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What is HUG (Action for Mental Health)? 

 

HUG (Action for Mental Health) is a network of people who have experience of 
mental health problems.  

 

HUG has several hundred members and 13 branches across the Highlands.  HUG 
has been in existence since 1996.  Between them, members of HUG have experience 

of nearly all the mental health services in the Highlands.  

 

HUG wants people with mental health problems to live without discrimination and 
to be equal partners in their communities. They should be respected for their 

diversity and who they are.   

 

We should: 

 Be proud of who we are 

 Be valued 

 Not be feared 

 Live lives free from harassment 

 Live the lives we choose 

 Be accepted by friends and loved ones 

 Not be ashamed of what we have experienced 

 

We hope to achieve this by: 

 Speaking out about the services we need and the lives we want to lead 

 Challenging stigma and raising awareness, and understanding, of mental 

health issues 
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HUG’s Aims 

 To be the voice of people in Highland who have experienced mental health 

problems.  

 To promote the interests of people in Highland who use or have used mental 

health services. 

 To eliminate stigma and discrimination against people with mental health 

problems. 

 To promote equality of opportunity for people with mental health problems 

irrespective of creed, sexuality, gender, race or disability. 

 To improve understanding about the lives of people with mental health 

problems. 

 To participate in the planning, development and management of services for 

users at a local, Highland and national level. 

 To identify gaps in services and to campaign to have them filled. 

 To find ways of improving the lives, services and treatments of people with 

mental health problems. 

 To share information and news on mental health issues among mental health 

service user groups and interested parties. 

 To increase knowledge about resources, treatments and rights for users. 

 To promote cooperation between agencies concerned with mental health. 
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Introduction 

In the spring of 2013 we decided to consult our members on the boundaries and 

relationships we thought could exist between people working in mental health and 

people with mental health problems, especially their clients. 

The reason for this was that the subject had often been raised by our members as 

something that would deserve further discussion. We found the subject of the 

friendships some of us had with our helpers an important thing to talk about and 

evaluate. However, we had also been talking about it as HUG the organisation, 

too. We were aware that sometimes we felt that workers and members could 

become close socially and that this closeness could be misinterpreted. We were 

keen to decide whether a worker in HUG could be friends with members and if 

they couldn’t what we should do about this. 

We held discussions, based around a series of questions to encourage debate, in 

fourteen meetings across the Highlands involving 112 people. The vast majority of 

participants were people with mental health problems but there were also some 

people who are carers, people who work in mental health who also have mental 

health problems or who work and do not have mental health problems. 

This report is a summary of those conversations and has been approved by the 

HUG advisory group. 
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Why do workers need boundaries? 

Most of us could see the need for boundaries, especially when these boundaries 

involve friendships and relationships. 

Many of us felt that there were many reasons why workers should separate their 

work life with clients from their social life and also for them to stick to work in 

work time and not outside of it. 

We felt that some of the reasons were to do with protecting the workers and some 

to do with protecting us. 

For workers, many of us thought that they need to be able to go home when they 

have finished working and not have to think about or be exposed to work issues 

until they return to work. They need space to relax and switch off and a home life 

that is protected from undue pressure. 

Some of us felt that workers need to have boundaries with us in order to keep a 

wall between them and the distress they constantly see in us. Being constantly 

exposed to this is sometimes too much: 

 “They listen to peoples’ darkness day in, day out. They need ‘down time’ and 

this is precious and needs respected.” 

 “What is admirable is the ability to have a meeting with them, then you go 

away and they switch on to the next person and then they switch back on to 

you when you next see them. It must be very hard to go home and switch 

off at the end of the day – that’s why we need boundaries – it must be 

almost impossible to avoid emotional involvement.” 

Equally boundaries can be needed to give shape to the job but also shape to the 

relationship, if a professional doesn’t like one of their patients they still have an 

obligation to treat us and to act in a way that encourages recovery: 

 “In professional life you can switch off and drop the role. In personal life you 

cannot.” 

 “The boundaries protected me as a professional – it helped me know where I 

was in relation to my job, my role, and my patients.” 

Some of us felt that if workers become close to people they are providing therapy 

to that there might be problems with this. Being regarded as a friend may also be 

something we cannot handle and may make us more ill.  

Some of us also worried that their judgement may become impaired by the weight 

of closeness and may cause them to become less professional in their decision 
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making. They may find it hard to take some courses of action with us purely 

because they feel a different obligation to us as a friend. 

Many of us felt that there can be a high emotional cost; a worker providing 

therapy for a friend or someone they feel close to, may quickly become a bitter 

enemy if we perceive their help to have been unhelpful. Equally they may feel a 

great emotional cost if they feel that they have let down a person that they care 

deeply about. 

Some of us felt that sometimes we can be deliberately or unconsciously 

manipulative and that we do accuse professionals of inappropriate conduct 

especially around their feelings for us. We did not fully understand why this 

happens but felt that it may be more common for professionals to be unjustly 

accused than for them to act inappropriately. For this reason, we felt that workers 

can need boundaries in order to protect them from such claims, if they are 

inaccurate. 

Some of us had the feeling that the key measure of whether a boundary is needed 

in the relationship is to assess whether the relationship the worker and client have 

is benefitting or damaging the treatment that is being provided. 

We are aware that some of us are very vulnerable and that relationships can be 

abused and result in harm: 

 “Maybe a member of staff might have thoughts of a sexual nature – that 

would be wrong because they are vulnerable. People could be taken 

advantage of.” 

 “At the end of the day it is right that they can’t socialise because of the 

possibility of abuse.” 

 “We need boundaries because we can be taken advantage of.” 

Some of us felt that although we could see how a worker might be friends or close 

to one person it might be unwise or wrong for them to be close to another person. 

This gave us some concern as we felt that if there are codes of conduct about this 

they would struggle to find a way of saying people can sometimes be friends and 

sometimes not friends.   

Some of us also worried that being close to one person and not another would 

expose workers to accusations of favouritism. 

Some of us felt that workers often have similar experiences to us, that many of 

them are also people with mental health problems, sharing this can have both 

very positive and negative effects. 
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Many of us feel that reaching across boundaries and sharing some of their 

experiences and lives with us can be very helpful; it can help make a connection 

and also show us what we might aspire to, equally this confiding can serve to 

distance us: 

 “I have had professionals that have told me all about their life. It shows me 

what normality is like. It takes away from illness. So the degree of closeness 

could be good but it could make me feel distraught.” 

However, some of us also felt that workers can use ideas of professionalism to 

hide behind or to do a bad job. We often find that the workers we most admire 

and who give us the most support are those who try to understand our world, who 

give something of themselves and who share some of themselves: 

 “A lot of this, is that they are far easier to trust if they share some of 

themselves.” 

 “If they are in a professional position, people have as much right to be 

secret as anyone else but often they expect you to say everything about 

yourself and yet they are detached.” 

For some of us boundaries are a matter of trust and approach and are needed to 

ensure the work that is done with us is helpful and ethical: 

 “Be personable, be polite, don’t talk down, keep confidentiality.”  

Some of us feel that boundaries are needed so that a worker who is also a friend 

doesn’t have a professional obligation to intervene if we tell them some of our 

feelings: 

 “When people are ill, they often need to talk to a friend and if that friend is 

also a professional who has to act on this, this is a problem.” 

Some of us are bitter about the help we get and feel that boundaries are 

necessary to shield us from some of the attitudes professionals hold; 

 “We can need protected from professionals and this may be a reason for 

boundaries – they sometimes don’t see us as people.” 

We may not be friends with our helpers but because we may have spent many, 

many, years often going through intense experiences together, we do develop 

some sort of relationship. For some of us losing a CPN who has witnessed and 

assisted us with so many aspects of our life can be very hard. We often build up 

very strong bonds. 

Some of us do not like boundaries, we think they create division, inequality and 

define us as different and maybe lesser: 
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 “Boundaries are bad things because they create loneliness and distance and 

jealousy and walls and add to stigma but they were created to safe guard 

the professionals.” 

Some of us are more than happy to have a sense of distance from workers: 

 “If I were to see the c.p.n. in the street I would have no problems with 

saying “Hi” but I wouldn’t meet for a drink because there would be the 

temptation to talk about treatment.” 

We also felt that when we are looking at boundaries we need to define what we 

are discussing more accurately, although in reality it may be hard to do. We feel 

the boundary is with the job. The demands of the job and the way in which it is 

practiced can make the need for an emotional and physical distance at times. This 

is the reason for having boundaries. There is not necessarily any need to have a 

boundary with people because of their diagnosis or background, that is a personal 

decision unrelated to work. 

Some of us wondered if the boundaries in psychiatry are different to those in 

physical health as we found it hard to believe that a G.P would have these 

barriers, especially in a rural area: 

 “Is this different for people with physical issues? The G.P. wouldn’t ever be 

queried if we had a drink together if I had broken my wrist once and he had 

mended it.” 

Some of us felt that although there is often a need for boundaries that, in many 

situations, common sense rather than regulation, is needed to decide on what 

these are. We also felt that whatever the regulations or practice that boundaries 

will also always be broken or go wrong. 

 

Personal contact 

We discussed having peoples’ home numbers. We know that some staff such as 

‘drop in centre’ staff are more likely to give their numbers out. We also know that 

some staff have been disciplined for doing so. We had mixed views on this, feeling 

that some of us would abuse this situation and that others would naturally have 

such information.  

Rather than being a matter of rules, some of us feel issues like this should be 

down to the individual and their personal judgement: 

 “Here it is more a family thing and it is up to the staff to use their 

judgement as to whether to give their number to someone.” 
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 “There are people here I wouldn’t dream of giving my number to and others 

I would.” 

 “You need to rely on the emotional IQ of the person you are dealing with. 

Some people have given me their personal numbers, some have been open 

about their own problems. The only funny one was I wasn’t meant to get 

mindfulness, I should have gone through c.b.t. to get mindfulness they 

assessed me though for it– I was so delighted when I heard, I rushed across 

the room to give her a hug and she was very alarmed.” 
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Is it ever possible for workers to socialise or become friends 

with clients? 

 

The type of worker 

Some of us thought that the extent to which workers could become friendly with 

clients would probably vary with the job they were doing. If they are a psychiatrist 

with the power to section us they are less likely to be a friend than a support 

worker we regularly have coffee with. In some voluntary sector projects such as 

drop in centres there is a pride taken in the sense of equality and family 

atmosphere that exists, the boundaries that are appropriate here would be far 

more flexible than those that we might have when going through psychotherapy. 

 

Statutory servic es and individual therapy 

Many of us feel an automatic sense of distance from professionals/workers who 

provide formal types of therapy, probably, both because of the role of the job, the 

power imbalance and maybe class issues. 

 “We don’t naturally mix with them ” 

 “When I see a doctor or nurse, they say they can’t have anything to do with 

you and I find that a bit off.” 

 “There needs to be some level of professionalism – you need to create trust 

in the person being treated: they need a degree of objectivity and an 

outsider view point. If they are friends with you they can’t give treatment. 

The degree of closeness varies with the job: a psychiatrist couldn’t be a 

friend but a ‘drop in centre’ person could be.” 

 “If they are not providing direct treatment then they could be a friend.” 

 “You look at your staff member as being the strong one and being there to 

help.” 

 “I could see myself going out for a drink with the C.P.N. and yet not the 

psychiatrist but that is because of our relationship.” 

 “Boundaries are essential – I would not tell people about my problems and 

personal life. That would stop people feeling able to tell me things – it could 

become too close. If someone is unwell then they may not respect 

boundaries. They may turn up at your door when you are off and they are 

unwell – there is a time and a place for this.”  
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Voluntary sector and social support 

Some of us feel that some of this sort of work does not need as rigid boundaries 

as in other areas but equally within it there is also the need or the perception of 

the need for boundaries: 

 “[The HUG worker] has come up through the ranks – you are one of us – but 

does this create difficulties because you might want to decide who you want 

and don’t want to be a friend. That could cause difficulties for other HUG 

members who are not friends.” 

 “With XXX we can be friends with him but can’t go past a certain point. XXX 

can’t be friends but has to deliver services with warmth. We are not allowed 

contact outside the centre.”  

 “We need to be seen as consistent and fair. I am not allowed to have a drink 

with someone. This could breach our personal issues and consistency and 

allow subjective issues to creep in. I can’t offer the same type of contact as 

in the centre. If I saw someone socially it may be hard for people to adjust 

to the two sides of this.”  

 “We do music together – where we are friends and yet aren’t friends. It’s 

inappropriate to specifically invite a user to a session I am doing but if they 

come along that is a different issue.” 

 “There are no boundaries in the drop in’s; that’s what’s great about them – 

there are rules that’s also what’s good about them – it feels like you are with 

equals, that we are all in it together.” 

 

Different levels of relationship 

Some of us feel that not having to have any form of social relationship with a 

worker can be a relief for some of us: 

 “The idea of a paid friend is a contradiction but there should be a recognition 

and a sense of relief for the user that they don’t have to extend these 

courtesies to us. That this means that we can take advantage, that we are 

entitled to this without feeling grateful, that we don’t have the same 

obligations.” 

While some of us felt that there should be no social contact at all between workers 

and us many of us felt that there could be contact and a degree of closeness. 

 “We need to realise that their service is professional but naturally it doesn’t 

stop there.” 
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We varied in our views as to the degree of contact and closeness we thought 

should be possible: 

 “It could be good to just show our appreciation of them and their work.” 

Some of us felt that impromptu meetings and gatherings would be fine but a well-

developed friendship would be going too far: 

 “Meeting for a coffee or going for a walk maybe, if they happened to be 

there fine – but they cannot socialise with us.” 

If we are all going to a social event or activity that we have in common, then 

some of us could see how that might be acceptable: 

 “If they were going into Inverness on the weekend then maybe we could do 

it together” 

Some of us felt that friendship cannot be proscribed, some people are inevitably 

going to develop friendship and closeness and as long as that friendship is not 

abusive there is nothing wrong with it: 

 “They should be able to socialise with clients. You cannot tell someone that 

they cannot be your friend.” 

Some of us did not like the idea that workers should not be friends: 

 “It shouldn’t be a problem – they are doing a job – they should have the 

right to be friends” 

 “Being told you cannot socialise or you lose your job is wrong.” 

 “There shouldn’t be a division.”  

Some of us felt that the matter of friendship was a personal matter that should be 

decided between us as equals and should have nothing to do with work. 

Some of us felt that the whole approach a worker took to us meant that in some 

senses they were inevitably our friends: 

 “XXX is a friend because of the person she is.”  

Many of us felt relationships or friendships with workers are fine if we want them 

as long as they are not directly treating us. If they have treated us in the past and 

we have been discharged from their care, then we think friendship is also possible 

as long as it is unlikely we will be treated by them again soon. 
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Some of us could see the possibility of intimate relationships between workers and 

their clients but the vast majority thought this would be wrong: 

 “Because you’re their patient you can’t get too close; you couldn’t go out 

with them.” 

 “It’s sensible because you may have people who are predatory and who may 

exploit them sexually or romantically. You don’t expect a doctor or a nurse 

to fall in love with you.” 

 “If a nurse has been involved with a patient romantically before they were a 

patient, then that is ok as long as they are not then involved with their 

treatment.” 

 “People can have feelings and be drawn together but we need limits.” 

 

What the relationship is 

Some of us think that we are using the wrong terminology and that in fact we 

have a lack of words to describe relationships with workers. The people who help 

us may not be friends in the conventional sense but then neither are they just 

acquaintances or impersonal assistants: 

 “I think you need to be clear how you define a friend. I think many of us 

have friends who provide professional help to us. There are many people we 

haven’t seen for five years and then are friends and others who would be 

upset if they didn’t hear from us for a couple of weeks.” 

 “Maybe it’s not friendship but compassion.” 

 

Therapy as friendship 

Some of us feel that the whole process of therapy drives us towards a relationship 

or friendship and that a degree of closeness is inevitable. 

 “Through our treatment we may develop a friendship: that is sometimes the 

root of our treatment.” 

 “You think “Should I be here?” You need someone to say “You should be.” A 

friendship can come out of these ashes.” 

 “We need companionship – if you are living alone then sometimes this 

happens from our professionals or they may guide us to this. There is an 

element of companionship.” 

 “The professionals, on one side you need to distance yourself, but the stuff 

you bring up makes a bond and you do have a relationship.” 
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The role of a worker 

Some of us think that the role of a mental health professional, if they are 

providing therapy to us, automatically works against ‘true’ friendship. The 

professional has an expertise and advice that we rely on. They may also have a 

cultural role that creates its own need for distance: 

 “Distance – in our society where there was more community spirit. We all 

shared it. They now bear the burden of what we go through and need to 

have space from us and the role of being our guides and mentors, they 

mend our heads.” 

 “They are friendly and compassionate but they cannot really be a friend.” 

 “There is a fine line you need to maintain – you need a level of care and 

empathy and need to show that you can also be susceptible to illness but 

you still need a boundary where you may need to intervene with a member 

and go out of the role of friendship.” 

 

The reasons people work in mental health  

Some of us wanted to make the point that workers often get into this line of work 

because they have past or present experience of mental illness or know of people 

close to them with personal experience. Dedicating some of their life to helping 

people like us (or like them) and then not being able to be close to us or to mix 

with us does not make sense.  
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What should happen if a worker becomes a friend? 

Those of us who thought that staff can become personal friends did think that 

once this happened we should lay down ground -rules for that friendship, these 

might be that they stop providing direct treatment or do not discuss this area of 

our lives: 

 “Staff should be allowed to be a friend if they want to; that is a personal 

matter not a job thing – if it happened then you would need to lay ground-

rules about this.” 
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Should we be acknowledged if a worker who knows us sees us 

in public? 

In the past and to some extent nowadays, some workers in mental health were 

expected not to acknowledge us if they met us out of their work situation. 

The great majority of us thought people should greet and talk to us if they 

encounter us. Many of us feel that being ignored by workers when they see us is 

insensitive, discourteous and offensive. 

Some of us could see that there are some people who would worry that they 

would be identified as mentally ill if they were acknowledged and, if they did not 

want this to happen, would prefer not to be acknowledged. We felt that this would 

be simply worked out by asking us in advance what we would like to happen if 

they encountered us walking in the street: 

 “My C.P.N. will speak to me on the street and I don’t find that a problem and 

I don’t think she does. It shouldn’t be a problem.” 

  “If we approach them they should be civil to us.” 

 “I have had nurses in the queue, they have said, “I can’t talk to you.” 

 “We should always be acknowledged in the street – it is rude and ignorant 

not to. There could be all sorts of reasons why they might know us. I feel 

incredibly angry when this happens.” 

 “There is no harm in acknowledging each other in the street. Then you are 

just another person on the street. In a smaller community we all say “Hi!”, 

so it’s natural.” 

 “I make up boundaries myself. I nod and say “hello” but I don’t get any 

closer, I make the boundary. I don’t want to embarrass them. If I see them 

in the street I might nod but they might not nod back.” 

Despite most of us wishing to be acknowledged we could see that there is some 

argument not to do so:  

 “Some people would not want to be acknowledged we need to take a lead 

from them.”  

 “When you bump into one of the professionals there’s that temptation to 

speak to them.  You need the boundary too. I wouldn’t expect them to talk 

about mental illness outside a clinical setting and they wouldn’t expect me 

to.” 

 “But what if your friend says “who’s that?” I can see when you wouldn’t 

want to be acknowledged. 

Some of us did think, on rare occasions, being acknowledged could put us in risky 

situations, for instance if we are presently in a women’s refuge. 
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Examples of relationships with workers 

 “I went fishing with my Doctor and my psychiatrist. It was good. The doctor 

has sometimes asked how I am but we tend to agree to leave that in the 

office. Being called by your first name is good and makes it easier to talk. By 

seeing us in a normal setting it is much better instead of eyes on the 

computer and not looking at you.” 

 “I had to stop seeing my G.P. because I had seen her for so many years. I 

felt the level of care was slipping because she knew me so well.” 

 “There can be a place for that – I took out my Psychiatrists dog.” 

 “Dr XXX is my friend that was ok because she wasn’t involved in my 

treatment. She has given me her house number, it is a healthy good 

relationship and the other professionals also knew this.” 

 “One of my nurses I have known since school. We used to socialise – we 

have such a laugh but we don’t go any further – I would never approach her 

romantically – it would be too weird.” 

 “My Doctor asks me to email or phone. I email at any time – it’s a good 

thing but it depends on the individual. I am appreciating the help but 

understand if it is not answered out of hours, but some people wouldn’t 

understand” 

 “I had a C.P.N. and, because we knew each other well and because of the 

area he covered – he would drop in to socialise at lunch time and I would 

give him soup; it seemed a natural thing to do. Because of other reasons I 

knew the C.P.N.’s home phone number. I felt he was a friend but I would 

never ever have phoned about my health – I knew this was a boundary I 

needed.” 

 “I did have a support worker – I used to get involved with another client of 

his. We both used to go to his home and that was ok. The support worker 

was happy with us going to his home but it doesn’t work with everyone.” 

 “I have formed really good relationships and consider them as friends, they 

are the same age and do the same things as me. But they have boundaries 

so we wouldn’t go out clubbing or phone each other at home. I think it’s 

terrible. I should be able to be friends with them.” 

 “I find my support workers very therapeutic; we do everything together. 

They feel more like friends and have given time up to go out with me.” 

 “I met XXX as a professional and now he is a friend – why the hell not? He’s 

retired now.” 

 “When XXX took me a for a coffee it was friendly, but there was still a 

boundary.” 

 “I had a GP who tried to be a friend when I was psychotic. Then she tried to 

back-peddle and it turned into a bit of a disaster – the attraction of being 
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invited home was very good but when she needed to withdraw it caused 

huge problems.” 

 “I have XXX’s mobile and will text on a social thing but try not to encroach 

on her private world. There is something about trust and respect.” 

 “You can be friends; I count myself as a friend with XXX; I might go to his 

door to borrow a chisel but I wouldn’t go to him for my health.” 

 “I’ve had two support workers –they felt absolutely like friends and then I 

lost them; that feels strange.”  

 “I first saw XXX as a doctor but when I started to see her out of work I 

thought what a lovely person she is and now I help her sometimes.” 

 “I have a friend who is a psychologist. I can talk to him about anything.” 
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When staff are also people with mental health problems 

Most of us felt boundaries here should be more flexible (depending on the job). It 

seems illogical for a person who gets a job, for instance in a drop in centre to have 

to give up friendship with those people who they used to attend with, as clients. 

But there is still the possibility of risk to both clients and staff when this does 

happen.  

Most of us felt friendship in this situation should be a matter of personal 

judgement and would rely on a degree of common sense. 

 “We know people on a friendly basis; before they come here we know each 

other; we can’t stop being friends.” 

Some of us admitted that we also hold prejudice and can be wary of professionals 

who we know have experience of mental illness: 

 “It is a terrible thing to say that we would lose confidence in a professional if 

we knew they had a mental illness – why do we thing this?” 

We discussed the position of HUG workers who publicly identified as people with 

mental health problems and thought they should be allowed to be friends. We felt 

that they were part of our community, they worked alongside us and shared many 

of our values. However, we felt they might need to have boundaries sometimes to 

give themselves a private life. 

 “We have been to the pub many times – I have no problem with this, we are 

sort of colleagues rather than therapists – we work together and although 

you help us when we are down this is ok. It depends on who it is.” 

We can feel awkward when we switch into different roles because of illness; 

 “When I attended ‘Drop in’s’ regularly I was in contact with the community 

mental health team. I almost felt we were working together, as I was a user 

representative then. Then I got ill, then I saw a C.P.N. and did not feel keen 

because I knew them personally.” 

Some of us see the job as being the place where boundaries are created and are 

necessary, the experience of mental ill health does not change this; 

 “I am a psychiatrist; I can see it from both sides. I had recurrent depression 

that got worse and worse and worse. When it got too bad I wanted to see a 

psychiatrist to deal with it. I chose to see someone at a distance who I didn’t 

know well. I needed someone who would listen to me and my problems and 

who I was under no obligation to. I knew my objectivity had gone 

completely. At the same time I was having to work and see people who were 
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miserable and make fine judgements about them. The person in front of me 

would have lost a degree of trust in me if I had confided in them, instead of 

telling them that I knew what it was like. I could identify people who, had 

they not walked into my consulting room, would be a friend. I was worried 

that if we became friends it would affect their treatment. Towards the end I 

let the boundaries slide a bit and was not as effective. My judgement began 

to go because of this. When we were showing photos to each other, I 

realised I had gone too far. 

Psychiatry is enriching; I went in because I could use doctoring skills but 

also my skills as an individual. There is nothing more satisfying than working 

with people with medication and everything else and finding meaningful 

activity, exercise, relationships for them –you get enormous job satisfaction 

and enrichment from this. 

When an acquaintance comes for treatment I need to judge if a conversation 

with me will help or will others provide better help. Just speaking as a friend 

is not enough. It is the level of depth that will be needed. I have 

occasionally sat down to chat, but never as a professional, with one of my 

friends.” 
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Boundaries and rural areas 

Many of us feel that some boundaries are impossible to maintain and shouldn’t be, 

in rural areas. 

It is impossible for a CPN or Doctor to keep their address secret if they live in 

somewhere like Wester Ross or Ardnamurchan and it would be unfair to ask them 

not to converse with and interact with people at the school gate, in a café or at a 

social gathering just because people might be or might have been their clients. 

 “My doctor was my friend – in rural areas this inevitable.”  

 “It can be difficult for them – it’s a small community; you know everyone.” 

 “Geography: in a small community – it changes; your children are at the 

same school, you are in the supermarket together, you can’t always 

maintain boundaries.” 

 “Doesn’t this mean no one in mental health can have a friend in a rural area, 

they are all potential patients.” 
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Conclusion 

As people with mental health problems we have very mixed views about the 

relationships we can expect from workers in mental health and the boundaries 

they may need to have. 

On one level there is an argument that most workers will be trained and expected 

to agree with many of the principles of social inclusion. One of its most basic 

tenets is that people with mental health problems should have the right to, and be 

encouraged and supported to develop relationships and friendships in the 

community. It is therefore a bit confusing when we see many workers convinced 

that they should not have a friendship with anyone with a mental health problem 

let alone their clients and yet at the same time they promote these connections in 

other parts of society. 

It can also be confusing to some of us when we hear that some of our members, 

who work in mental health yet also have mental health problems, are discouraged 

from joining groups like HUG or being open about their experience. On many 

levels this sounds like the enactment of discrimination and the promotion of 

stigma. 

Likewise, when we are told by workers that they will need to avoiding speaking to 

us if they see us in public we can sometimes also feel belittled and devalued, we 

can feel that we are a burden who should be excluded and that it would be both 

demeaning for the worker to acknowledge us and unfair on them. This does not 

make us feel good at all. 

When we look at this area in a certain way, we could argue that on many 

occasions people with mental health problems are avoided by professionals, to the 

extent that they will not talk to us in the street, if they share a coffee with us their 

professionalism will be questioned, if they reveal that they are a part of our 

community they can be asked to sever all connection with us and if they do such a 

thing as give us a simple hug they may be disciplined. If they go as far as entering 

into a loving relationship with us they are likely to be dismissed or even 

prosecuted for sex crimes.  

This rigid division between people who are in close contact with each other is to 

some of us confusing and distressing, it seems natural when we are closely 

involved emotionally, for some degree of relationship and even friendship to be an 

inevitable and human consequence of our interaction. 

However, on another level there are many powerful arguments to some of us 

about why avoiding friendship and setting boundaries are important. They exist at 

a practical level to avoid the undoubted strain and poor practice that would exist if 
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we had no boundaries. The very real abuse that has happened to communities 

such as ours would flourish if we were not protected from people who are in a 

position of power over us. When we are sharing distressing and intimate parts of 

our life, we can need a break from the people we do this with and likewise the 

people who listen and advise and support can have a well-deserved right to space 

from the emotion they are exposed to daily.  

Boundaries can not only protect both parties but they can give a greater clarity 

and integrity to the work people are doing with us. 

It is perhaps wise to reflect on the views expressed in the HUG meeting we held 

on this subject in Golspie: Where a worker decides that they should never have 

social contact with anyone with a mental health problem, then this is offensive and 

discriminatory. However, when a worker is engaged in a form of therapy with us 

and in order for that therapy to work and be effective they need to erect various 

boundaries for our own and their wellbeing. Then, in this case, boundaries can be 

seen as valid and humane ways of dealing with us and the work situation. 

Where the situation is more confusing is reflected in the words of many of our 

members, when they worry what their helpers really think about us even though 

they apparently warm and friendly. It is reflected in the simple fact that we see 

each other as humans first and in these situations feel something as basic as 

friendship shouldn’t be questioned. 

This is especially obvious when we think of support workers, psychiatric nurses, 

drop in centre staff, advocates and so on.  

We may be involved with them over many years and for hours each week; we 

may confide in them in ways we don’t with others; we may be supported in a 

multitude of ways ranging from accompanying us with our shopping, going to 

café’s together, to helping us to feel good about ourselves. This is in essence, in 

many ways, is what we would look for from a close and trusting friendship.  

It is no wonder that some of us and our helpers may get confused about what our 

relationship is to each other. On one hand, we may feel closer to them than 

anyone else in our lives, we can be convinced that we have a strong and powerful 

bond with our helpers that equates to friendship or even love.  

On the other hand, we can be convinced that what appears to be a relationship is 

fake, because the people we speak so trustingly to can be assigned to another 

case at a moment’s notice and we may never see them again, or because we 

know that they are paid to be supportive of us even, when in their inner hearts 

they may have no feelings for us at all. 
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In this world boundaries can be seen to be a safeguard for both us and workers 

but also an impediment to our recovery and above all a source of confusion to 

many of us. It may be helpful to see what it is that such workers really offer us, is 

it a set of skills and abilities or is it, for some of us the offer of a relationship and 

companionship, when we often live very isolated lives, that makes the real 

difference? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

With thanks to all the members of HUG  

and other people who participated in these discussions 

 

 

 

Please feel free to photocopy this report.  However, if you use this report or 

quote from it or use it to inform your practice or planning please tell us about 

this first.  This helps us to know what is being done on our behalf and helps us 

inform our members of the effect their voice is having. 


