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LIFE PROGRAM
Boundary Violations
A Line in the Sand 

	Scene (Full Screen Video Sequence)
Scene (fade up)

The program begins in the door entrance to an exam room in an outpatient clinic.  Dr. Johnson a 3rd year resident, has just finished examining his patient, Rachael Long, and is now in the act of bringing in his Attending, Dr. Tom Winters. The patient is wearing an examination gown and has a sheet draped across her body.
	Dr Johnson (to Dr. Winters)

I think there’s a mole on the side of the patient’s left breast that you may want to take a look at. Maybe it’s nothing, but better safe than sorry.

	Scene

The two physicians enter the room and approach the exam table. 


	Winters (to Rachael, as they enter the room). 

Good morning, Ms. Long. I’m Doctor Winters. Dr. Johnson says you have a mole we need to take a look at?

	Scene

As Dr. Winters focuses on Dr. Johnson, he seats himself on a stool on the far side of the examining table (facing the camera). Dr. Johnson follows and stands slightly behind Dr. Winters but more to the head of the table.  
	Winters (to Johnson)

You’ve already looked at it and formed an opinion?

	Scene

Camera pans to Rachael.
	Rachael (with a small laugh) 

Oh, he’s looked at it closely…(more seriously).. I’m really concerned about it.

	Scene

Winter’s looks at Johnson. The scene freezes, and the program title fly’s in:

A Line in the Sand
	Johnson 

I have looked at it…. I’m pretty sure that it is benign. I’ve run through “ABCD” criteria and it has none of the red flags.  But I’m not 100% sure.

	Scene 

The action resumes

Dr. Winters is on a stool, on the far side of the table, facing the camera. Dr. Johnson would be behind Dr. Winters, standing, also facing the camera, at the head of the table, leans over to see Dr. Winter's is seeing. He places one hand on Rachael's shoulder, a supportive gesture, and adjusts the gown with the other hand in order to see better. (There is no need for the camera, actors, anybody to see her breast. In fact, there is no reason for her not to be dressed under the exam gown.) 


	 (ambient noise)

	Scene

Winter’s looks intensely at Johnson. 
	Winters (freezes)

Dr. Johnson, you’re free to leave. I’ll conclude the exam.

	Scene

Johnson looks startled. Smiles at Rachael and prepares to leave the room.
	Johnson (to Winters)

Sure…okay…I’ll finish with the rest and then catch up with you later.

	Scene (Small video frame)

Camera cuts to Dr. Green, identified by a chest caption:
Victoria Green MD, JD, MBA, MHSA 
Associate Professor of Obstetrics & Gynecology, Emory University School of Medicine 
Medical Director, Satellite Clinics of Grady Healthcare System 
Director of Gynecology, Avon  Breast Center, Georgia Cancer Coalition 
Atlanta, GA

	Dr. Green (to camera)

Professional boundaries are often imprecise in their nature. Unless we are talking about the blatant violations of standards usually only perpetuated by sexual predators –actually, relatively rare occurrences -- appropriate behavior is not always black and white.  This can pose problems for the inexperienced physician in training. 

	Scene

Dr. Green continues. As she says this, she fades out and is replaced by the last image of the first introductory video sequence, with Johnson saying, “Sure…okay…I’ll finish with the rest and then catch up with you later.”  The sequence quickly rolls backwards, stopping as both physicians are in the exam room with Rachael
	Dr. Green (to camera)

Besides acquiring some knowledge about dermatology, clearly there is an opportunity for our resident here to learn the difference between an empathetic relationship with a patient, one that attempts to build rapport and put the patient at ease, as compared with one that may create difficulties and lead to the “slippery slope” of inappropriate behavior. Let’s see what opportunities there are for learning in this situation. 

	Scene 

The action resumes (all scripts are written to reverse up to point of title)

Dr. Winters is on a stool, on the far side of the table, facing the camera. Dr. Johnson would be behind Dr. Winters, standing, also facing the camera, at the head of the table, leans over to see Dr. Winter's is seeing. He places one hand on Rachael's shoulder, a supportive gesture, and adjusts the gown with the other hand in order to see better. (There is no need for the camera, actors, anybody to see her breast. In fact, there is no reason for her not to be dressed under the exam gown.)

	(ambient noise)

	Scene

Camera on Winter, who is looking intently at Johnson. Winters is obviously telling Johnson to leave (but doing it in a diplomatic way for the patient’s sake).
	Winters (to Johnson)

Dr. Johnson, do me a favor, will you? Please see what other patients are waiting for us.  I’ll be with you in a few minutes.

	Scene

Johnson looks puzzled. Smiles at Rachael and retreats towards the door. Camera follows him, then cuts back to Winters.  Winters stands, and prepares to exit the room.
	Winters (to Rachael) 

Well, Dr. Johnson is right in his assessment. I too believe it is not cancer. I don’t think there’s any reason for concern. We’ll monitor the mole to see if it changes. I don’t think it will though.



	Scene

Camera pulls out to show the two.
	Rachael (to Winters) 

Thank you



	Scene 

Hal: Can we set up a desk in the room (far side) to make it look like an office? (The conversation needs to be private) He addresses Johnson.
	Winters (to Johnson)

Can you help me understand what was happening between you and Ms. Long?  

	Scene 

The two stand face to face 
	Johnson (taken aback)

I…I…don’t know what you’re talking about. 



	Scene

The camera pans back and forth between the two.


	Dr. Winters (calmly, directly)

To an observer, well, the way you smiled at each other…I wasn’t sure if the two of you were flirting…or what..… You know…touching her on the shoulder while examining her breast can easily be misinterpreted. And finally, exposing more of the breast than is necessary to do the appropriate exam is simply improper.

   

	Scene

He’s beginning to be upset.
	Dr. Johnson (defensively)

But…I never meant anything by that…I meant only to be supportive. We’re always being told that establishing a supportive relationship is good for the patient. 

	Scene

Winters stands firm.
	Winters (nonjudgmental tone; completely rational)

I think that I understand your confusion. However, you need to be careful how you provide reassurance, so that your intentions are not misunderstood. What occurred in that exam room… that should not happen. I accept that your intentions were professional. But your behavior was inappropriate, regardless of intent. You need to remember that patients may interpret your behavior ...not always as how you “intend” it.  Think about it …and don’t let it happen again. 

  

	Scene (Fade down)

As Johnson turns to leave, Winters stops him.
	Winters (almost as an afterthought)

Oh, by the way, I agree with your diagnosis, the mole looks benign.

	
	

	Scene (Cut to Dr. Green; head shot)

Chyron across screen as Dr. Green articulates each point:

Text

· Boundary violations can occur anytime there is an imbalance of power 

· The interpretation of the behavior is just as important as the intention of the behavior when determining a violation.


	Dr. Green

What you just saw, however inadvertent on our resident’s part, was a boundary violation. Two critical points: First, boundary violations can occur anytime there is an imbalance of power, and that imbalance can manifest in a variety of relations: in relations between doctors and patients, between attendings and residents or students, between residents and more junior residents and students, and between physicians and staff. 

Second, in deciding whether or not a behavior violates a boundary, the interpretation of that behavior is just as important as the intention that motivates it. .



	Scene (Small video frame)

Camera cuts to present Dr. Green (head shot). 


	Dr. Green

Why do these points merit emphasis? Because physicians, after all, are people, first. As such, they are fully capable of errors in judgment when it comes either to their patients or others over whom they may have power, or when it comes to implications of their behavior.   However, because doctors are ethically bound to do no harm, the onus of any impropriety falls squarely on their shoulders. We can never, it would seem, be too correct.



	Scene

Chyron text across screen as summary of objectives is articulated:

After working through this program, you should be able to:

· recognize and discourage boundary violations

· intervene and deal with boundary violations effectively and constructively
Text (Button A)

Learning Objectives
(Click to see full list)


	Dr. Green (to camera)

This segment of the LIFE program has been designed to help you understand and deal with boundary violations. After working through the program, you should be able to recognize and discourage improper behavior in residents.  You should also be able to intervene if it occurs and deal with it effectively.

	
	

	Graphic

Show images of Rachael and Dr. Johnson

Text (Button B)

Transference, Countertransference

(Click on link) 
	Narrator

Professional boundaries are limitations that define the patient/physician relationship and are based upon physical and psychological distance that must exist between patients and their doctors so that care can occur safely. This relationship is fiduciary, entailing mutual trust, confidence, and respect for the parties involved.

	Graphic



  


Chyron text:

Continuum of Boundary Violations

· small gifts such as home grown tomatoes

· home baked goods such as cakes, cookies, and pies

· financial rewards, expensive gifts sexual favors 

Text (Button C)

Gifts

(Click on link) 
	Narrator

Boundary violations exist on a continuum, ranging from minor to extreme. Gift giving is a good example. Patients frequently offer their doctors small gifts, such as a basket of garden grown tomatoes or a cake baked, to show gratitude for professional services. A small token of appreciation is relatively innocuous. However, gifts can grow in significance, from financial rewards such as lucrative stock tips, to expensive gifts, to sexual favors. Valuable gifts should serve as a red flag to the physician, indicating that the patient may think there is more to the relationship that what the physician intends.   

	
	

	Scene

Camera cuts to Dr. Green.

Chyron across screen

· Boundary crossings involve transgressions that are minor

· Boundary crossings display humaneness and caring on the part of the physician


	Dr. Green (to camera)

We need to differentiate boundary violations from what we call boundary “crossings,” although even these call for caution and good judgment.  Boundary crossings involve transgressions that are minor and, in some ways, could be seen as appropriate. They might involve attending a patient’s wedding or a family funeral, putting a hand on the shoulder of a colleague in distress, or inviting a student out for lunch. These are behaviors that physicians commonly regard as displaying humaneness and caring on the part of the physician. 



	Scene

Dr Green to camera.

Chyron across screen: 

It is the physician’s responsibility:

· to realize the potential meaning of the interaction on the patient or learner 

· to refrain from any behavior that is or can be interpreted as provocative


	Dr. Green (to camera)

However, it is the physician’s responsibility to understand and evaluate the potential meaning of any interaction to a patient or learner. For example, “touch” might signal support or consolation to one person; but for another, it might constitute an acknowledgment of intimacy. Because of the potential variability of interpretation, it is critical that the physician refrain from any behavior that might be interpreted as provocative and/or likely to cause confusion. 

	Scene (Small video frame)

Camera cuts to Rachael Long, Dr. Johnson’s patient.
	Rachael (to camera)

That doctor was so sweet and kind. And smart, too.  I like that in a man. He was pretty sure that that mole wasn’t serious. … You know…I think he liked me, too…just the way he smiled at me….and the way he touched me… …I mean…you just don’t touch people you don’t like…I wonder if I could get to see him again….

	Graphic




Cultural differences and the meaning of :

· Body space

· Eye contact

· Smiling/nodding

· Touch

Purnell LD, Paulanka BJ. Transcultural Health Care: A Culturally Competent Approach. Philadelphia, PA. FA Davis Dompany, 1998 
Andrews MM, Boyle JS. Transcultural Concepts in Nursing Care. 3rd Edition. Philadelphia, PA. Lippincott, 1999

Text (Button D)

Cultures:  Responding therapeutically to “differences”

(Click on link to read)
	Dr. Green (to camera)

Nonverbal communication is heavily influenced by cultural differences. For example, the experience of body -- or personal-- space and its invasion varies greatly. Sitting in close proximity may be experienced by a person from one culture as friendly but by other as threatening.  Eye contact is another area of difference. In some cultures, direct eye contact is considered impolite or aggressive, so it is avoided. Other cultures regard it as an expression of openness and honesty.  Smiling and nodding may mean agreement understanding and “assent,” or it may only indicate respect. “Touch” must be carefully considered because physical contact can convey a wide variety of different meanings.  Because of the growing cultural diversity in the US population, it is increasingly likely that physicians and other members of the healthcare team will differ in cultural backgrounds.  The physician who is knowledgeable about cultural differences and who, therefore, can avoid potential pitfalls is wise, indeed.



	Graphic




Chyron across the screen

Sexual misconduct

· behavior that takes advantage of the physician- patient  or physician-learner relationship in a sexual way

· exploits the imbalance of power that exists in relations

Text (Button E)

Sex and Power

(Click to read)
	Narrator

Sexual misconduct, one of the most extreme of violations, is defined as behavior that takes advantage of the physician- patient or physician-learner relationship in a sexual way. Sexual misconduct severely exploits the imbalance of power that exists between the two, an imbalance heightened by the differences in status, education, and/or authority that commonly exists between doctor and patient and/or doctor and learner. 

	Graphic




Chyron across screen

Levels of Sexual Misconduct:

· sexual violation

· sexual impropriety

Text (Button F)

Sexual Violation versus Sexual Impropriety

(Click on link to read)
	Narrator

The Federation of State Medical Boards defines two levels of sexual misconduct: sexual violation and sexual impropriety. Sexual violation includes physician-patient sex or any conduct with a patient that is sexual or may be reasonably interpreted as sexual. Sexual impropriety includes behavior, gestures, or expressions that are seductive, sexually suggestive, or sexually demeaning to a patient. These violations are associated with professional and   legal ramifications. Abuse can result in loss of license and imprisonment.

	Scene




Chyron across screen:

· personal or sexual relationships between supervisors and trainees are unethical

· relationships with residents and interns, or attending physicians and residents or fellows are unethical

· the supervising party is responsible for maintaining the boundary 

· even with consent, the relationship is considered unethical until the hierarchical relationship is terminated.

· consent may not be even “possible” due to the imbalance of status and power


	Narrator

In addition to relations with patients, personal or sexual relationships between supervisors and trainees are also unethical. Sexual relationships between residents and students or interns fall within the same category.

According to the AMA, the supervising party is responsible for maintaining the boundary because of the inherent inequality of status and power.  Even if the parties in question consent willingly to such a relationship, it is considered unethical until the hierarchical relationship is terminated. In fact, some experts assert that the inherent inequality of status and power makes a consensual relationship impossible.



	Scene (Small video screen)

Camera cuts to Josh McGraw, a first year resident. 




	Josh (to camera) 

 One senior resident just wouldn’t let me alone. She kept at me to meet her for drinks after work. I said no as politely as I could. Do you know what she said? She said it would be in my best interest for me to accept because she wrote my evaluation at the end of the rotation. She infuriated me but I decided to go because I felt that I had no choice. Frankly I was afraid that she could put stuff in my file…then what could I do?  And who would believe me if I said that a woman was sexually harassing a man?   



	Graphic




Chyron across screen:

A Line in the Sand

· Ethically, the physician is bound to terminate the physician-patient relationship before initiating a dating, romantic, or sexual relationship. 

· Suggested guidelines for all specialties, psychiatry excepted, include a two-year period after the last episode of patient care in which no social contact has occurred

· In psychiatry, the doctor-patient relationship is essentially permanent and sexual contact between a therapist and patient is never appropriate
	Narrator

Hierarchical relations that govern the physician/ patient relationship must also be dealt with before any more intimate association can be established.  According to the AMA, at minimum, a physician’s ethical duties include terminating the physician-patient relationship and transferring care to another qualified health care professional before being involved in a dating, romantic, or sexual relationship with a patient. Suggested guidelines for all specialties, psychiatry excepted, include a two-year period after the last episode of patient care in which no social contact would be allowed prior to the initiation of the romantic relationship. However, sexual contact even with former patients may lead to medical board investigation and/or license action under some circumstances.

For psychiatrists, the American Psychiatric Association guidelines state that the doctor-patient relationship is essentially permanent and sexual contact between a therapist and a patient is never appropriate, even long after the termination of active therapy.

Physicians who violate these standards risk a loss of their medical license.  Even if they were totally naïve or unaware of them.



	Graphic




Chyron across screen:

Physicians may unwittingly cross boundaries:

· if they are not attentive enough to the emotional state of the patient

· if they invest more of themselves than they realize


	Narrator

Most of the time, boundary violations occur when well-meaning physicians try to go the “extra mile” for a patient. However, physicians may unwittingly cross boundaries if they are not attentive enough to the emotional state of the patient; they may also occur if physicians invest more of themselves than they realize in their relationships with patients, getting their needs that are unsatisfied in other areas of their lives met.



	Graphic




Chyron across screen

Various explanations have been offered to account for boundary violation behavior:

· personal, psychological, and relationship problems. 
· psychiatric disorders can also play a role
Text (Button G)

Proposed Causes of Boundary Violations in Physicians

(Click to see full list)


	Narrator

Although rare, there are physicians who engage in predatory behavior. Various explanations have been offered to account for their blatant behavior. They include personal, psychological, and relationship problems. Psychiatric disorders can also play a role.



	Scene (Small video frame)

Chyron across screen

· Patients come to physicians for help and healing

· Patient can sustain real psychological damage

· Depression, anxiety, and sexual dysfunction can all result

Text (Button H)

Consequences to Patients

(Click on link)
	Dr. Green

The effects of boundary violations on patients can be severe. We must remember that patients come to physicians for help and healing. Their trust in the professional relationship is what allows them to engage in the very personal nature of the healthy doctor patient relationship. When that relationship is distorted, when it becomes an inappropriate personal relationship, the patient may sustain real psychological damage.  Depression, anxiety, and sexual dysfunction can all result.  Those who are not able to cope with the unhealthy relationship or its loss may even turn to substance abuse.  Consequently, patients may refuse to seek treatment for fear of being victimized once again.

Some of these same consequences afflict trainees if more senior physicians violate the boundaries an educator needs to maintain with a learner.

	Scene (Small video frame)

Cut to Dr. Green




Chyron across image

Physician equivalent to the “Slippery Slope”

· begins with a slow decline in physician neutrality

· ends in a sexual relationship

Text (Button I)

Physician Equivalent to the Slippery Slope

(Click on link to read complete list and discussion)
	Dr. Green (to camera)

Given these facts, it would be better for all physicians to avoid what Simon lists as the physician equivalent to the “Slippery Slope,” starting with a slow decline in physician neutrality and ending in a sexual relationship.  It is essential to communicate and model appropriate behavior for residents, to observe their behavior in order to monitor for potential boundary violations, and to have clear policies for these situations.


	Scene




Chyron across screen

· Use of a chaperone is always appropriate

· Use a chaperone whenever rectal, pelvic, genital, or breast exams are being conducted.  

· Do not let any one patient take precedence over another. 
· Do not discount a bill or provide treatment free of charge. 

· Do not socialize with patients or accept gifts when you suspect there may be ulterior motives. 

· Be exceedingly cautious about revealing personal information.

· Maintaining good judgment is critical.   

Text 

Text (Button I [continued])

Physician Equivalent to the Slippery Slope

(Click on link to read complete list and full discussion)


	Narrator

Violations often begin with small steps, appearing innocent enough at first but ending in culpability. To avoid the slope, here are some principles to adhere to: maintain physician neutrality and protect it. The presence of a chaperone is always appropriate, even during emotionally charged aspects of a “history.”  Both men and women physicians should have chaperones present whenever rectal, pelvic, genital, or breast exams are being conducted.  Chaperones are essential, regardless of the sex of the patient, even when a female physician examines a female patient. 

Do not let any one patient take precedence over another. Do not assign more time than is “usual,” to a patient or arrange to meet any patient outside of standard office hours. Do not discount a bill or provide treatment free of charge, outside of office policy. 

Do not socialize with patients outside the practice. Do not accept gifts from a patient when you suspect there may be ulterior motives or misinterpretation or that could be viewed as excessive. Be exceedingly cautious about amount and detail of personal information shared with patients; and any other behavior that you would keep secret from other professionals 

Maintaining good judgment is critical.   

	Graphic

Picture of Dr Winter talking to Dr. Johnson

Residency Programs must:

· Educate all faculty, residents, students and staff

· Encourage and maintain open communications so that everyone is given opportunity to confidentially discuss concerns 

· Observe resident behavior in patient settings

· Develop clear policies about boundary violations

Text (Button J)

Professional Expectations: Evaluation Form

(Click on link)
	Narrator

Monitoring resident behavior is always important. However, boundary violations will rarely be successfully prevented identified and managed without Residency Programs directly addressing these issues. A four-pronged approach is recommended: First, educate all faculty, residents, students and staff about these issues; second, encourage and maintain open communications so that everyone has opportunity to discuss concerns with the Program Director confidentially; third, observe resident behavior in patient encounter settings; and finally, fourth, every program needs to develop clear policies about boundary violations that can probably be drawn from state medical board and individual institutional policies.

It may also be useful to have meetings in which residents can learn about the policies, discuss examples the inevitable feelings that come up as they care for patients and develop strategies to address them constructively.


	Scene (to camera)

Show montage of images of happy, well functioning physicians. (Pictures should occur in twos: show younger and older physicians talking, a physician with a nurse, a doctor and a patient, etc)



  




 


Text (Button K)

Additional References of Interest
(Click on link)
	Dr. Green (to camera)

Finally, the importance of role modeling cannot be overemphasized. Faculty members need to be everything your residents are expected to be.


Text (Button A)

Learning Objectives

	After working through this program, you should be able to:

· Recognize boundary violations.

· Contrast boundary violations and boundary crossings 

· Describe how the inherent power imbalance between physicians and their patients as well as learners and staff is the primary factor in boundary violations.

· Analyze the role that perceptions play in boundary violations.

· Identify cultural diversity issues as they relate to the potential for misunderstanding in the patient-clinician encounter.

· Recognize that boundary violations can occur in same gender as well as mixed gender relationships.

· Outline strategies for prevention, detection, and intervention for boundary violations.

· Assist residents in understanding the difference between demonstrations of empathy and what might be construed as “boundary “ violations




Text (Button B)

Transference, Countertransference

	According to psychoanalytic theory, past experiences, especially those from early childhood, can distort the way people view and react to one another. 

“Transference” is the unconscious displacement of feelings, attitudes, and expectations of significant people in the patient’s early childhood, especially parents, to current relationships. For example, if a patient was raised by parents perceived to be overly critical, the patient might view and react to his or her physician as “overly critical” as well.
“Countertransference” is the physician’s displacement of feelings and attitudes on to the patient. These feelings and attitudes arise from situations and conflicts in the doctor’s past. Countertransference also may include responses the physician has to the patient’s projections..

Residency is an ideal time to develop “self reflection” in trainees.  Caring for patients frequently involves powerful emotions and feelings. Residents may benefit from opportunities to discuss them and learn to “use” them more therapeutically.

For instance, a diabetic patient may have an underlying alcohol use disorder and be “noncompliant/nonadherent” with the doctor’s recommendations.  The physician may respond to this patient in a variety of ways: anger and/or frustration; overlooking or avoiding the alcohol issue; making excessive efforts to attempt to “rescue” the patient.  The physician’s response may be rooted in his/her own personal experiences.  Physicians may unconsciously respond to patients as they either did respond or wish they had responded to a close relative or friend with a substance use problem.  Opportunities to enhance their insight regarding why they feel a certain way when encountering a certain type of patient can lessen the emotional “toll” on them, and help them choose more therapeutic responses to their patients.

Portions of definitions adapted from Laplanche J, Pontalis J-B. The Language of Psychoanalysis. Tr. Nicholson-Smith, D. New York: WWW Norton, 1974. 


Text (Button C)

Policy Regarding Gifts

	Patients frequently want to express “gratitude” to their physician, sometimes with “gifts”.  Physicians need to balance “acceptance” of legitimate gratitude, while avoiding any perception that such a gift affects the patient relationship and results in different treatment (eg,  allowing more time, seeing at “off hours”).  Common advice to physicians is to decline “valuable” gifts.  However “valuable” is a relative concept.  A gift certificate to a nice restaurant may be: 

· financially insignificant to a wealthy patient

· very significant, to a patient making minimum wage

Residencies should consider discussions regarding gift giving and develop reasonable policies, or refer to pertinent policies of their sponsoring institution.  There should be opportunities for residents to reflect on the issues involved and to “practice” ways to respond to patients’ gratitude.  

Gifts can usually be accepted graciously on behalf of the entire “team.”  This also  recognizes that the patient experience is usually a team effort.   For instance, “Thank you for your gift of delicious chocolates (or flowers).   I am happy you were pleased with your care.  I am going to put them in our lounge so that all of the doctors and nurses who worked with you can enjoy.”

Or

“I am happy you were pleased with your care.  Our hospital policy is not to accept individual gifts, but let me give you the address and phone number of our development office if you would want to send this as a contribution to our new children’s wing.  In this way many other children can receive the same good care in the future.”  


Text (Button D)

Cultural Aspects of Care

	The physician’s message is conveyed through both verbal and nonverbal communication.  Both verbal and nonverbal communication is influenced heavily by culture.  Physicians who are not aware of cultural differences can inadvertently send a different message from what they intended.

The Spanish word “horita” means “right now” in Mexico, but “in about an hour or so,’ in Puerto Rico. The English phrase “just now” in South Africa means “later.”  Words may create a different expectation for the patient than what the physician intends, leading patients to be frustrated or even angry.

In many cultures there are different meanings associated with touch, for example, or the amount of physical space between two individuals.  Touching a small child or paying attention to them in some cultures may be interpreted as “personable;” in others cultures, it is considered “bad luck.”

Physicians should learn common cultural norms of the patients with whom he or she interacts.  In addition there should be very low threshold for asking patients and families what is acceptable to them.  For instance, “I have some very important news I need to communicate.  Who would you like me to discuss this with?”

Adapted from Galanti GA. Caring for Patients from Different Cultures.: Case Studies from American Hospitals. 2nd ed. Philadelphia, PA: University of Pennsylvania Press, 1997 




Text (Button E)

Sex and Power

	· There is an inherent power imbalance between patients and physicians.  Patients come to physicians in their professional “role” of healer”. The patient assumes the physician knows more, and/or has more skill in a particular area, which is why they seek care and guidance.  Patients are often willing to be a great deal more honest,   much more emotionally intimate, and far more quickly to the individual in the physician role, than to any other person they know.  They (or their “insurance” ) “contracts” with and “pays” the physician for services  All of these elements convey  “power” to the physician and set up the boundaries of a relationship.   

· Changing any of the elements in the physician patient role crosses these boundaries
· Any sexual contact between a physician and a patient is the most egregious boundary violation, is unacceptable, can lead to professional censure, and a permanent loss of a medical license.

· Residents may not see themselves as “powerful” figures to patients. They may strive to develop egalitarian relationships with their patients and behave as “friendly” in ways that may be misconstrued (eg, suggesting the use one another’s first names).
· Residents may not feel that they are the patient’s “real” doctor.  Instead, they may feel that the Attending is the “physician” and that they, the resident are to “be friends with” the patient.   They may therefore believe that boundary issues aren’t applicable to them.  However, in the patient’s view, the resident is part of the treating team and, therefore, in a position of power as is the Attending/faculty physician.



Text  (Button F)

Sexual Violation versus Sexual Impropriety

	Sexual violations are so egregious they are pretty easy “to spot.”  They are engaged in by only a minority of individuals who are “Sexual predators”. They’re uncommon but grab headlines when they do occur.
Sexual Violation may include physician-patient sex or any conduct with a patient that is sexual or may be reasonably interpreted as sexual, including but not limited to:

· kissing in a romantic or sexual manner 

· touching breasts, genitals, or any sexualized body part for any purpose other than appropriate examination or treatment, especially for sexual gratification of the physician, or in a situation in which  the patient has not consented, refused or has withdrawn consent 

· encouraging the patient to masturbate in the presence of the physician or masturbation by the physician while the patient is present 

· offering to provide practice-related services, such as drugs, in exchange for sexual favors. 

· sexual intercourse, genital, oral and/or anal contact 

Sexual Impropriety is more common but often more difficult to completely define. It  includes behavior, gestures, or expressions that are seductive, sexually suggestive, or sexually demeaning to a patient, including but not limited to:

· disrobing or draping practices that reflect a lack of respect for the patient's privacy, deliberately watching a patient dress or undress, instead of providing privacy for disrobing 

· subjecting a patient to an intimate examination in the presence of medical students or other parties without the explicit consent of the patient or when consent has been withdrawn 

· examination or touching of genitals without the use of gloves 

· inappropriate comments about or to the patient, including but not limited to making sexual comments about a patient's body or underclothing, making sexualized or sexually demeaning comments to a patient, criticizing the patient's sexual orientation (homosexual, heterosexual, transsexual or bisexual), making comments about potential sexual performance during an examination or consultation except when the examination or consultation is pertinent to the issue of sexual function or dysfunction, requesting details of sexual history or sexual likes or dislikes when not clinically indicated for the type of consultation 

· using the physician-patient relationship to solicit a date 

· initiation or encouragement of conversation regarding the sexual problems, preferences, or fantasies of the physician 

· examining the patient intimately without consent
Revised from the Ad Hoc Committee on Physician Impairment. Report on Sexual Boundary Issues 

By The Ad Hoc Committee on Physician Impairment.  The Federation of State Medical Boards of the US, Inc. accepted this Report on Sexual Boundary Issues as policy in April 1996. Accessed 2/15/04. http://www.fsmb.org/Policy%20Documents%20and%20White%20Papers/sexual_boundary.html
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Proposed Causes of Boundary Violations in Physicians

	Personal. Psychological, Relationship Problems:

· Childhood abuse

· Poor self-esteem or personal insecurity 

· Need to control others

· Isolation 

· Burnout 

· Addiction (substance and sexual) 

· Financial stresses 

· Family problems 

Major Psychiatric Disorders Associated with Sexual Misconduct:

· Organic Mental Disorder 
· Antisocial or Narcissistic Personality Disorder
· Erotomanic Delusional Disorder

· Bipolar Affective Disorder

· Obsessive Compulsive Disorder

· Atypical Dissociative Disorder

· Poor Impulse Control Disorder

· Adjustment Disorder (with disturbances of conduct).

(Irons R. Sexually Addicted Healthcare Professionals. Accessed 2/19/04. http://www.prckansas.org/articles/sexually.htm)




Text (Button H)

Consequences to Patients

	· Anxiety

· Dependency 

· Depression

· Sexual and sleep disorders   

· Cognitive dysfunction

· Substance abuse 

· Relationship problems

· Distrust of medical profession 

· Lack of adherence to medical recommendations

· Reluctance to seek treatment
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The Slippery Slope

	Often boundary violations “start” with an innocent behavior. One event in and of itself may be “fine” however the physician starts a slippery slope of more and more problematic behaviors.

Physicians’ behaviors with patients (these may not occur in linear fashion)

· Physician neutrality slowly declines. The physician starts spending more time, suggests appointments late in the day 

· Fraternizing occurs outside the practice, arranges to see patients outside of regular office hours or in non office, non hospital settings; makes frequent phone calls that start by discussing a laboratory results, for example, and continues to a more general conversation. 

· Patient regarded as “special”  in some way, extra time, extra appointments, charged less, (or not at all) for visits

· Confidential information concerning other patients or the work environment is revealed 

· Physician engages in self-revelation treating the patient as a “friend” 

· Physical contact is initiated, non sexual at first.

· Increasing blurring of the line  between personal relationship and professional medical one 

· Office records/documentation not kept or altered of the physician-patient encounters

· Physician and patient begin dating 
· Physician and patient begin a sexual relationship
(Adapted from Simon, R.I. Therapist-patient sex. Forensic Psychiatry 22(1): 31-47, 1999)

Factors that increase the likelihood of sliding the slippery slope with the patient:

· Not using chaperones

· Accepting gifts that could have intimate meaning to the patient

· Accepting excessive gifts

· Keeping secrets about professional behaviors, not completely documenting encounters

· Revealing excessive amounts of personal information to patients

· Engaging in a behavior the physician would be embarrassed to be publicly revealed (in the local newspaper, or to his/her colleagues)

· Engaging in behavior(s) which makes other members of the health care team uncomfortable in their roles vis a vis the patient

· Exceptions do and should exist. Revealing a little bit of personal information makes the physician more real, more trustworthy. 

· Graciously accepting baked goods or garden produce is  courteous and .  gifts can often be shared with your office staff. Appreciation for the gift can be expressed in the context of the entire team (“Thank you for the delicious coffee cake [or the flowers].I will put it [them] in our break room so we an also enjoy your thoughtfulness.”)

· Going to the funeral of a patient may show respect and may be a display of support for other family members (who may also be the physician’s patients) especially for a patient with whom the physician had a long and trusting relationship. (On the other hand, the physician can’t play favorites..setting up an expectation the physician attends all significant family events ..funerals, christenings etc may be completely unrealistic.  Attending these events for one family and not another may lead to patient dissatisfaction

·  in small rural communities, physicians may be unable to avoid their patients socially. 

· One test of “acceptability” of behavior especially relevant in small communities is the “publicity test.”  Imagine that whatever you are contemplating appears on the front page of the local newspaper. If this would be “embarrassing” or compromising to you (or the patient) in any way, refrain from doing it!

With trainees:

· Giving special consideration especially unless reviewed and agreed to by the program leadership or the entire faculty body

· Grading higher than performance merits

· Meeting, or requesting meetings, outside of work setting or typical hours

· Establishing dating and/or sexual relations with anyone with whom one has supervisory/evaluative responsibilities
Residents should be encouraged to openly discuss such situations with faculty so that they can receive mentoring on the fine line between appropriate and inappropriate behavior. 
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Example of a Professional Expectations Form for Residents

(Modify for your own environment with input from your institution’s human resources, risk management, legal team)

Professional Expectations

Purpose:  Successful participation in graduate medical education depends upon many factors, central to which are ACGME core competencies: Patient Care, Medical Knowledge, Practice Based Learning and Improvement, Interpersonal and Communication Skills, Professionalism and Systems Based Practice.  These are similar to Duke School of Medicine Service Standards: Health and Safety, Courtesy and Respect, Efficiency and Effectiveness, Continuous Learning and Improvement.

Professionalism includes a variety of behaviors and attitudes consistent with and understanding of, and commitment to institutional policies and procedures, Departmental, Divisional and Program-specific expectations.  This includes treating everyone (colleagues, faculty, students, patients, families, staff, and guests) with respect and demonstrating integrity and honesty.  

This document, “professional expectations” is intended to provide written guidelines which outline expectations and potential disciplinary consequences for activities, practices, or behaviors, of graduate medical trainees of Duke University Hospital which are consistent with professional behavior.

Resources and techniques dedicated to developing a greater understanding of these expectations and supporting successful performance include but are not limited to:

· New Graduate Medical Trainee orientation

· House Staff Manual

· Graduate Medical Education web page 

· Office of Graduate Medical Education staff

· Elected House Staff members to the  Executive Council 

· Required Web modules

· Policies and procedures on attendance and time away from work notification 

· We expect  residents to

· Treat everyone (eg. colleagues, faculty, students, patients, families, guests) with respect as well as demonstrate integrity and honesty

· Ensure patient safety

· Regularly review your performance evaluations with program director 

Resources

· The Graduate Medical Education Office

· The Office for Institutional Equity (which is dedicated to advancing and sustaining an environment of internal equity, diversity and inclusiveness for all members of the community by insuring equal access to employment  and educational opportunities)

· The Office of Human Resources

· Personal Assistance Program (PAS), Live for Life Program , Medical Alumni Exercise Facility all of which promote and support emotional and physical well being and provide strategies to prevent impairment.

· The Disability Office 

· Faculty/Attending/Peer Feedback

Standards of Conduct and Performance:

General standards of conduct and performance apply throughout the hospital and affiliated educational sites. Violation and/or failure to adhere to these standards may result in warning (oral or written) corrective action and suspension, and include termination.  

These standards are minimum guidelines for conduct and work performance of residents.  These are not “all inconclusive” but representative of the behavior and performance which are acceptable and not acceptable. They may be supplemented by additional regulations when residents are subject to professional accreditation and/or state regulations and/or licensure, and to the requirements of individual departments and programs..

All incoming residents must read and acknowledge by their signature that they have received a copy of the Professional Expectations.

Key:
Recommended Disciplinary Action

O:
Oral Warning (written documentation filed in the training record)

W:
Written Warning

CA/S:
Automatic corrective action including suspension

T:
Termination

Professional Expectations:

Standards of Conduct and Performance for Graduate Medical Trainees:

	STANDARD
	Example of a

VIOLATION
	1st event
	2nd event
	3rd event
	4th event

	Performance



	1.1  Perform assigned tasks safely, competently to maximize patient health and safety and according to performance expectations.
	1.1a  Failure to perform task(s) adequately as requested, either because of unwillingness to perform the task or carelessness in carrying out the assignment
	O
	W
	CA/S
	T

	1.2  Demonstrate commitment to excellence and ongoing, continuous learning and improvement and  professional development
	1.2a  Being in an unfit condition to perform the duties of the job, including working under, or suspected of working under, the influence of drugs or alcohol
	T
	
	
	

	Compliance with Policies & Procedures



	2.1  Understand and comply with all University, Hospital, or affiliated premises, policies and procedures, i.e. Clinical,  Administrative, and Safety policies
	2.1a  Failure to complete required safety training
	W
	CA/S
	T
	

	
	2.1b  Failure to complete required HIPAA/confidentiality  training
	W
	CA/S
	T
	

	
	2.1c  Failure to maintain current BLS, ACLS
	W
	CA/S
	T
	

	
	2.1d  Failure to maintain current NALS, PALS, ATLS (when required by department/program )
	W
	CA/S
	T
	

	
	2.1e  Failure to complete required ACGME competency modules
	W
	CA/S
	T
	

	
	2.1f  Engaging in  unapproved “moonlighting” activities
	CA/S
	T
	
	

	
	2.1g  Failure to have an annual PPD with results recorded at EOHS
	O
	W
	CA/S
	T

	2.2  Comply with all federal & state  and accreditation standards regulating the provision of professional services
	2.2a  Failure to maintain on file with the Office of GME a valid medical license
	CA/S
	T
	
	

	
	2.2b  Any activity which violates federal or state standards regulating the provision of professional services, or violations of regulations affecting continued licensure, commissioning or certification in a profession
	T
	
	
	

	
	2.2c  Boundary violations and/or sexual relationships with patients, 
	T
	
	
	

	
	2.2d  Self prescribing or prescribing for family members in violation of policy of the  state Medical Board
	W
	CA/S
	T
	

	2.3  Maintain duty hours in compliance with Institutional, ACGME and RRC policies
	2.3a  Work in excess of 80 hours per week averaged over 4 week period; work in excess of call more frequently than 1 night in 3 averaged over a 4 week period; lack of having one 24 hour period in 7 days away from the hospital averaged over a 4 week period  (unless program has received ICGME and ACGME exemption)
	W
	CA/S
	T
	

	2.4  Protect confidentiality of sensitive information.  Such information should not be repeated, discussed or removed from the work area, except for legitimate and authorized work reasons
	2.4a  Use of another’s computer sign-on or computer access code or providing the use of an individual’s sign-on code without proper authorization to gain unauthorized access to confidential or privileged information 
	W
	CA/S
	T
	

	
	2.4b  Behavior which compromises another’s safety or privacy, or discloses confidential University information, including access to medical records based upon curiosity and not a medical “need to know” due to participation in the patient’s medical care, or designated QI or educational function
	CA/S vs T depends on whether curiosity or malicious intent
	
	
	

	2.5  Demonstrate honesty and integrity 
	2.5a  Falsifying University, Hospital, or affiliated records, including intentional failure to accurately record time records, or medical records 
	T
	
	
	

	
	2.5b  Failure to demonstrate commitment to ethical principles
	CA/S
	T
	
	

	
	2.5c  Failure to appropriately disclose relationship/gifts from  industry including pharmaceutical representative in order to avoid real or perceived undue influence
	W
	CA/S
	T
	

	Availability for Work



	3.1  Attend work as assigned; arrive on time fully prepared to begin work. Remain throughout the work period and until work is completed (patients seen, notes written or dictated, messages completed).  Request authorization for time away from work according to established procedures if there is a need to leave the workplace
	3.1a  Violation of attendance policy involving unscheduled absence or tardiness for whatever reason, including failure to report to work or leaving work prior to conclusion of the work period, and absences which exhibit an unprofessional pattern or trend.   Absences may render a graduate medical trainee unable to complete a program within the training contract and may result in a trainee being ineligible to sit for boards, depending on specific rules of the relevant RRC
	O
	W
	CA/S
	T

	3.2  Notify the supervisor well in advance of any unscheduled absence in accordance with departmental guidelines.  
	3.2a  Failure to inform supervisor when leaving duty or failure to report back 
	W
	CA/S
	T
	

	
	3.2b  Absence without notice provided in accordance with program procedures for 3 consecutive workdays constitutes voluntary resignation
	T
	
	
	

	3.3  Arrange coverage for patient follow-up when absent.
	3.3a  Failure to arrange patient coverage when absent
	O
	W
	CA/S
	T

	3.4  Answer pages and respond to emails in timely fashion.
	3.4a  Failure to respond to pages promptly (typically within 15minutes); email within 24 hours, when on duty and on call.
	O
	W
	CA/S
	T

	
	3.4b  Failure to use available systems to designate vacations, time away, etc.
	O
	W
	CA/S
	T

	Teamwork & Workplace Behavior



	4.1  Communicate effectively and demonstrate caring and respectful behaviors when interacting with patients, families, staff and colleagues; Work collaboratively with all co- workers including those from other disciplines to provide patient-focused care
	4.1a  Inappropriate behavior and/or use of profane, abusive or loud/boisterous language directed toward patients, families, staff, supervisor or co-workers 


	W
	CA/S
	T
	

	
	4.1b  Threatening or endangering any person’s life or health, deliberately or through carelessness
	CA/S
	T
	
	

	4.2  Demonstrate respect, courtesy towards fellow staff members, faculty, students, patients and visitors; demonstrate sensitivity and responsiveness to patients and co workers’ culture age, gender, and/or disabilities  
	4.2a  Failure to appropriately interact with anyone on University, Hospital, or affiliated premises (including patients, their families, students, visitors or other employees) 
	CA/S
	T
	
	

	
	4.2b  Violating another’s privacy or dignity, including sexual harassment or insensitivity to culture, age, gender and/or disabilities
	CA/S
	T
	
	

	
	4.2c  Sexual relationship with anyone with whom one has supervisory or educational evaluative responsibilities
	CA/S
	T
	
	

	4.3  Be productive and use all available time to accomplish expected work tasks.  Personal business should be accomplished outside of work times and/or in scheduled time-off
	4.3a  Failure to complete work assignments in a timely fashion.  Allowing personal activities to interfere with professional responsibilities.
	O
	W
	CA/S
	T

	4.4  Use available resources to resolve work related problems 
	
	O
	W
	CA/S
	T

	4.5  Facilitate learning of students and other health professionals
	4.5a  Failure to treat others with dignity and respect and maintaining appropriate relationships which are conducive to equitable, balanced evaluations
	O
	W
	CA/S
	T

	4.6  Dress for work according to the department’s workplace attire guidelines, including the appropriate display of the Duke identification badge
	4.6a  Failure to conform to departmental uniform or dress code policy, including the wearing of identification badges
	O
	W
	CA/S
	T

	4.7  Give, accept and ask for balanced feedback on a regular basis
	
	O
	W
	CA/S
	T

	Work Requests & Assignments



	5.1  Complete all medical records in a timely fashion
	5.1a  Failure to complete medical records within Hospital/Department designated time frame
	W
	CA/S
	T
	

	Safety & Respect 



	6.1  Respect and safeguard the property of others and institution.. Use hospital property only for legitimate work purposes (email, facsimile machines, computers, copiers, cell phones, tools, vehicles and other work related equipment)
	
	CA/S
	T
	
	

	6.2  Use only hospital email system for hospital information
	6.2a  Transferring a hospital/institutional  email account to another email address
	W
	CA/S
	T
	
	

	
	6.2b  Conducting a personal business from a hospital/.institutional email address
	W
	CA/S
	T
	

	6.3  Report immediately any accident on University, Hospital or affiliated premises involving an on the job injury or property damage
	
	W
	CA/S
	T
	

	6.4  Obey and abide by all civil, state, and federal laws and University regulations.
	6.4a  Commission of any crime on University, Hospital, or affiliated premises such as theft, unauthorized removal of or willful damage to property 
	T
	
	
	

	
	6.4b  Unauthorized possession of alcohol, weapons, explosives or being in possession of illegal drugs
	T
	
	
	

	
	6.4c  Charging personal long distance phone calls to the University, Hospital or affiliates authorization
	T
	
	
	

	
	6.4d  Gambling on University, Hospital or affiliates’ premises
	T
	
	
	

	
	6.4e  Commission of a work related crime while off campus
	T
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