 

skills they have been learning and are not always aware or know how to set boundaries around 

time spent providing care. In the following quotes instructors Doris and Evelyn explain how 

boundary-setting can be challenging.  
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[patients] would overload students, especially if they saw [a student] that was a little bit 

more shy, vulnerable, less willing to say no to set boundaries, they can, they can sense 

those out pretty quickly… I would have chronic older people with multiple concerns, 

multiple comorbidities, from heart disease, to respiratory issues, wound care, 

catheterization… where as the students would be very excited and want to learn and get 

involved with their care, very overwhelming to be able to come in first time on site and 

take care of this person from head to toe… a lot of the times the patients would sense 

their vulnerability would sense their lack of knowledge and would take advantage. 

(Doris) 

Similarly, Evelyn described 

We have a lot of personalities on an acute psych unit, and sometimes they can be very 

high needs. It’s, often we're dealing with patients requesting lots of time from the students. And 

we want to give them the proper amount of time and make them feel cared for. But again, it's 

important that that we're not feeding into any kind of unhealthy expectations or behaviors. 

(Evelyn)  

 Below instructor Doris told another story of a student struggling to set time boundaries 

with patients. Doris observes her students and helps to set them up for success around boundary 

setting by modeling time management, 

… after noticing how it went with one person. After that I made sure not to partner her 

with somebody that was similar … Because she wasn't able to set any boundaries with 
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that person. As time on then, if she didn't care about what was going on outside that 

room. So, she had no boundaries in herself as to say, Okay, I need to get back to my 

instructor, I need to check in, I need to go for a break with my colleagues, we would lose 

her, and I would have the other students walking around looking for her. So, I had to be 

very cognizant of who to place her with, not necessarily because of their medical history, 

about their personality, and how they would take advantage and hold on to her and not let 

her go. And she was not able to say no to anything. So, it was almost like, or I didn't, it 

was almost like I got the sense that it was she was almost held captive in that situation. 

And she just was not able to say no at all, to leaving having it was she was stuck in that 

situation. So, it was me trying to like, Okay, I recognize that she's not good with this. 

She'd be better off with somebody like this. (Doris) 

Furthermore, instructor Doris discussed setting boundaries around time as a method to 

deter burnout and as a protective factor for the students in their future practice. 

Gifts 

Boundaries related to gifts did come up in some of the storytelling interviews; however, 

no alumni shared stories related to gift giving and having to set boundaries. In contrast 

instructors Lily and Doris reported boundaries regarding gifts as a boundary in a clinical setting. 

Instructor Lily shared a story of a clinical placement on an acute medical floor. One of the 

students cared for a patient who had been admitted to the unit for a significant amount of time. 

The patient was very appreciative of one students’ care. On one of the patients off unit privileges 

the patient bought a one-dollar scratch and win ticket to provide to the student as a gift. In 



 

 

 

 

TEACHING BOUNDARY SETTING IN CANADIAN NURSING                                          51 

 

 

specific units some patients are allowed to leave the unit for a predetermined amount of time. 

These privileges are intended to be therapeutic and to step down the level of care provided while 

increasing independence of the patient. Instructor Lily had a discussion with the student 

regarding boundaries around gifts. Through this intervention Instructor Lily became aware that 

the week before a licensed nurse on the floor had also been given a lottery ticket by the same 

patient. The licensed nurse had accepted the ticket and had won a small amount of money. Lily 

discussed the struggle and distress experienced by the student observing the nurse engage in such 

a boundary violation. Based on this situation instructor Lily shared her story of deliberation with 

the student regarding the situation 

The student initially was like, no, like, this is not right. It doesn't meet ethical standards 

as per the education they had received thus far… a student who is halfway through their 

program… but the interesting piece that was a little bit more morally distressing was that 

the nurse the other day, had accepted the gifts and then in fact, had won some monetary 

reward, and was, in fact sort of boasting about it. So, I think the student knew that it was 

wrong. And yeah, which I was, yeah, that was not an issue at all, but it was more helping 

the student manage their distress that yeah, that it had been accepted … would it have 

been and then we converse, or would it have been different if they hadn't won anything? 

… Like, would the student have felt more upset or less upset if it was, you know, they 

didn't win anything. And then we did talk about, well, if it was a food gift, or if it was in 

comparison to what is appropriate to accept in terms of like a card or a verbal thank you 

or something like that, and just leave it at that right. (Lily) 
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 Instructor Doris shared phrases for students to use in situations where gifts are being 

offered and related these phrases back to the regional nursing licensing body standards of 

practice. 

Physical 

Instructor Edith and Alumnus Tristan reported use of physical boundaries. Edith described using 

body language to express their physical boundaries, saying “if a patient is getting too close you 

can put your hand up and tell them to keep their space” (Edith). Alumnus Tristan describes a. 

situation which requires more than a hand up. An assigned female patient was flirtatious and 

naked in seclusion. Seclusion is defined by the British Columbia-Ministry of health as a 

treatment option and form of restraint for patients who are seeming to be in psychiatric crisis. 

Specifically, the patient is contained in a room which may be locked of the patient’s ability to 

freely exit is prevented (2014). Tristan elaborated: 

We had to go into seclusion... And I remember going to one of the other [female] nurses 

and being like, hey, I'm gonna need you to, like, help me out here. And me having to set a 

limit with my co worker, set my boundary and notify my boundary. This is obviously 

going into the seclusion room as a male with an undressed female, that's already sexually 

inappropriate towards you [Tristan referring to himself]. You have to notify your co-

worker of that. And I remember my co-worker telling me Well, you're a nurse like, you're 

fine. (Tristan) 
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Additionally, Tristan noted in a different story where he attempted to verbally communicate 

physical boundaries in response to an incident which happen as a novice nurse. 

I'm very abrupt with it. So, they understand that …I'm being serious, that there's no play 

with it… I was more, a little more playful… I like to joke around, and I like to, kind of be 

happier, right? And I remember setting a limit to a person about a physical boundary. 

And I was more like, hey, can you just back up for a second? And they didn't. They got 

close. And it actually turned into a physical [altercation] and security was called, and we 

had to actually, you know, get this guy off of me. The next time it happened with another 

guy, I was sterner, and I was like, Yo, you need to backup? This is not okay. Backup! He 

did. I realized, okay, maybe if I want to, again, maybe I set that same way a boundary 

with the first guy, and he still tries to hurt me. Right? Maybe it does work that way. 

Maybe need to be more firm, more direct. (Tristan) 

All the participants discussed the importance of setting boundaries. Some alumni 

reported not understanding the importance of setting boundaries and did not learn this 

until after graduation. Whereas instructors had various rationales for boundary setting 

which they were teaching the students. 

Table 4  

Table 4 summarizes the study. participants’ rationales for boundary setting. 

Participant Voice Rationales for why Boundary Setting is Important 

Rationales Alumni Response Instructor Response 
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Trust 0 4 

Structure 0  2 

Personal resilience 1 2 

Safety 4 1 

 

Participants noted boundaries build trust and creates structure within the nurse-patient 

relationship. Edith’s described “how important it is to set those boundaries with the patient it's 

part of providing therapeutic care, a structure and direction, it also builds up the confidence and 

understanding in the care plan” (Edith).  Participants said developing a therapeutic relationships’ 

structure act as a protective factor for nurses. “To the best of our ability we have to manage our 

boundaries to keep us well in our professional environment so that when we do go home …keeps 

us resilient so boundary setting [is] part of our mental health and resilience” (Doris).  

Alumna Alexa said she didn't understand that the relevance of some instructors' 

teachings/comments to the practice of boundary-setting. 

A lot of the instructors’ classes I thought were very, like fluffy. Like, I'd be sitting there. 

And I'm like, I'm not learning anything. These are just like anecdotal stories which are 

entertaining, but I'm not sure like, why I need to know these things. And it was always 

like, very, laid back and it was kind of a class, you'd go, and you'd sit, and you'd listen. 

And it was, it wasn't hard … at the time, and we're sitting there being like, I just need to 

learn something… I'm in nursing school, and I need to be like memorizing facts and not 



 

 

 

 

TEACHING BOUNDARY SETTING IN CANADIAN NURSING                                          55 

 

 

hearing stories about your grandchildren… not hearing things about self care, and how 

important it is to exercise and like, these are all things I know. (Alexa) 

Perhaps, if the instructor had been clearer the lesson would have landed. E.g., 

We're going to discuss boundary-setting and I'm going to give you several stories of how 

I've done this, sometimes effectively and sometimes not. 

Finding 3- Teaching Strategies for Boundary-Setting 

Various teaching strategies were reported by alumni and instructors. Strategies reported 

most commonly by research participants are represented by the size of the word in the word 

cloud. 

Figure 1 

Figure 1 summarizes boundary-setting teaching strategies study participants report as working 

well. 
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Note- role modelling is defined as the instructor demonstrating boundary setting whereas role 

playing is defined as the students practice boundary setting in a created scenario with either an 

instructor or peer. 

Instructors Lily, Evelyn, Edith, and Doris all stated that they set the expectations prior to 

beginning a clinical placement. Doris provided an example of demonstrating boundary setting 

with the actual students themselves.  

I’ve had to reset boundaries. People go on their phone, and they are disrespectful or 

having side conversations… and I’ll have to be more forthright and say hey guys I can’t 

hear myself because you’re having a good conversation. Put your phones away please. 

(Edith)  

Instructors Lily, Evelyn, Edith, and Doris reported using role modelling and role 

playing as an effective teaching strategy.  Instructor Edith stated “it’s important as 



 

 

 

 

TEACHING BOUNDARY SETTING IN CANADIAN NURSING                                          57 

 

 

instructors for us to model” boundary setting. (Edith). Similarly, instructor Evelyn 

acknowledged they had demonstrated boundary setting with patients so that students 

could observe proper implementation, further stating “the(y) can kind of mimic or take 

from that” (Evelyn). Instructor Lily, when asked if an instructor she found it difficult to 

educate and teach student nurses boundaries, reflected “maybe because I modeled the 

way with boundaries it is easier to manage a student group with the boundaries” (Lily). 

Interestingly, alumna Lucy discussed a different perspective about instructor roles in 

modeling boundary setting. Lucy shared a story of a classroom not being a safe place to learn. 

Specifically, Lucy related part of the lack of safety to the lack of boundary setting by the 

instructor.  

Our teachers, not all of them, had good classroom management skills, which is kind of 

boundaries, so that I'm watching these teachers. And it's just like, even if, like some of 

them would discuss boundaries. I'm like, you've got a bunch of people laughing while 

people talk in your classroom, and you've got no damn idea. And you're like, how can 

you teach about boundaries when your own classroom is an unsafe place? So, it was like 

contradicting. (Lucy) 

In addition to role-modeling, all instructors reported using both one to one conversations 

and group post clinical conference conversations as a teaching method. Instructor Lily shared an 

experience where, during reviewing a student’s charting, it had become apparent the student’s 
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assigned patient had asked personal questions. Lily took the opportunity to have a one-to-one 

conversation with the student:  

I started off with allowing the student to give their perspective on the interaction… then 

used, how did you feel about the interaction in general? …because the student expressed 

some concern, and was a little bit conflicted, about what to say what not to say, we talked 

a bit deeper, about what that was like. Well, I guess I did a little bit of role playing 

because I suggested, so what would it look like? If you, you know, said this? Or what 

would it look like if you said that (Lily). 

Alumnus Tristan reported that he found one-to-one conversations to be helpful in learning about 

boundaries. He found in one-to-one conversations he could debrief and reflect on experiences of 

boundary setting. Tristan recalled an experience where his assigned patient had issues with 

having a student provide care. He spoke about how he was uncomfortable with the assignment 

but his instructor in a conversation made it clear the intent was to provide the student with an 

opportunity to practice boundary setting. Tristan went on to discuss how, over a period of 

multiple clinical shifts, the patient continued not to be responding to the boundary setting of 

Tristan. Tristan recalled the nursing instructor supporting him through a one-to-one conversation. 

She used validation and reassurance to improve his communication skills related to boundary 

setting. Tristan remembers asking himself “what did I do wrong? Why did I not understand my 

boundary? Maybe [the patient] just didn't care about the boundary. But is there something else I 

can try?” (Tristan). Tristan also found the instructors’ support, encouragement, and guided self 

reflection helpful. 
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Finding 4-What boundary setting skills may be missing in nursing programs? 

This set of findings illustrates pieces of boundary education and evaluation which may be 

missing in nursing programs. Alumnus Alexa reported feeling like boundary setting was woven 

into the education and yet she also reported they did not understand the point of boundary setting 

during their education. Alumna Lucy says “…maybe [instructors] don't have good boundaries 

setting. Maybe that's why [boundaries] didn't get taught. I don't know where it is, maybe 

[boundary setting] wasn't in the curriculum. I just feel it wasn't really there. Or if it was it was 

more a discussion” (Lucy). 

 Alumna Taya described not being prepared for boundary setting in a correctional work 

environment. Specifically, the dynamics between interdisciplinary teams and competing views or 

needs. When discussing functions of the union and management and how to navigate these roles 

Alumna Taya stated, “I don’t think we really got taught about these different forces at play in the 

workplace… its’ tough” (Taya).  Likewise, Alumna Lucy shared a story that occurred in her first 

year after nursing school. She now identifies that working environment as toxic. “I was not ready 

for this; I had known idea I was going to have to set boundaries as firmly with my co-workers as 

with patients” (Lucy). Lucy described an instance in which she felt completely unprepared to set 

boundaries with a senior staff member “so then I felt even more helpless setting boundaries”. 

Although alumni don’t remember boundary-setting being taught and evaluated, nursing 

instructor Evelyn and Edith report having and using a rubric for evaluating a student’s ability to 

boundary set. Evelyn provided a rubric - Evaluation of Clinical Performance rubric which is 

completed by both the Clinical instructor and the student. The rubric identified boundary setting 
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as a component to a larger part of the students overall clinical evaluation. As seen in the rubric 

(appendix E) boundary setting is evaluated in the following manner:  

 Interpersonal skills with patients & family: Sets appropriate limits and 

boundaries for the therapeutic relationship. 

 Basic clinical skills: Sets limits and demonstrates assertiveness with patients. 

 Commitment to Safety: Maintains appropriate physical and emotional 

boundaries with patients. 

It wasn’t clear whether the students saw the rubric as part of the evaluation process or how 

significant these criteria were in relation to their entire mark for the course? Or these criteria 

could have got lost amongst how many other criteria? 

In comparison, nursing instructors Doris, Edith, and Lily did not report a formal 

evaluation tool for boundary setting. Edith and Lily both related the evaluation of boundary 

setting back to the regional nursing licensing bodies outlined competencies. Lily stated “I 

haven’t seen any rubric. The only guidance would be the [regional licensing body] governing 

document in terms of the practice standard of the nurse client relationship”. Similarly, Edith 

reported not being given an evaluation tool for boundary setting: 

no, they did not, I think that is a piece that's being missed. The only part is in the 

[regional licensing body] of the professional competency, I think it's therapeutic patient 

relationship and professional type of boundary… but it doesn't go deeper than that. I 

personally think it should, I think it's needed... That's what I've experienced it is. I feel 

like it would just do so much. So much to help people going into the profession. (Edith) 
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Alumna Alexa shared a story regarding what may have been possible in her workplace 

had management responded to her needs when they had been initially voiced. The participant 

responses, stories and experiences did not answer sub question 3- What might be possible if the 

post secondary institution leadership team responded to the experiences of graduate nurses and 

nursing instructors? 

 Finding 5- Self Reflections of the Researcher 

As the researcher additional finding as a researcher implemented reflexivity as a part of 

the methods including notes and through discussion with the inquiry team to assess for bias or 

transference. As the researcher I kept a journal throughout the entirety of the research process in 

addition to taking notes during the data collection phase. Through this process the researcher 

became aware of their limitations as a novice researcher. Specifically, this researcher worried 

whether the storytelling interviews were sufficient to answer the research questions. 

Additionally, she worried if the prompts used as a part of active listening may have impacted the 

raw data being collected.  

Study Conclusions 

In this study boundary setting has been defined as a skill used by psychiatric nurses to 

maintain professional standards which uphold and protect the rights of the populations they care 

for. This study has six conclusions. 

 Conclusion 1- Emotions are commonly associated with boundary setting 
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 Conclusion 2- There are various types of boundaries being taught and practiced 

within the PN program 

 Conclusion 3- The rationales for boundary setting expressed are diverse and 

varied  

 Conclusion 4- Having several teaching strategies for boundary setting available 

for instructor and students may influence the overall teaching and learning 

experience 

 Conclusion 5- 

 Conclusion 6- The boundary setting within the PN program is not perceived by 

instructors or alumni as an explicit part of the curriculum.  

  Based on the findings reported above the study answered the study inquiry question. 

The inquiry question driving the research is ‘How might the post secondary institution faculty of 

health executive team strengthen boundary setting as a nursing skill for graduates of the 

psychiatric nursing program?’ The study conclusions will cumulatively answer the inquiry 

question via answering the inquiry sub questions. This section will look to connect the study 

conclusions to the sub questions and the existing literature on boundary setting within the context 

of the nursing profession. 

Conclusion 1-Emotions are Associated with Boundary Setting 

The following conclusions are related to sub questions: 
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 How do graduate nurses’ experience boundary setting as a nursing skill in their 

workplaces?  

 How do nursing instructors experience teaching and evaluating competency of 

boundary setting as a nursing skill?  

Firstly, the findings from Table 2 indicate boundary setting is often experienced in social 

context with patients. The first conclusion as indicated by the findings in Table 2 that there are 

emotions related to learning and practicing boundary setting as a therapeutic skill. An example of 

the emotions described by the participants were “stressed, worried and anxious” (Doris). 

Additionally, both instructors and alumni reported boundary setting to be a confusing topic. The 

findings’ indicated confusion was related to ‘how and when to set boundaries’ and ‘when can I 

disclose and when can I not disclose within the context of a therapeutic relationship’.  For 

example, Alumna Alexa said, “just knowing when do I do that and then when do I not” (Alexa).  

Confusion during boundary setting specifically regarding self disclosure is demonstrated in 

instructor Lily’s statement “I think [boundary setting] can end up being quite confusing. So, I 

can disclose about myself as a therapeutic way but yet I can't, you know, and shouldn't share 

personal information” (Lily). This conclusion of confusion related to boundary setting is 

mirrored in the literature examined in chapter 2 of this thesis. Steuber and Pollard (2018) 

asserted nurses use evidence-based practice derived from other disciplines to guide the use of 

self disclosure in the therapeutic relationship due to a lack of research on the impact of self 

disclosure on the nurse client relationship. Literature shows two contrasting beliefs regarding self 

disclosure. The first being self disclosure is not to occur as it thought to terminate the highly 
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valued professional boundary between clients and professionals (Steuber & Pollard, 2018).  

Furthermore, self-disclosure will lead to the blurring of professional boundaries (Steuber & 

Pollard, 2018). The second belief is self disclosure is an opportunity to increase client self-

disclosure and diminish power differentials when done proactively by the clinician to “disclose 

information about their background, personal values and beliefs” (Audet, 2011, p.87). Students 

should be made aware when there are opposing views in the literature and then asked to reflect 

on where each application might be appropriate? This is an important part of critical thinking.  

Conclusion 2- Types of boundaries 

Various types of boundary setting are being taught, practised, and experienced by the 

alumni and instructors. The types of boundaries experienced by alumni include professional, 

inter-professional, physical, and time/care boundaries. Alumnus Tristan recalled times having to 

set physical boundaries with sexually inappropriate patients. He discussed the struggle to connect 

with coworkers as to why he felt he should not provide care, if possible, to female patients who 

were sexually disinhibited.  

Nursing instructors reported professional, inter-professional, physical, gifts, and time/care 

boundaries. When findings from Table 3 are correlated with findings from table 1 it becomes 

evident commonly encountered types of boundaries may be influenced by the type of clinical 

unit (ie. medical unit versus psychiatry unit). For example, Instructors Evelyn and Edith reported 

based on acute psychiatric and long-term units as clinical placements; whereas instructors Lily 

and Doris reported stories based on medical/surgical clinical placements. Lily shared  
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I was teaching recently in a medical setting in comparison to a psychiatric setting… So 

like family members or people would be bringing gifts to the staff and they're …receptive 

to all those gifts, whereas in psychiatry those gifts are not something that we accept. So, 

it was interesting for me to see there's two different standards based on a medical 

environment and based on a mental health environment. (Lily) 

Furthermore, it may be concluded nursing students and nurses most likely experience 

several forms of boundary setting, as well as crossings and violations throughout their career. As 

mentioned above, the concept of gift giving could be considered a violation or crossing 

depending on how the nurse handles the interaction. Should they accept the gift personally, that 

could be considered a violation of the professional boundary. However, should the gift be 

accepted and distributed evenly, if possible, amongst coworkers, then it could possibly be 

considered a boundary crossing; since it was a wilful, yet temporary, act of boundary setting 

violation. As well, until professional boundaries are properly enforced and understood by nurses 

in their environment, physical and social violations and crossings may occur between nurses and 

patients, and amongst nurses themselves.   

Conclusion 3- Rationales for Boundary Setting 

 The conclusions emerging from the findings presenting in table 4 are related to the 

rationales for boundary setting. These conclusions related back to the sub question- What is 

working well in the teaching and learning of boundary setting in the institution’s PN program? 

One conclusion emerging from the findings is that there are various rationales being taught and 
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experienced by students for setting boundaries as a psychiatric nurse. Instructor Evelyn described 

her rationale for boundary setting:  

it really creates, like structure to expectations around what that relationship looks like 

with the patient. So, I always teach it builds, like dependability and trust with the patient 

when you're when you're creating these boundaries, … I think it's really important for 

them to understand you know that it is a professional relationship and, and what's kind of 

entailed and expectations around that. (Evelyn) 

Instructor Doris shared the rationale for boundary setting being important because: 

I try to explain to them that this is probably one of the most important things that you're 

going to do through your whole career. Through your whole career, there's going to be 

times when you're feeling stressed, you're feeling the under pressure … you're nervous, 

your energy is high. And so, I really think being able to teach them the boundaries of 

what they are able to do. And to explain that is something that follows them through 

every single day. (Doris) 

Having various rationales for setting boundaries which are not consistent across the 

curriculum may influence the experience of confusion which was reported and discussed 

previously.  Confusion is furthered by the findings from table 3 where there is variance in the 

teaching of boundaries and thus students from with the PN program may receive variant 

educations of boundary setting. The conclusion that the teaching of boundary setting may be 
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confusing is also supported by findings related to what is missing, specifically an explicit 

curriculum of boundary setting.  

 Conclusion 4- Teaching Strategies for Boundary Setting as a Skill 

Several conclusions emerge within Figure 1. A conclusion identified is a gap in having 

clearly defined boundary setting curriculum within the nursing program, which is easily 

identifiable for instructors and alumni. While boundary setting may not be explicitly taught 

within the confines of the nursing program, nursing instructors attempt to implicitly impart 

knowledge of the skill through various teaching strategies to nursing students as indicated in 

Figure 1.  

A conclusion which may be drawn from Figure 1 is having several strategies and 

flexibility in boundary setting is effective for students and instructors. Some of the tools 

identified through the analysis of the stories shared by nursing alumni and instructors are:  one to 

one conversation, role modelling, role playing, providing opportunities for practice, and self 

reflection. Self reflection was an effective tool for students and instructors to learn, teach and 

evaluate boundary setting as a therapeutic skill. As seen in Chapter 2 self-reflection is discussed 

as an opportunity to prevent boundary crossings and violations. Furthermore, in situations where 

insight or self reflection is not present it is likely the experience will not be an experience of 

learning. Despite this outside feedback may still lend to a teachable experience. As well, one on 

one conversations seem to have been commonly employed by instructors to give specific 

instruction and guidance to students on how to establish boundaries. Instructors also served to 

answer any questions regarding specific circumstances relating to boundary setting, such as how 
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to respond to a patient offering a gift. In the stories provided by the alumni teaching boundary 

setting as a competency was either done through passive perception, by providing examples of 

proper boundary setting in a professional environment for the students to mimic.  

 Conclusion 5- Strategies for Evaluating Boundary Setting as a Skill 

There was a difference in reporting amongst the participants regarding evaluation set out 

by the institution. Only one instructor recalled a specific evaluation rubric or guideline for 

boundary setting as a therapeutic skill. For instance, instructors Lily and Doris reported not being 

familiar with a specific rubric or guideline for evaluating professional boundaries in PN students. 

Whereas Instructor Evelyn reported “we do a clinical evaluation… it will say ability to set 

boundaries with patients” (Evelyn). Furthermore, instructor Lily stated “I would say I haven’t 

seen any rubric. The only guidance is the [regional licensing body]” (Lily). Similarly, not all 

alumni recall boundary setting as being a skill which was formally taught or always understood 

the importance of boundary setting as a therapeutic skill. Gabbard (2008) highlighted how 

boundary education must be explicit, it must include rational and define concepts. Additionally, 

none of the instructors noted warning signs, how to assess boundaries. However, all the 

instructors did note setting appropriate boundaries and how to react when a boundary has been 

crossed.  

Conclusion 6- Boundary- Setting Curriculum  

A conclusion which can be drawn is boundary setting has not been a specific and clearly 

laid out teaching program outcome and thus, related course outcome in the PN curriculum. 

During the storytelling interviews participants were asked if they recall a specific course, 
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semester, or portion of the program where boundary setting was taught to PN students. Instructor 

Lily stated, “therapeutic Communications course, is one of the specific, in terms of, tangible 

curriculum points” (Lily). Although instructor Lily continued to say “I feel it's quite general… if 

we look at boundary setting as a very, what's the word? I try not to say black and white, but a 

very, a non-negotiable piece, right? I think it's a concrete concept” (Lily).  Likewise, Alumnus 

Lucy stated “It felt like it might have been there … woven into the curriculum, but it wasn't 

explicit. It wasn't definitive. It wasn't. Yeah, like, it might have felt like a bit like an add on or an 

adjunct to something else” (Lucy). 

In analyzing the data there were findings which were absent from the data. By identifying 

gaps in the findings may lend to also identifying the opportunities for growth, which can relate to 

the inquiry sub question- What steps can be taken to strengthen boundary setting as a nursing 

skill in the [name of post secondary institution] s’ PN program? A gap indicated in the findings 

is the absence of discussions, shared experiences or stories related to boundary violations versus 

crossings as a boundary setting. No stories shared an explicit and transparent discussion by either 

alumni or nursing instructors which indicated there may be a spectrum of severity when 

boundaries are not upheld. The closest discussion had was with instructor Lily who explored 

how there is a gray area for students related to the concept of personal disclosure as a therapeutic 

communication skill. Furthermore, the instructor discussed how this contradiction could lead to 

confusion for the students as highlighted in table two. As a researcher I had anticipated the 

concept of boundary crossings and violations as a spectrum to emerge in the findings given the 
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importance of this concept as indicated in the literature in chapter two; however, this did not 

occur. 

Scope and limitations of the Inquiry 

Factors which may have limited participation are time, participant collection method, 

covid19, and only having a single researcher complete the story telling interviews. Initially, I had 

planned to have the post secondary’s alumni association support the participant collection 

process via sending invitation emails to potential Alumni participants. However, due to time 

constraints and a shift in organizational partners, this process did not occur. Participant collection 

occurred using the snowball method. This will have influenced the coverage of alumni who were 

reached with the invitation to participate in the study. Ultimately, having a decreased participant 

pool may have decreased the diversity in participants. Moreover, it should be noted all the 

instructor participants were female and only one alumni participant was male. This may 

influence the data as experiences of boundary setting may be impacted by sex and or gender 

expression. All participants identified as Caucasian, and this may limit the scope of the inquiry 

as related to how people of minorities or diverse backgrounds may experience boundary setting. 

Conducting the study throughout the covid19 pandemic may have influenced the study in 

sharing by participants. The study’s participants all work within the healthcare professions which 

have been heavily impacted by the covid19 pandemic. This may have made it difficult for 

participants to engage due to time, physical, mental, and emotional capacities. Similarly, the 

pandemic made it very busy for public post secondary educational institutes which may have 

impacted the partner organizations’ ability to connect with myself and the research. Events 
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which went differently then expected are having my organizational partner leave my partner 

organization. This may have impacted the inquiry through not having been able to establish an 

initial interaction pre data collection with the health executive.  

Chapter Summary 

In summary the findings which have emerged from the collected data. Findings discussed 

included the participant demographics, experiences shared by psychiatric nursing alumni and 

nursing instructors, reported gaps within the post secondary nursing program and the reflective 

findings of the researcher. Although all participants agree boundary setting is important if not 

crucial to the profession, the findings do not report it is as a program or course outcome and 

neither is it evaluated except as part of another larger evaluation. There is contention in the 

literature about boundary setting. This is an opportunity to develop critical thinking in students 

as they reflect on the spectrum of definitions and solutions. Moving to action from the findings, 

Chapter 5 discusses the implications and recommendations resulting from the study. 
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Chapter 5: Inquiry implications 

This chapter will explore the recommendations coming from the findings presented in 

chapter 4. The recommendations are designed to support post secondary institutions in 

strengthening their PN programs. PN instructors need to move from modeling boundary setting 

as a skill to a broader and more holistic curricular approach that PN students experience 

throughout their program. This chapter will discuss how the findings and study recommendations 

could influence PN programs throughout Canada. The recommendations provided in Chapter 5 

seek to answer the inquiry and sub questions of the study. Specifically, to answer the inquiry 

question: “How might post secondary institutions’ faculty of health executive teams strengthen 

boundary setting as a nursing skill for graduates of the Bachelor of Psychiatric Nursing 

program?”  Additionally, chapter five will discuss the organizational implications for executing 

change within the post secondary institutions’ PN programs based on the provided 

recommendations. Also, implications for future inquiry will be explored. Lastly, a summary of 

the key aspects of the thesis will conclude Chapter 5. 

Study Recommendations:  

This study has five recommendations, which are grouped into curriculum development 

and professional development recommendations.  Recommendations 1, 2, and 3 fall into the 

curriculum development group, whereas Recommendations 4 and 5 are reflected in the 

professional development group. 

 Recommendation 1- Curriculum mapping exercise 

 Recommendation 2- Evaluation product development  
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 Recommendation 3- Introduction of simulation lab for boundary setting as a skill 

 Recommendation 4- Implementation od release time for instructors to engage in 

professional development 

 Recommendation 5- Professional Development Educational Material 

Curriculum Development Recommendations 

The first curriculum development recommendation is to undertake a curriculum mapping 

exercise that sets boundary setting as a program outcome with associated set of course 

outcomes along with the associated teaching strategies and evaluations. In addition to having 

the curriculum my encouragement is to have all PN instructors aware of how the curriculum is 

organized and embedded into the program content. Both instructors and alumni report boundary 

setting be a part of the therapeutic communications/relationship course; however, all 

participants also were vague regarding the details of the content of the education provided, i.e., 

the instructors may have modeled it, but boundary setting is not explicitly part of the 

curriculum. Mileder, Schmidt, and Dimai (2014) discussed the standardizing of teaching 

content as a method to “improve clinical teaching” (paragraph 10). Alumna Lucy stated “it 

might have been woven in but it wasn’t explicit; she went on to describe how it would be 

helpful if “as you go through the program, there was a nice power point or something and you 

start off with setting boundaries with your classmates, and then work to we're going into 

clinical maybe the first semester, and now it is [boundary setting with] clinical nurses that you 

might experience or [boundary setting with] teachers” (Lucy). This recommendation is 

supported in literature, Mcpherson and Candela (2019) asserted sharing a content summary 
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with clinical staff which is specific to the didactic content “may serve to keep them grounded in 

what the student is learning” (p. 587). There is common knowledge in education that student’s 

study to the test. If boundary-setting is not explicitly an outcome or evaluated, it won’t be 

judged as important by students. What is more is, as seen in chapter 2 clear and explicit 

boundary setting curriculum is essential to effective boundary setting learning.  

Recommendation 2- Evaluation rubrics 

A second recommendation related to the above sub question is to develop or embed into 

current evaluation rubrics an evaluation tool specific to boundary setting theoretical and 

practical knowledge. Evaluation tools may take the form as a rubric, checklist, or rating guide. 

Such an evaluation framework for boundary setting will demonstrate to PN instructors and 

students that boundary setting is a priority value and skill. An example of a teaching tool which 

contains variety of teaching resources is the Professional Boundaries: Defining the Lines: A 

Quality Assurance Program Workbook developed by the College of Occupational Therapists of 

Ontario. Specifically, this workbook provides excellent examples of explicit boundary theory, 

self reflective tools, and scenarios specific to boundary setting. This resource may act as a 

guideline for adaption or development of a similar curriculum tool for the PN program. 

 By responding to the experiences of instructors the study partner may have an 

opportunity to increase job satisfaction related to clearly communicated expectations and roles. 

Having a clear evaluation framework for boundary setting could provide transparent and 

defined expectations for PN instructors evaluating PN students’ ability to boundary set both 

theoretically and in practice. Davidson and Rourke (2012), espoused by keeping clinical 
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instructors up to date on the expectations of what the student is to know may increase overall 

learning while meeting course objectives. What is more role clarity related to boundary setting 

instruction may strengthen nursing instructors teaching obligations and job satisfaction. Role 

clarity being when “employees are clear about the scope and responsibilities of their job” 

(Arnett, Laverie, & Mclane, 2002 p. 90).  Additionally, Arnett, Laverie, and Mclane (2002) 

suggested “when employees know what is expected of them, they are more likely to meet role 

obligations and are more satisfied with their jobs” (p.90).  Moreover, job satisfaction can be 

correlated to recruitment and retention of employees. Not only will the development of a 

boundary specific rubric or evaluation tools keep instructors informed as to what a student is 

required to know, it may decrease feelings of worry, stress and confusion associated with 

boundary setting expressed by PN alumni. Implementing this recommendation is in response to 

the study’s alumni’s experiences, while simultaneously increasing feelings students’ feelings of 

confidence.  

What is more literature has demonstrated a shift from evaluations being based on tests 

and worksheets to methods which recreate life like situations, resulting in students being real 

world ready (Conrad & Openo, 2018). This concept of authentic assessment is defined in 

Chapter 2.  By clearly identifying the emotions that are part of learning to boundary-set, that is 

the course outcomes in the affective domain, student learning may be more authentic in nature. 

With this being said, having students experience less intense negative emotions when learning, 

for no identified reason, practicing and being evaluated on boundary setting may lead to more 

novice nurses staying in the profession and nurses in general feeling the symptoms of burnout. 
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Research has found 66% of new grad nurses report experiencing significant burnout, primarily 

attributed to conditions leaving new grads feeling disempowered in their workplaces (Cho, 

Laschinger, & Wong, 2006). Therefore, providing new grad nurses with tools of empowerment 

such as effective boundary setting knowledge and skills may in turn strengthen the overall 

[name of post secondary institution] PN program.  

Recommendation 3- Simulation Labs 

A relevant curriculum development recommendation includes the introduction and 

implementation of simulation labs for boundary setting practice and evaluation. Alumna Lucy 

reflected that simulation labs would be helpful for learning boundary setting as a nursing skill. 

Specifically, she noted the simulations not being with classmates to create safety. “I think a 

simulation lab with someone not in our class, would be helpful” (Lucy). Literature demonstrates 

the benefits of adding simulation-based learning to the nursing program may increase student 

engagement, increase students’ perception of instructor effectiveness, provides opportunity for 

timely feedback and assessment (Lu, Hallinger, & Showanasai, 2014).  Adding simulation labs 

for boundary setting is in line with the inquiry findings reported in chapter 4 of feedback being 

reported by both instructors and alumni as an effective teaching, evaluation and learning tool. 

Lu, Hallinger, and Showanasai (2014) stated simulation-based learning “provided more useful 

and timely feedback and assessment” (p. 237).  What is more, Lu, Hallinger, and Showanasai 

(2014) reported students to be more receptive to “suggestions about alternative strategies in the 

face of difficulties… immediately following” a simulation lab (p. 223). 
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Professional Development or Assigned Duties Recommendations  

Post secondary instructors are usually allotted time for professional development and 

curriculum as part of their duties. Although they often have choice, those choices may be made 

as part of their annual instructional duties plan and administrators can influence where this time 

is allocated.  As employees Mcpherson and Candela (2019) stated the  

Common goal of nursing programs to educate and graduate the number of safe, 

competent nurses… It is incumbent on nursing programs to ensure the most qualified 

faculty are educating students. Academic administrators of nursing programs need to be 

diligent in preparing and supporting their clinical faculty. (pg.589) 

The following professional development recommendations are related to answering the 

inquiry sub question-What might be possible if the [name of post secondary institution] 

leadership team responded to the experiences of the [name of post secondary institution] 

graduate nurses and nursing instructors?  

Recommendation 4- Instructor Release Time 

A recommendation which may strengthen study partner’s PN program related to the 

alumnus’ experience of boundary setting is to have instructors given release time or allocated 

their curriculum development time to the teaching involved in boundary-setting. They in turn 

could give professional development for their colleagues. 

 I encourage PN programs to prioritize teaching instructors about options on how to teach 

boundary setting as a nursing skill. This recommendation is connected to the findings from 

figure 1 and the study’s sub question “How do [name of post secondary institution] nursing 
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instructors experience teaching and evaluating competency of boundary setting as a nursing 

skill?”  As demonstrated in chapter 4 the participant nursing instructors experience in teaching 

is that they have not been specifically instructed on how to teach boundary setting. Moreover, it 

is the participant nursing instructors’ experience that their knowledge of boundary setting, and 

thus educational abilities are limited to their own ability to boundary set. This finding is in line 

with the idea “clinicians bring a significant amount of clinical knowledge and expertise to the 

academic setting” Grassley and Lambe (2015) as cited by Mcpherson and Candela (2019). 

Furthermore, “many new faculty are expected to come to their new role with the knowledge 

and skills to teach” (Schaar, Titzer & Beckman (2015) as cited by Mcpherson and Candela 

(2019).   

Based on the literature and the inquiry findings I am curious if the participant nursing 

instructors would have the knowledge of the intricacies and nuances of boundary setting as 

cited by the existing literature explored in chapter 2. For example, all participant nursing 

instructors reported boundaries being a concrete concept. However, this finding is contradictory 

to the current literature which described a difference in the severity of boundary crossings and 

violations. Having the post secondary institution program provide a professional development 

educational opportunity for the PN nursing instructors is in alignment with continuing 

professional development as identified in literature and in the regional licensing bodies’ 

professional standards. Options the post secondary organization PN program may take to 

provide such education to instructional staff are working or focus groups, webinars or as part of 

the onboarding process for new instructors. 
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Recommendation 5- Professional Development Educational Material 

Another recommendation includes the development of a professional development 

activity for nursing instructors. Specifically, the professional development education material 

could be related to boundary theory such as crossings, violations, rationales, and preventions.  

Perhaps those involved in the creation of the document referenced in recommendation 2- 

Defining the Lines: A Quality Assurance Program Workbook could be given an honorarium to 

present on the document. Additionally, the professional development opportunity may be related 

to developing teaching and evaluation tools with nursing instructors. An example is a tool 

developed by the BCCNM (2021) this tool is an algorithm named the thinking tool. The thinking 

tool is a support for nurses in during the boundary setting process making (Appendix L). Muse 

(2021) asserted the ‘why is as important as the ‘how’ and “educators must also ask themselves 

this question when designing instructional strategies” (p. 38). Moreover, providing the rationale 

and “when a [boundary setting] should be used, what insights [boundary setting] provide and 

how [boundary setting] fits within broader [nursing] paradigms” (p. 36). This recommendation is 

born from the existing literature which discussed the importance of defining the above and how 

boundary violations and crossings can be mitigated. Additionally, this recommendation may 

have various potential outcomes including increased instructor knowledge, instructor buy in and 

employee satisfactions. By increasing boundary setting education could result in a reduction of 

initial boundary violations, which in turn would reduce the frequency and intensity of violations 

as a whole. As well, proper boundary setting education could reduce the severity of boundary 

crossings, as well as provide the nurse with the ability to set emotional and physical boundaries 
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more readily with patients. “So that they can become better nurses, and continue to want to be 

better nurses, I'd continue to want to work in healthcare, because it's such a struggle all the time” 

(Doris). This emotional boundary could help serve to reduce emotional burnout, as mentioned 

earlier, since the nurse will be better able to reduce the negative effects of emotional sympathy 

with patients; perhaps also leading to less jadedness within long term nurses.  

Organizational Implications  

Moving from recommendations to action as called for by action research methodology 

organizational implications are presented. Post secondary nursing programs in Canada are 

required to undergo program accreditation through the Canadian Association of Schools of 

nursing (CASN). The accreditation process  

promotes excellence and is recognized worldwide as an important, objective method to 

assess professional education programs. It identifies strengths and opportunities for 

improvement that can guide decision making. The process provides administrators and 

faculty with information regarding areas that require development, modification, and/or 

resources. (CASN, Para 2, 2022) 

The post secondary organization leadership engaging in action related to the 

aforementioned curriculum and professional development recommendations is in alignment with 

the constant quality improvement approach ascribed to by the CASN. Similarly, in action 

research there is a call to deliver changes based on the inquiry findings with the intention of the 

betterment of the associated population and group.  
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  Firstly, I was able to connect with the PN program chair to share the inquiry findings, 

conclusions, and recommendations. In this connection I was able to gain further insight into the 

program curriculum and values. After the connection with the program chair, I was invited to 

share the findings, conclusions, and recommendations during a staff meeting. These were 

presented in an online meeting via power point and discussion. 

 At this point in time the post secondary institution has voiced consideration 

of developing professional development opportunities for nursing faculty through having me 

present the research and findings to nursing faculty at future staff meetings. The processes 

required to related to the implementation of a professional development opportunity is 

organizing a scheduled time via the program chair and providing presentation and knowledge 

products. Should the post secondary institution choose not to implement the study 

recommendations the probability of change related to the education of boundary setting as a 

therapeutic skill is minimal. As acknowledged by one of the study participants regardless of the 

strategies or the gaps identified “ultimately, you can’t force someone to use boundaries you can 

only ensure they have the tools” (Tristan, 2022).   

A future role I have with this project of boundary setting as a therapeutic skill for 

psychiatric nurses is to continue to develop professional development webinars, author journal 

articles for publication and to continue to share findings and recommendations with the post 

secondary institution faculty when invited. 
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  This research adds to the body of knowledge related to boundary theory and therapeutic 

relationships in the nursing sector. Specifically, this thesis begins to bridge a gap identified in 

literature between theory and practice of boundary setting as a therapeutic skill. Moreover, this 

research augments the existing literature related to teaching boundary theory through the 

perspective of students and instructors. Having these unique perspectives can bolster an 

educational institution approach to boundary theory education.  

Implications for future inquiry 

The implications of this research for future include an expanded opportunity for other 

educational organizations to review how psychiatric nursing students are learning boundary 

setting as a therapeutic skill. Furthermore, on a more global scale licensing bodies may expand 

on this research and inquire into how boundary setting as a nursing competency is maintained. 

This may influence mentorship guidelines, webinars or other learning modules set out by the 

regulatory body. An area which may be worth exploring is the correlation between boundary 

setting and burnout in nurses. One area of limitation noted in this study is the lack of diversity 

including genders, ethnicity, and racialization. Therefore, a possible area for future study may be 

how or of boundary setting is influenced by the above characteristics. 

Thesis Summary 

In summary this study explored boundary setting as a therapeutic skill set in the context 

of psychiatric nursing. Specifically, the study examined the experiences of a Canadian post 

secondary nursing program alumni and nursing instructors. The purpose of this study was to 

provide insights about how boundary setting education and evaluation is being experienced by 
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the ‘front line’ of a nursing program to the partner organization [name of post secondary 

institution] PN program. The methods used to research the topic were storytelling interviews and 

focus groups/feedback. The findings presented were both nursing alumni and instructors report 

boundary setting to have an emotional process associated. Another finding was currently the 

curriculum is not uniformly experienced by students. Leading into the finding of instructors not 

having been taught how to teach boundary setting or being given a clear rubric for boundary 

setting evaluation.  The recommendations provided include a development or evolvement of 

current curriculum to have boundary setting as an explicit concept. Further to the boundary 

setting curriculum the content of the curriculum to include boundary crossings and violations. 

Additionally, the curriculum should be clearly communicated to instructors regarding how the 

content is woven into the entirety of the program.  Recommendations which also resulted from 

the findings is to have a specific criteria/rubric or evaluation tool for boundary setting evaluation. 
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Appendix A 

 

PARTICIPANT CONSENT FORM 

BOUNDARY SETTING IN A PSYCHIATRIC NURSING PROGRAM 

RESEARCH 

UBC RISe Human Ethics #- H21-02182  
STUDY TEAM 
Principal Investigator: Theresa Southam, Royal Roads University Faculty-Thesis Supervisor,  
 
Co-Investigator(s): Lacey Marshall, Royal Roads University- MA-L student/researcher. 
 
CONFLICTS OF INTEREST 
It is to be acknowledged I, Lacey Marshall, am currently employed by Stenberg College in a lab 

and clinical instruction role. This may be seen as a conflict of interest related to possible benefits to 
myself. Additionally, I am currently employed with the Correctional Service of Canada in a managerial 
role. This may be seen as a conflict of interest related to possible benefit to myself as well as possible 
concerns of power over participants. Lastly, I am a KPU BPN alumni, and it may be seen that I have bias 
towards the BPN program. I disclose this information here so that you can make a fully informed 
decision on whether or not to participate in this study. 

 
INVITATION & PURPOSE OF THE STUDY 
My name is Lacey Marshall, and this research project is part of the requirement for a Master of 

Arts in Leadership-Health care specialization at Royal Roads University.   
 
The purpose of my research project is to explore individual experiences of student nurse 

competency evaluation. The research objectives are to identify opportunities and strategies for change 

related to nursing student competency evaluation practices within the [name of post secondary 

institution] BPN program. The sponsoring organization for this research project is [name of post 

secondary institution]. 
 
VOLUNTARY PARTICIPATION 
Please be aware that you are not required to participate and, should you choose to participate, 

your participation would be voluntary.  If you do not wish to participate, simply do not reply to this 
request. Your decision to participate or not to participate will be maintained in confidence. Your choice 
will not affect your employment or academic status in any way.  By signing the electronic consent form, 
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you indicate that you have read and understand the information above and give your voluntary and 
informed consent to participate in this project. Participants will be given any information that is relevant 
to their decision to continue participating in the study. 

 
PROCEDURES 

[name of post secondary institution] Faculty of Health (FOH) executive members will be 
invited to participate in two separate focus groups; the first focus group will be held prior to the 
storytelling interviews and a second focus group after the storytelling method. The second focus group 
conducted with the FOH will occur after the Storytelling interviews have occurred. Both focus groups 
will be held and recorded online using the Zoom platform. Focus groups will take approximately 1 hour 
to complete.  

 

[name of post secondary institution] BPN Alumni and instructors will be invited to participate 
in individual storytelling interviews. Storytelling interviews as a research method is characterized by the 

researcher taking on the listening role with the participant being in a storyteller role. [name of post 

secondary institution] Alumni storytelling participants will be encouraged to share their stories 

regarding boundary setting in therapeutic relationships post-graduation from the [name of post 

secondary institution] BPN program. [name of post secondary institution] faculty storytelling 
participants will be encouraged to share their stories regarding teaching boundary setting in therapeutic 

relationships in the [name of post secondary institution] BPN program. Storytelling interviews will be 
held and recorded online using the Zoom platform. Storytelling interviews will take approximately 1 
hour to complete. 

 
WITHDRAWING FROM THE STUDY 

Should you decide to withdraw from the study, you may withdraw at any time without explanation 
or consequence. Storytelling participants are able to withdraw their data at any point including but not 
limited to prior, during or after the interview session. Focus group participants are able to withdraw 
prior to and at any time during the focus group. Participants are able to choose which questions and 
discussions they participate in during the focus group without discrimination. 

 
Data collected from your participation will be destroyed within 72 hours of withdrawal notification.  

Due to the group, data collection nature of focus groups data will not be able to be removed, as it will be 
unidentifiable in the data set.  

   
 
ANONYMITY & CONFIDENTIALITY 
 
I will work to protect your privacy throughout this study. All information I collect will be 

maintained in confidence. Hard copies (e.g., researcher notes) will be stored in a locked filing cabinet in 
my home office. Electronic data (such as consent forms, transcripts, or audio files) will be stored on my 
personal password protected computer in encrypted files. Information will be recorded in hand-
written/typed format or audio recorded and, where appropriate, summarized, in anonymized format 
using pseudonyms, in the body of the final report. All identities will have pseudonyms in attempt to 
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protect confidentiality and privacy. Participants will have the opportunity at the end of the online 
session to indicate their preference of pseudonyms for the final thesis and future information products. 
At no time will any specific comments be attributed to any individual All documentation will be kept 
strictly confidential.  

Due to the nature of focus groups, it is not possible to keep identities of the participants 
anonymous from the researcher, facilitator, or other participants.  Participants will be asked to respect 
the confidential nature of the research by not sharing names, stories or identifying comments outside of 
the group.  

Raw data will be archived for a period of one-year post graduation of the Master of Arts in 
Leadership- Healthcare specialization program at Royal Roads University, to ensure the integrity of 
peoples’ stories are maintained while I create other knowledge products. Archiving will allow me to 
return to the data set to confirm a participant’s original words. At the end of the one-year time, period 
raw data will be destroyed. Data and information pertaining to individual who has withdrawn at any 
time will be destroyed. 

 For participants of the focus group there is a limit to confidentiality due to small sample size, 
particularly for Faculty of Health executive. Due to the nature of focus groups, it is not possible to keep 
identities of the participants anonymous from the researcher, facilitator, or other participants.  
Participants will be asked to respect the confidential nature of the research by not sharing names or 
identifying comments outside of the group.  

 
This study will be using Zoom which is a U.S. company and as such is subject to U.S. laws 

including the U.S. CLOUD Act and U.S. Patriot Act. As such, there is a possibility that information 
about you may be accessed without your knowledge or consent by the US government in 
compliance with the US laws.  
 
BENEFITS 

I am individually gaining by completing this researcher is a greater understanding as an 
instructor of student nurse competency evaluation.  I am hoping the completed research will 
benefit [name of post secondary institution] as an organization by providing meaningful 
recommendations, which may provide insight into possibilities for evolution of competency 
evaluation practices. My intent in conducting this research is to benefit the overall society by 
providing current findings of boundary setting practices and processes.  

 
RISKS 

This study is considered minimal risk. Risks that may be associated are related to 
emotional processing. I recognize individuals sharing their story takes vulnerability and may 
uncover large emotions. In attempt to mitigate the risk I will provide trigger warnings with 
prompts to seek, professional support should the participant need, at the beginning of methods 
and at the end of the method. 

 
COMPENSATION  
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[Name of post secondary institution] BPN alumni and [name of post secondary institution] 
instructors who participate in my research will receive a Starbucks gift card with a value of $20.00 as an 
honorarium and acknowledgment of their time. Alumni and instructor participants will receive their 
honorarium via email with 24 hours after their storytelling interview. Should a participant withdraw 
during the interview they will receive their honorarium within 24 hours of withdrawing/end of 
interview. Should a participant withdraw after the completion of the storytelling interview, they will 
either have previously received their honorarium via email with 24 hours post interview or will receive 
their honorarium via email within 24hours of withdrawing.   

 
STUDY RESULTS 

In addition to submitting my final report to Royal Roads University in partial fulfillment 
for a Master of Arts in Leadership-Healthcare specialization, I will also be sharing my research 
findings with [name of post secondary institution]. Data collected throughout the research 
process will be used to complete my thesis, provide a presentation of findings and 
recommendations to Kwantlen Polytechnic University. Additionally, data may be used for 
journal articles and conference presentations. The research report will be distributed 
electronically with [name of post secondary institution]. Should participants desire a copy of the 
report a copy will be provided upon request. 

 
DISPOSAL OF DATA 

 In the situation of a participant withdrawal data collected from your participation will 
be destroyed within 72 hours of withdrawal notification.  Due to the group, data collection 
nature of focus groups data will not be able to be removed, as it will be unidentifiable in the 
data set.  

 Raw data will be archived for a period of one-year post graduation of the Master of Arts 
in Leadership- Healthcare specialization program at Royal Roads University, to ensure the 
integrity of peoples’ stories are maintained while I create other knowledge products. Archiving 
will allow me to return to the data set to confirm a participant’s original words. At the end of 
the one-year time, period raw data will be destroyed. 

 
 
CONTACT FOR INFORMATION ABOUT THE STUDY 
Researcher Lacey Marshall-  
 
CONTACT FOR COMPLAINTS/ETHICS CONCERNS 

If you have any concerns or complaints about your rights as a research participant 

and/or your experiences while participating in this study, contact Director, and School of 
Leadership Studies:  

 
PARTICIPANT CONSENT 
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By signing this form, you agree that you are over the age of 19, are either a graduate of 
the [name of post secondary institution] PN program, PN nursing instructor, and or a member of 
the [name of post secondary institution] Faculty of Health Executive and have read the 
information included for this study. 

 
o “I consent to participating in this study”  
o “I do not consent to participating in this study” 
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Appendix B 

BOUNDARY SETTING IN THERAPEUTIC RELATIONSHIPS RESEARCH 

 

Dear [name of post secondary institution] PN alumni,  

We are always appreciative of our alumni and hopeful that the skills, knowledge, and 

attitudes that you gained at [name of post secondary institution] are serving you well. In the spirit 

of staying connected with our alumni, we are collaborating with a RRU Masters student who is 

conducting research on boundary setting in psychiatric nursing. We hope you will participate and 

help make the [name of post secondary institution] Psychiatric Nursing program even better for 

future students! 

Should you choose to participate a STARBUCKS gift card with the value of $20 will be 

provided as an honorarium and acknowledgment of your time. 

MESSAGE FROM LACEY MARSHALL, RRU MASTER’S STUDENT 

I would like to invite you to be part of a research project that I am conducting. If 

interested, please email me and I will send you more information about the research and the 

consent form. I am asking for no more then 2 hours of your time. 

The purpose of my research is to explore stories of boundary setting in the context of the 

therapeutic relationship’s nurses of the RPN program have in their work settings. I hope my 

research is able to identify opportunities to strengthen and evolve boundary setting education 

processes within [name of post secondary institution].  

This project is part of the requirement for my master’s degree in Leadership, at Royal 

Roads University.  

 

Sincerely,  

Lacey Marshall 

 

Sincerely,  

Lacey Marshall 

  



 

 

 

 

TEACHING BOUNDARY SETTING IN CANADIAN NURSING                                          94 

 

 

Appendix C 

 

BOUNDARY SETTING IN THERAPEUTIC RELATIONSHIPS RESEARCH 

Storytelling Interview Instructor invitation 

 

Dear [name of post secondary institution] Psychiatric Nursing Instructor,  

We are always appreciative of our Psychiatric Nursing Instructor Instructors and hopeful 

the time with [name of post secondary institution] has provided meaning, new knowledge, and 

skills that will continue to serve you well. In the spirit of staying connected with our instructors, 

we are collaborating with a RRU Masters student who is conducting research on boundary 

setting in psychiatric nursing. We hope you will participate and help make the [name of post 

secondary institution] Psychiatric Nursing program even better for future students! 

Should you choose to participate a STARBUCKS gift card with the value of $20 will be 

provided as an honorarium and acknowledgment of your time. 

MESSAGE FROM LACEY MARSHALL, RRU MASTER’S STUDENT 

I would like to invite you to be part of a research project that I am conducting. If 

interested, please email me and I will send you more information about the research and the 

online consent form. I am asking for no more then 1 hour of your time. 

The purpose of my research is to explore stories of boundary setting in the context of the 

therapeutic relationship’s nurses of the Psychiatric Nursing Instructor program have in their work 

settings. I hope my research is able to identify opportunities to strengthen and evolve boundary 

setting education processes within [name of post secondary institution].  

This project is part of the requirement for my master’s degree in Leadership, at Royal 

Roads University. 

If you would like to participate in my research project, please contact me. 

Sincerely,  

Lacey Marshall 
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Appendix D 

 Method Storytelling 

Storytelling Prompt- Alumni 

Will you share a detailed story of a time when you felt you were able to set boundaries within the 

context of your psychiatric nursing therapeutic relationships? 

Will you share a detailed story of a time when you felt you were unable at setting boundaries 

within the context of your psychiatric nursing therapeutic relationships? 

PROMPTS FOR LISTENER: 

who is involved,  

what led up to the events described,  

what the setting is,  

what was said and done,  

whether there is conflict,  

any reactions and feelings that they may have had, 

Storytelling Prompt- Instructor 

Will you share a detailed story of a story personal story of boundary setting within the context of 

education or evaluation of student nurses? 

PROMPTS FOR LISTENER: 

who is involved,  

what led up to the events described,  

what the setting is,  
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what was said and done,  

whether there is conflict,  

any reactions and feelings that they may have had, 

Focus Group 

What comes up for you when you hear these stories? 

Can you relate to these stories? 

How do these stories compare to your initial thoughts of how the PN teaches and evaluates 

boundary setting within the PN program? 

How might [name of post secondary institution] use these shared stories to strengthen boundary 

setting education and evaluation within the PN program? 
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Appendix E 

Evaluation of Clinical Performance Rubric (Self and Faculty Evaluation) – provided by 

clinical nursing instructor participant 

Table 1. Rubric Scoring Key 

1  

Non-Mastery:  

Not showing 

the skills even with 

support from instructor. 

2 

Non-Mastery:  

Only 

performing when 

dependent on support 

from instructor. 

3  

Mastery:  

Performing the 

skills with assistance 

from instructor, needs 

improvement. 

4  

Mastery:  

Performing 

skill mostly 

independently with 

minimal assistance 

from instructor. 

Table 2. Rubric Criterion Descriptors 

Profession

alism & 

accountability 

Arrives to clinical setting on time or early. 

Dressed appropriately. 

Prepared to learn, for example: 

 has research or assignments handy 

 carries notebook & pen 

 has medication flashcards 

Demonstrates accountability – takes responsibility for mistakes or errors. 

Interperso

nal skills with 

patients & family 

Builds a therapeutic relationship with the patient (and family?), for 

example: 

 Introduces themselves to patients and explains their role 

 Spend time listening to patients 

 Show respect and empathy for patient’s feelings 
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 Communicate actions at each step 

Sets appropriate limits and boundaries for the therapeutic relationship. 

Demonstrates patience and empathy with patient’s family. 

Critical 

thinking 

Can identify priorities of assessment for care. 

Can provide a logical rationale for actions and care plan. 

Able to recognize issues that might impact the patient, for example: 

 Spirituality 

 Culture 

 Family dynamics 

 History of trauma 

 Involuntary admission 

 Restraints 

 Meds (against consent) 

Engages in active reflection on clinical experiences. 

Basic 

clinical skills 

Thorough working knowledge of DSM5 disorders and criteria. 

Sets limits and demonstrates assertiveness with patients. 

Able to develop a coherent care plan. 

Conducts thorough assessment. 

Capable of conducting interventions. 

Other nursing skills based on clinical setting, for example: 

 can administer medications 

 competent wound care 

Commitm

ent to Safety  

Maintains appropriate physical and emotional boundaries with patients. 
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Capable of terminating therapeutic relationship when it is no longer 

therapeutic. 

Demonstrates self-awareness, i.e., capable of recognize individual scope 

and limits of practice for education and level of experience and acts within those 

limits. 

Demonstrates accuracy in assessments and good intervention skills. 

Can explain medications being administered and why. 

Follows policy and procedure of clinical agency. 

Collaborat

ion with other 

healthcare 

professionals 

Respectfully collaborates with peers. 

Demonstrates confidence in seeking consultation. 

Able to present at rounds to clinical care team about clinical care. 

Able to direct a group of healthcare professionals in discussion. 

Communicates continuously with clinical care team. 

Demonstrates a willingness to help colleagues. 
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Appendix F 
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Appendix G 
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Appendix H 
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Appendix I 

 



 

 

 

 

TEACHING BOUNDARY SETTING IN CANADIAN NURSING                                          

106 

 

 

  



 

 

 

 

TEACHING BOUNDARY SETTING IN CANADIAN NURSING                                          

107 

 

 

Appendix J 
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Appendix K 
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Appendix L 
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From Professional Boundaries Thinking Tool, by British Columbia College of Nurses and 
Midwives, August 2021 
(https://www.bccnm.ca/Documents/learning/modules/PFthinkingtool.pdf). Copyright 2021 by 
BCCNM. Reprinted with permission. 
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