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Abstract
Research aims: This study aimed to investigate psycho-
logical therapists' perceived ability to form a working alli-
ance and maintain therapeutic boundaries, and their work 
involvement patterns whilst working remotely via telephone 
or videoconferencing. Furthermore, the study aimed to ex-
plore therapists' experience of therapeutic boundaries when 
working remotely and how they managed these.
Method: A mixed- method sequential explanatory design 
was adopted. Descriptive and inferential statistics were used 
to analyse quantitative data, with thematic analysis used to 
analyse qualitative data.
Results: In total, 161 psychological therapists completed an 
online survey, and 12 participants were selected using maxi-
mum variation sampling to engage in a semi- structured in-
terview. Although results between therapists varied, some 
perceived abilities regarding the working alliance and thera-
peutic boundaries differed when working remotely com-
pared to face- to- face therapy. Therapists' work involvement 
patterns also differed compared to existing data for face- 
to- face therapy, indicated by increased rates of stressful in-
volvement. Considering therapists' experience of therapeutic 
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BACKGROUND

Psychological therapy usually takes place face to face. The COVID- 19 pandemic had major effects on 
the provision of therapy with organisations recommending therapy be provided via remote platforms, 
such as telephone or videoconferencing (British Psychological Society, 2020). Considering arguments 
for increasingly providing services remotely, such as them being more accessible and flexible with tim-
ings (Fleuty & Almond, 2020; Simpson & Reid, 2014), COVID- 19 could catalyse a change in the way 
therapy is provided in the future. Whilst guidelines and recommendations are available for conducting 
therapy remotely (British Psychological Society, 2020), empirical support appears limited.

Interventions without a direct interpersonal encounter, such as internet- based therapy and guided 
self- help, are proposed to have benefits (Abbott et al., 2008) and can be an effective alternative to 
face- to- face therapy (Andersson, 2018). These interventions are arguably distinguishable from therapy 
where there is a direct, synchronous interaction with a therapist (Berger, 2016). In this study, remote 
therapy is defined as therapy that would usually be provided in person, that is instead via telephone or 
videoconferencing.

boundaries, four overarching themes were identified: ‘dif-
ferent boundaries in remote therapy’, ‘work home bound-
ary’, ‘changes in the therapeutic safe space’ and ‘impact of 
boundaries when working remotely’.
Conclusions: Aspects of the working alliance and thera-
peutic boundaries are experienced differently by therapists 
working remotely, which relates to how they experience 
their work. The findings have clinical implications for in-
creasing therapists' awareness of potential changes in their 
perceived abilities regarding the working alliance and thera-
peutic boundaries when working remotely, therefore, ena-
bling them to address these changes where required. Future 
research possibilities are considered.

K E Y W O R D S
remote therapy, therapeutic boundaries, therapist, therapist work 
involvement, working alliance

Practitioner points

• Therapists' perceived abilities regarding the working alliance and therapeutic boundaries dif-
fered when working remotely during the COVID- 19 restrictions.

• Remote therapy presents novel experiences of therapeutic boundaries and poses challenges 
for therapists' ability to manage boundaries.

• Therapists experience higher rates of stressful involvement when working remotely, which 
may be characterised by unpleasant emotional experiences and self- doubt.

• Therapists can attend to their own well- being when working remotely by finding ways of 
strengthening the boundary between work and home life.
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Weinberg and Rolnick (2020) question whether remote therapy ‘is the same therapy or a different 
one?’ (p. 5), whilst others suggest that the interaction and intimacies experienced in remote therapy are 
real, although operating with new dynamics (Essig & Russell, 2017). This raises questions about psy-
chological therapists' experience of remote therapy and its impact on their management of therapeutic 
processes, such as the working alliance (WA) and therapeutic boundaries (TB).

A pan- theoretical concept, Bordin (1979) defined the WA as comprising three aspects: (1) goal(s), (2) 
task(s) and (3) bond. Considered a common factor in therapy, the WA accounts for a significant pro-
portion of therapeutic change (Horvath et al., 2011; Wampold, 2015). A positive association between 
WA and treatment outcome when using remote modes of therapy has been reported, although this 
was based on ‘minimal therapist’ interaction (Anderson et al., 2012) or text- based interventions (Cook 
& Doyle, 2002), whereas others have failed to establish this link (Knaevelsrud & Maercker, 2006). In 
their systematic review of videoconferencing psychotherapy, Norwood et al. (2018) concluded that the 
WA was inferior in videoconferencing compared with face- to- face contact but acknowledged that this 
may have been affected by therapists rating it lower than their clients. Furthermore, one study where 
therapists rated the WA lower in videoconferencing therapy involved them watching recorded sessions 
(Rees & Stone, 2005), thus lacking ecological validity. Nevertheless, these findings do not explain which 
aspects of the WA therapists experienced differently when working remotely.

The WA is governed by the boundaries of therapy, which differentiate it from a social or business 
relationship (Knapp & Slattery, 2004). Boundaries guide the therapeutic relationship by regulating the 
therapist's and client's behaviour which, in turn, should maximise outcome and minimise harm. Drum 
and Littleton (2014) propose that despite the increasing use of technology in mental health provision, lit-
tle to no attention has been paid to TB in telepsychology relationships, arguing that therapists are likely 
to be presented with novel boundary issues when working remotely. Despite Drum and Littleton's (2014) 
recommendations for managing TB when working remotely, these are not empirically supported, and 
therapists' experience of boundaries remains unknown.

Finally, how therapists experience their work when working remotely has not previously been con-
sidered. Therapist work involvement patterns were first described by Orlinsky and Rønnestad (2005) 
who, through factor analysis, identified two independent second- level scales to describe therapists' work 
experience: Stressful Involvement (SI) and Healing Involvement (HI). Stressful involvement reflects a 
therapist's experience of ‘frequent difficulties’ during sessions, unconstructive ‘avoidant coping’, and 
in- session feelings of ‘boredom’ and ‘anxiety’. Alternatively, therapists with high levels of HI are said to 
be ‘accommodating’, ‘invested’ and ‘affirming’, have deeply attentive interest or ‘flow’ during sessions, 
and ‘constructive coping’ when difficulties arise. Work involvement patterns have been related to thera-
pists' ongoing professional development and satisfaction (Orlinsky & Rønnestad, 2005), engagement in 
intersession experiences (Zeeck et al., 2012), and the likelihood that clients will benefit from treatment 
(Orlinsky & Rønnestad, 2005). However, such research has been based on conventional face- to- face 
therapy, raising the question whether therapists' work involvement patterns and experiences differ when 
working remotely.

Rationale for current study

Considering that therapy via telephone or videoconferencing may change the way therapy is provided 
permanently, raises the question whether therapists perceive their abilities and experiences differently 
when working remotely. COVID- 19 has provided a natural opportunity to begin investigating this. This 
research aimed to investigate the following questions:

• What impact has changing to remote psychological therapy during the COVID- 19 restrictions had 
on psychological therapists' perceived ability to form a working alliance and maintain therapeutic 
boundaries, and on their work involvement?
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• How do therapists' perceived abilities regarding the working alliance and therapeutic boundaries 
relate to experiences of Healing Involvement and Stressful Involvement?

• How do psychological therapists experience and manage therapeutic boundaries when working 
remotely?

METHOD

A sequential explanatory mixed- method design was adopted. An online survey collected quantitative 
self- report data about therapists' percieved abilities regarding the WA and TB, and their work involve-
ment patterns when working remotely (Phase One). Subsequently, semi- structured interviews explored 
therapists' experience of TB in remote therapy (Phase Two). Ethical approval was granted by the ap-
propriate Research Ethics Committee, United Kingdom.

Critical realism was the adopted epistemological position, assuming that although data can tell us 
something about reality, it is not a direct reflection of what occurs in the real world (Willig, 2013). 
Critical realism provides a compatible and productive stance for mixed- method research (Maxwell & 
Mittapalli, 2010; Shannon- Baker, 2016).

Phase one

Survey

The research team created the online survey, basing new items on existing definitions and theory, 
and including questions to capture therapists' characteristics, such as level of training and theoretical 
orientation. Furthermore, an item exploring participant's general well- being was included considering 
the potential impact that COVID- 19 could have on an individual's well- being. Items relating to the 
WA were based on Bordin's (1979) conceptualisation and addressed therapist's felt competencies in 
maintaining a WA (Table 5 indicates which aspect of Bordin's definition each item theoretically aligns 
with). Items relating to TB (see Table 5) were developed based on previous definitions of boundaries 
( Johnston & Farber, 1996; Smith & Fitzpatrick, 1995). For the WA and TB items, participants were 
asked: ‘Compared to face- to- face therapy, providing remote therapy during the Covid- 19 restrictions 
has affected…’. Changes in perceived abilities were captured by a bipolar response scale, indicating if 
changes were positive or negative (+5 to −5), including a neutral option to indicate no change. The WA 
and TB items demonstrated high internal consistency (see Results).

The Therapist Work Involvement Scale (TWIS; Orlinsky & Rønnestad, 2005) explored therapists' 
work involvement patterns. Therapists' HI and SI scores were calculated using the equation by Orlinsky 
and Rønnestad (2005). Based on HI and SI scores, therapists could further be grouped into one of 
four work involvement patterns: Effective Practice, Challenging Practice, Disengaged Practice and 
Distressing Practice. This scale has good internal consistency (α = .74 for HI; α = .66 for SI; Nissen- Lie 
et al., 2010) and was compared to existing data in face- to- face therapy.

The survey was piloted with two Trainee Clinical Psychologists. Amendments were made to infor-
mation provided at the end of the survey where clients consented to being contacted for phase two to 
make this clearer for participants.

Sample and recruitment

Therapists had to be practising in a professional therapy role (e.g. psychotherapists, counsellors, psychol-
ogists, CBT therapist, specified ‘other’) and predominantly provided therapy in a face- to- face setting 
prior to COVID- 19, changing to phone or videoconferencing with individual clients during COVID- 19. 
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Therapists could be qualified or in training as further analyses were completed on therapists character-
istics which are reported in an extended paper.

The survey was advertised on social networking sites, aiming to recruit therapists from different pro-
fessional backgrounds and theoretical orientations. To enable snowball sampling, permissions were set 
for the advert to be shared. The survey was also advertised in the British Psychological Society Division 
of Counselling Psychology e- letter. The advert provided a link that took participants directly to the sur-
vey, where consent and eligibility questions preceded the main survey items. The survey was open from 
23 June 2020 to 14 September 2020. Considering the analysis described below, a power calculation was 
completed to establish what sample size was needed, indicating 112 participants were required (α = .05; 
β = .9; Effect size = 0.3).

Analysis

IBM SPSS statistics (version 27) software was used for statistical analysis. Descriptive statistics were 
used for therapists' responses to the WA and TB items and work involvement patterns. As this was 
a new survey, principal component analysis (PCA) was completed on the WA and TB items to see 
if the two construct scales were statistically supported and to establish the internal consistency of 
the survey. Compared with factor analysis looking for latent variables, PCA was chosen as a method 
to establish if linear components existed within the data and how each variable contributed to each 
component.

Pearson's product moment correlations were used to analyse the association between therapists' abil-
ities (WA and TB) and their work involvement (HI and SI). Statistical assumptions of normality and 
linearity are considered the most important for bivariate correlations (Field, 2018). The WA and TB 
scales violated the normality assumption. Thus, bootstrapped confidence intervals at 95% were applied 
to address the issue of non- normality.

Phase two

Interview schedule

Consistent with the design, the focus for phase two was decided following analysis of phase one, 
with reference to existing literature. Whilst TB and the WA are related, they are discrete constructs, 
and it was thought that exploring both qualitatively would limit the depth and scope of the findings. 
Considering claims that remote working may present novel TB (Drum & Littleton, 2014), phase one 
findings indicated that some TB were experienced differently in remote therapy. Thus, we decided that 
phase two would explore therapists' experience of TB whilst working remotely. Interview questions 
were developed, reviewed, and refined by all three authors. Two authors reviewed the first interview to 
ensure the interview schedule enabled sufficient data to be collected to answer the research question 
(Braun & Clarke, 2013).

Participants and recruitment

Participants consented in phase one to being contacted for interview. Potential participants were se-
lected using maximum variation purposive sampling (Palinkas et al., 2013), based on the therapist's TB 
scale score (positive, negative or neutral), age, and current state of well- being. Participants were then 
contacted and consented to partaking in phase two.
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Analysis

Thematic analysis was used following Braun and Clarke's (2006) six phase approach. The first author 
transcribed all interviews and subsequently read each transcript twice to increase familiarity with the 
data before coding. Data were then coded using a hybrid inductive– deductive approach, firstly coding 
inductively and then deductively using a framework developed from existing literature on TB and data 
collected from phase one. This approach was designed to generate a comprehensive thematic descrip-
tion of the data (Willig, 2013). The third author reviewed the initial coding to ensure the approach was 
working as intended. Codes were subsequently organised into themes, with initial themes reviewed 
and refined by the first and third author. Analysis was completed manually without the use of analysis 
software.

Researchers' own experiences, beliefs, and values influence and shape the research process and find-
ings. Clarke and Braun's (2019) checklist was used to consider the quality of this research. For example, 
the primary researcher regularly recorded thoughts and experiences in a reflexive diary, which was re-
ferred to throughout the research to maintain an awareness of their own potential biases. Furthermore, 
the quality of identified themes was explored in discussion between the researchers to ensure that iden-
tified themes were not a reflection of the interview questions, whilst also checking for overlap between 
themes; a recognised means of establishing trustworthiness in thematic analysis (Nowell et al., 2017).

Alternative qualitative methods were considered for analysis. Adopting a purely inductive approach, 
such as that required by Interpretative Phenomenological Analysis, was considered difficult to adopt 
recognising that the researcher had completed phase one analysis. Furthermore, phase two aimed to 
further explain findings from phase one and not necessarily develop a theory, thus grounded theory was 
not considered an appropriate methodology for the study.

R ESULTS

Sample characteristics

Table 1 presents the personal characteristics of the 161 participants that completed the survey, whilst 
Table 2 reports the mean and standard deviation for theoretical orientations endorsed. Characteristics 
for the 12 participants who engaged in phase two is presented in Table 3.

Phase one results

Remote therapy and therapist work involvement patterns

Involvement patterns found in this study were compared to findings from traditional face- to- face ther-
apy (Orlinsky & Rønnestad, 2005), as seen in Table 4; percentages in a larger sample (n = 12,590) are 
near identical (D. Orlinsky, personal communication, October 21, 2020). In this sample, the TWIS 
demonstrated good internal consistency (α = .78).

Experiences of the working alliance and therapeutic boundaries

Responses to the WA and TB survey items are presented in Table 5.
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Principal component analysis

The Kaiser– Meyer– Olkin (KMO) measure of sampling adequacy statistic (Kaiser, 1970) indicates the 
proportion of variance amongst variables that could be caused by an underlying component, with values 
close to ‘1’ indicating relatively compact components. The KMO statistic for this study was .931 which 
is considered ‘superb’ (Hutcheson & Sofroniou, 1999) and, therefore, could be expected to produce reli-
able factors.

Oblique rotation was used as the components were found to correlate at .616, exceeding the criteria 
for using oblique rotation proposed by Tabachnick and Fidell (2019). It has previously been argued that 
the significance of a component loading depends on the sample size, proposing that for a sample size 
of 100 the loading should be >.512, and for a sample of 200 the factor loading should be >.364 to be 

T A B L E  1  Phase one sample characteristics

Characteristic Frequency (%)

Gender

Female 86.9

Male 11.8

Non- binary 1.3

Age

20– 29 15.5

30– 39 40.4

40– 49 27.3

50– 59 11.8

60+ 5.0

Qualified/training

Qualified 81.9

In training 18.2

Professional background

Psychotherapist 17.4

Psychologist 57.8

Counsellor 14.3

CBT therapist 8.1

Other 2.5

Number of years practising psychological therapy

Less than 5 years 32.9

Between 5 and 15 years 46.6

More than 15 years 20.5

Present state of well- being

1 Quite poor; I am barely managing to deal with things 1.2

2 Fairly poor; life is pretty tough for me at times 6.8

3 So- so; I manage to keep going with some effort 24.8

4 Fairly good; I have my ups and downs 35.4

5 Quite good; I have no major complaints 23.0

6 Very good; I get along much the way I would like to 8.7

Note. ‘Other’ professional backgrounds included: suicide prevention worker; psychological well- being practitioner; mentalization based 
treatment practitioner; and social worker. ‘Present state of wellbeing’ was scored on a six- point scale.
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significant (Field, 2018). Thus, considering our sample size, .512 was used as a more conservative crite-
rion to determine which variables contributed to each component. Items that did not reach this criterion 
and/or loaded equally onto both factors were excluded.

Principal component analysis supported two separate components: (1) a ‘working alliance’ compo-
nent scale including all eleven WA survey items (‘WA scale’), and (2) a ‘therapeutic boundary’ scale with 
eight items (‘TB scale’; see Table 5 for TB items included). Both the WA and TB scales demonstrated 
excellent internal consistencies at .96 and .90, respectively.

Associations between therapists' perceived abilities and work involvement

Considering therapist work involvement patterns, HI was positively correlated with therapists' perceived 
abilities regarding the WA, r(159) = .478; p < .01; 95% CI [0.327, 0.595], whereas SI was negatively cor-
related, r (159) = −.356; p < .01; 95% CI [−0.493, −0.218].

Similarly, HI was positively correlated with therapists' perceived abilities regarding TB, r(159) = .369; 
p < .01; 95% CI [0.215, 0.498], whilst SI was negatively correlated, r(159) = −.370; p < .01; 95% CI [−0.493, 
−0.218].

Phase two findings

Four overarching themes were identified: (1) different boundaries in remote therapy, (2) work home 
boundary, (3) changes in the therapeutic safe space, and (4) impact of boundaries when working re-
motely. Subthemes were created where there were clear distinctions between them. Table 6 indicates 
which interviewees were included in each theme and subtheme.

Different boundaries in remote therapy

Therapists described changes to TB regarding the type of boundaries experienced in remote therapy 
and their ability to engage with boundaries; hence, two subthemes were created: ‘different boundaries’ 
and ‘ability to maintain boundaries’.

T A B L E  2  Mean and standard deviation for each theoretical orientation

Theoretical orientation Mean Standard deviation

Systemic 6.30 3.79

Cognitive 6.24 3.12

Behavioural 5.68 3.46

Humanistic 4.03 3.62

Integrative 3.99 3.32

Interpersonal 3.87 3.29

Psychodynamic 2.81 2.87

Other 2.40 3.75

Note: Therapists reported how much their work was guided by each theoretical orientation on a 10- point scale (0 = ‘not at all’; 10 = ‘very 
greatly’). ‘Other’ theoretical orientations included: Acceptance and Commitment Therapy, Compassion Focused Therapy, Dialectical 
Behaviour Therapy and Mindfulness Based Therapy.



    | 9CHANGING TO REMOTE THERAPY IN COVID- 19

Different boundaries
Whilst some boundaries remained unchanged from face- to- face therapy, others were experienced dif-
ferently, such as what topics could be explored in therapy:

It's really really shrank the therapy to more of a check in… therapy in terms of how you 
would normally experience it or imagine it… So, like I said it's mostly checking in, how is 
she doing you know, we might do some mindfulness, short meditation, or something like 
that to support her. 

( Jayne).

As Jayne indicated, therapy was described by many therapists as being restricted to a ‘check- in’, ‘stopgap’, 
or a ‘chat’ rather than what would usually be explored, limiting the boundaries of what could be discussed 
and the content of therapy sessions. For some, the change was acknowledged at a service level, appearing to 
legitimise and perhaps relinquish therapist's individual responsibility for the changes in therapy: ‘the service 
I worked in, it was quite normalised that therapy felt like it was no longer therapy’ (Katie).

Changes in the formality of the therapeutic encounter were also described: ‘it felt like I was being 
treated a bit like a FaceTime call, like if you were just chatting with your mate’ (Danielle). Danielle de-
scribed these changes in relation to the nature of the therapist– client relationship, with it feeling less like 
a formal, professional discussion as would typically happen between a therapist and client. Again, these 
changes appeared to reflect the content of sessions rather than what are typically considered structural 
(Smith & Fitzpatrick, 1995) or logistical ( Johnston & Farber, 1996) boundaries, such as time or location. 
This change in formality included how clients appeared to push the boundaries of therapy:

A client who is complaining that she's had a very hard day and, therefore, she's going to 
conduct the session sitting on the bed with a glass of wine…that for me is about remem-
bering what it is that we are doing, that this is a formal psychotherapy session and not 
chatting. 

( John).

T A B L E  3  Phase two sample characteristics

Pseudonym Profession Gender Age range
TB scale 
score

Well- being 
score

Derek Psychotherapist, 
qualified

Male 60+ 4.17 6

Victoria Psychologist, qualified Female 30– 39 1.33 5

Susan Psychotherapist, 
qualified

Female 30– 39 0.33 5

Jayne Psychotherapist, in 
training

Female 50– 59 0.17 4

John CBT Therapist, qualified Male 60+ −0.33 4

Kimberley Counsellor, qualified Female 30– 39 −0.33 5

Emily Psychologist, in training Female 20– 29 −0.50 1

Danielle Psychologist, qualified Female 30– 39 −1.33 4

Amy Psychologist, in training Female 20– 29 −1.83 3

Katie Psychologist, in training Female 20– 29 −1.83 5

Mandy Psychotherapist, 
qualified

Female 40– 49 −2.00 3

Julie Psychologist, qualified Female 40– 49 −2.17 5

Note. See Table 1 for the Well- being score criteria.
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T A B L E  4  Frequency of work involvement patterns found in this study compared with Orlinsky and Rønnestad's (2005) 
sample in face- to- face therapy

Healing involvement

Stressful involvement

Little (≤4.75) More than a little (>4.75)

Much (>9.55) Effective Practice Challenging Practice

Face- to- face Remote Face- to- face Remote

50% 37% 23% 62%

Not much (≤9.55) Disengaged Practice Distressing Practice

Face- to- face Remote Face- to- face Remote

17% 0% 10% 1%

T A B L E  5  Mean and standard deviation for the working Alliance and therapeutic boundary survey items

Survey item
Item 
topic PCA loading Mean

Standard 
deviation

My ability to effectively communicate nonverbally with my 
clients (task)

WAa .824 −2.04 2.62

My ability to gauge my client's implicit communications 
(bond)

WAa .762 −1.47 2.40

My ability to gauge my client's emotions (task) WAa .788 −0.92 2.29

My ability to only work during my working hours TBb .866 −0.86 2.51

My ability to stop thinking about my client's problems in 
the time between therapy sessions

TBb .747 −0.78 2.36

The therapeutic boundary issues I experience as a therapist TBb .685 −0.46 1.95

My ability to attune with my clients (bond) WAa .894 −0.41 2.17

My ability to effectively manage my client's risk TB −0.30 1.90

My ability to effectively manage ruptures in the therapeutic 
relationship (bond)

WAa .731 −0.21 2.06

My ability to maintain concentration on the client and/or 
task (task)

WAa .643 −0.19 2.47

My ability to build a sense of trust with my clients (bond) WAa .879 −0.11 2.18

My ability to effectively communicate verbally with my 
clients (task)

WAa .824 −0.01 2.26

My ability to maintain therapeutic boundaries with my 
clients

TBb .586 0.02 1.94

My ability to create risk management plans TB 0.04 1.67

My ability to maintain a consistent space where I engage 
in therapy

TBb .668 0.12 2.37

The amount that I self- disclose to clients TBb .612 0.18 1.64

My ability to establish a therapy contract with the client TBb .531 0.20 1.81

The way I contract with clients TBb .575 0.20 1.84

My ability to be empathic towards my clients (bond) WAa .972 0.27 2.03

My ability to work in collaboration with my clients to 
achieve their goals (goal)

WAa .774 0.40 2.08

The length of agreed therapy sessions TB 0.53 2.10

The way I explain the limits of confidentiality TB 0.54 1.75

My ability to be compassionate towards my clients (bond) WAa .973 0.60 2.04

My ability to attend appointments on time TB 1.32 2.15
aItems included in the ‘WA scale’ following PCA.
bItems included in the ‘TB scale’ following PCA.
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John described how changes in boundaries resulted in the opportunity for clients to present with 
novel behaviours that would not typically occur in the formal context of therapy. Changes also in-
dicated a loss of boundaries, such as the use of resources as well as access to colleagues to help with 
managing boundaries. The most common reflection was about the loss of access to client's body 
language:

Not being able to monitor like people's body language and their reactions and responses to 
things… we get a sense in the room if you are pushing someone too far and how they are 
responding to it which is so much harder to gauge over the phone. 

(Katie).

As suggested by Katie, therapists appeared to use clients' body language to guide their bound-
aries, with the loss of this resource presenting a potential barrier to establishing boundaries. 
Contrastingly, remote therapy provided new opportunities and was perceived as broadening the 
boundaries of therapy, specifically regarding location and physically accessing therapy. Remote ther-
apy was considered more accessible for clients whom there may be physical or language barriers. For 
example, Kimberley reported being ‘Russian speaking… and more people could reach me online 
from my country of origin’. Alternatively, some therapists described how remote therapy provided 
‘insight into how people live’ (Danielle) or ‘a whole new avenue of exploration’ (Susan), which would 
not typically be available in face to face.

Ability to maintain boundaries
Therapist's ability to maintain boundaries varied with some finding ‘boundaries a lot harder to main-
tain’ (Katie), whereas others noticed being ‘able to do that with ease’ (Mandy). Whilst the type of 
boundaries varied in relation to therapists' ability to maintain them, half of participants acknowledged 
an increased difficulty managing self- disclosure:

So, I'm having to work harder at that again because the natural tendency is to kind of start 
telling everyone much more about my life because I feel like they can see it and know a lot 
of it anyway. 

(Victoria).

Victoria acknowledges how the increased difficulty with self- disclosure may relate to the environment 
in which she provided therapy from. Contrastingly, the variability in being able to maintain boundaries was 
attributed to the mode of therapy used:

I feel more easily able to do that face- to- face on video, I feel like video is still not as good as 
face- to- face…when someone opts for just telephone, I have that sinking feeling of arghh… 
almost in my head I have this hierarchy of what's better and what's worse. 

(Amy).

Amy's proposed hierarchy might relate to the amount of access to clients' body language, with access 
gradually reducing from face to face to videoconferencing and then telephone.

Different strategies for managing boundaries were proposed, the most common being contract-
ing boundaries more explicitly with clients from the beginning of therapy and returning to this if 
needed. When boundaries could not be maintained, this resulted in the suspension or rescheduling 
of the therapy session or, on occasion when they were enforced, or in premature termination of 
therapy: ‘I think she was so offended that I cut her off mid- stream that she refused to come back 
again’ (Derek).

When considering how they managed or maintained boundaries, several therapists described a pe-
riod of adjustment to the different experiences. For example:
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I think a lot of the initial transition things are now done. I am in this room, and this is 
how it's going to be, it's not going to change unless, until we can go back to face- to- face. 

( Jayne).

Nevertheless, most therapists reported using supervision and reflection with others. These strategies 
provided a normalising experience for them but also opportunities for learning how to manage therapeutic 
boundaries: ‘having a discussion about what it's like working remotely, maybe share ideas about how to make 
things a bit easier, even if it's just different things like practical things’ (Susan).

Work home boundary

Therapists observed a blurring of the boundary between home and work, describing difficulty separat-
ing their home and work lives: ‘I think there's been a lot more leakage for the want of a better word. It's 
very hard to be professional Emily in home Emily's setting’ (Emily). This blurring was attributed to not 
having a commute or physical distance between home and work and resulted in therapists struggling to 
switch off from work: ‘and then you're just appearing back into family life…I can't quite deal with that 
yet because I've still got this stuff just, I'm still mulling over this in my head’ ( Julie).

Aspects of therapist's personal lives, such as having to consider their family, were now also part of 
their work experience, adding to this blurring of work home boundaries. Contrastingly, Derek who 
usually provided face- to- face therapy from home, described remote therapy as feeling more ‘neutral’ 
because clients were ‘not having to come into my space and be aware of my wife or see the kids’.

To cope with this blurring, several therapists described strategies to separate their experiences. Some 
replicated behaviours that they would do when working face to face, such as ‘I put my badge on when 
I'm at work even though I don't technically need it’ (Emily), or having to organise their personal lives 
so that there were fewer personal experiences in their work. Alternatively, several therapists created a 
physical space that they could work from to maintain a work home transition:

I have got a loft, so I go up through, there's like two doors closed when I go up into the 
loft…that's something that I've had to really consider actually, where to do the therapy 
from… I think it's just a decompression chamber I suppose, or a decompression space, you 
know, just to let that go and come back into me. 

( Jayne).

Jayne describes how, as well as deciding where to do therapy from, having a physical separation and dis-
tance between her home and workspace enabled her to maintain this boundary.

Changes in the therapeutic safe space

Changes to the therapeutic space were observed regarding the physical space in which the therapy 
would take place as well as external disruptions and distractions that the therapist- client dyad encoun-
tered. Therefore, two subthemes were created: ‘therapeutic safe space’ and ‘disruptions and distractions’.

Therapeutic safe space
Therapists acknowledged the need for a safe space in therapy and considered it a ‘boundary issue’ 
(Derek) when this was not possible. In face- to- face therapy, this was considered the therapist's re-
sponsibility whereas remote therapy required a shift in responsibility from the therapist to the client, 
as Mandy described how ‘zoom invites there to be a request that the client be in control of that and 
for some clients that's very easy but for other clients that's not’. Mandy described how clients varied in 
their ability to manage this responsibility, potentially posing challenges for therapists in ensuring a safe 
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space. Although not a view embraced by all, Katie proposed that this difficulty may have arisen from 
the therapist and client having different perceptions of what a safe space might be:

I guess you would ask at the beginning of the session like are you somewhere private and 
where you are able to talk but I guess they have no frame of reference of what it is that we 
might be talking about…as a therapist we have some kind of frame of reference that what 
sort of questions we might ask or what sort of things we might ask the client to be sharing.

Without being aware of what may be explored in therapy, Katie suggests that clients may not have that 
shared value in having a safe space in which to do therapy from.

Disruptions and distractions
Therapists experienced the therapeutic safe space as also being affected by external distractions and 
disruptions that, whilst they happen in face- to- face therapy, are less predictable and controllable: ‘there's 
a bit of being surprised by time to time by how the outside world bleeds into the therapeutic environ-
ment’. John described how such distractions may unexpectedly permeate therapy. Other disruptions 
related to technology issues:

If we know that the broadband is likely to be an issue the worst thing is if you are mid- 
EMDR session, someone could be really quite uncontained, really quite distressed and you 
cannot then shut it down, you cannot contain it…if I do not think that I can do that safely, 
I will not start. 

(Danielle).

Danielle described how such technology disruptions may affect the safety of the therapeutic space and 
impact on what therapy can be provided when technology stability cannot be assured. Some suggestions 
to manage this were proposed in terms of services being set up to safely address these challenges, as high-
lighted by Amy stating, ‘our team specifically has a certain bundle of money that is coming in to help people 
that don't have access to technology or consistent technology’.

Impact of boundaries when working remotely

This theme highlights the noticeable effects that therapeutic boundaries had on the therapists them-
selves, the clients, and the therapeutic process when working remotely, as captured in the following 
three subthemes: ‘impact on therapists’, ‘impact on clients’ and ‘therapy process’.

Impact on therapists
Most therapists noticed an increased awareness and effort in managing therapeutic boundaries. 
Nevertheless, despite an increased effort, most therapists spoke about being less present in the therapy 
because of all the additional considerations when working remotely:

I suppose it was that boundary for me as a therapist, you know, and as someone that is 
there fully, kind of investing fully kind of, you know, fully within the session… Whereas 
I was well aware that I'm saying to them, there might be noises in the background and 
there might be distractions and telling someone almost my attention at times is going to 
be pulled elsewhere. 

( Julie).

All therapists described the unpleasant emotional impact on themselves and on their well- being because 
of the different boundary experiences when working remotely, feeling ‘embarrassed’, ‘frustrated’, ‘uncom-
fortable’, ‘angry’ and ‘awkward’. The intensity of this emotional impact varied depending on the boundary 
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experience. John described being ‘slightly embarrassed’ when there was a ‘friendly gardener outside whis-
tling loudly’. Whereas Danielle described a more intense experience because of the space in which she was 
providing therapy stating:

I felt like I needed to sort of almost say this is not my bedroom, you are not looking a place 
where I go to sleep every night… it's a very intimate, personal space and it, to be able to 
look at somebody's bed… I just felt really uncomfortable.

Furthermore, several therapists described a feeling of self- doubt in their ability to do therapy, as indicated 
by Susan saying, ‘it leaves me questioning myself as well, it leaves me questioning if there's anything I could 
have done differently’. To cope with the impact on themselves as therapists, most described an increased 
awareness to look after their own well- being. For some, this involved a period of rebalancing, particularly 
following a difficult therapy session:

If I'm face- to- face and driving, I have got so many minutes before I get home to kind 
of debrief and err re- group… so, getting back into my own body, feeling like in my own 
skin, if it's been particular difficult session what might I have that is still lingering… I 
have learned that I need to do that, it's got to be part of a routine, I've got to spend time 
to decompress. 

( Jayne).

Impact on clients
Changes to boundaries impacted clients' engagement: ‘I would say it's a huge impact because first they're 
distracted and, second, they're either silent or saying something not relevant at all’ (Kimberley). The 
main inhibitory mechanism appeared to be clients' awareness of others being present in their therapeu-
tic space, as Susan reported ‘the impact of other people being around is that they become more cautious 
about what they say, how they word it, and whether it's safe’. However, Derek noticed that this varied 
between clients depending on how comfortable clients felt:

They look more comfortable and less self- conscious… it means that things can go deeper 
quicker… in this more informal atmosphere perhaps it speeds that process up. There's a 
trust involved. I guess in contrast to that, I think some people have remarked that, you 
know, it can be more difficult to work at depth.

Therapy process
Altered boundary experiences had varying impacts on the therapy relationship and the perceived quality 
of work:

It felt very much like she was showing me that she understands what we have been working 
towards and she gets it… Silly example but a good one actually of I think a moment in the 
therapeutic relationship that probably would never have happened if we were not doing 
video calls. 

(Danielle).

Danielle described an opportunity arising from the changed boundary, enabling a novel communica-
tion between her and her client. Alternatively, potential negative impacts are best demonstrated by Jayne:

I think it's reduced it, there's less, there's just that presence of having somebody in the 
room which is lost. I think it can be done virtually, and we are doing it virtually, it can be 
beneficial, can be therapeutic, it is working but I think we have lost something. 

( Jayne).
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Her experience indicates a loss of intimacy by being bereft of her clients' physical presence, whilst still 
perceiving remote therapy as ‘working’. Finally, therapists described changes in the focus and quality of the 
therapeutic process:

It makes your sessions, all the therapeutic process longer and longer and maybe has less 
results… It's about quality probably and about processes, about the progress of the process 
because if you are distracted with the child or a dog or I do not know. 

(Kimberley).

Kimberley attributed such changes to the quality of work to the altered boundaries experienced in re-
mote therapy, indicating a loss of intensity to the therapeutic process because of being less focused.

Synthesis of phase one and phase two findings

Phase one highlighted that therapists experience aspects the WA and TB differently when working 
remotely. Therapists' experience of their work also differed from face- to- face therapy, as indicated by 
the increased rates of SI, which was supported by the interview findings where therapists described 
unpleasant emotional experiences and self- doubt as an effect of the different TB experienced. Phase 
two findings further explained and supported phase one TB findings, whilst also providing possible 
explanations for the work involvement patterns.

The varied TB experiences reported in the survey were supported by the interview inasmuch that whilst 
therapists experienced changes in what could be explored in therapy and the loss of  some boundaries, re-
mote therapy offered new opportunities and boundaries. Considering previous definitions of  TB (Johnston 
& Farber, 1996; Smith & Fitzpatrick, 1995), changes described appeared to reflect content and conceptual 
changes rather than structural or logistical. Furthermore, whether the differences in phase one were experi-
enced as positive or negative may also be explained by therapist's perceived ability to maintain boundaries, 
which varied depending on boundary type and mode of  remote therapy used, as described in phase two.

The survey indicated that therapists experienced their ability ‘to only work during my working hours’ 
and ‘to stop thinking about my client's problems in the time between therapy sessions’ as being nega-
tively impacted by working remotely. This was supported by the interviews where therapists described a 
blurring between their work and home boundary and their ability to ‘switch off’ from work.

DISCUSSION

Prior to the COVID- 19, health care services were moving towards the use of digital technologies 
(NHS, 2019; Roland et al., 2020; Topol Review, 2019). These findings provide insight into aspects of 
remote therapy that therapists experience differently to conventional face- to- face settings and may, 
therefore, need consideration within service design and delivery.

Whilst pooled alliance ratings between client, therapist, and observer have been found to be lower in 
videoconferencing compared with face- to- face therapy, outcome was comparable (Norwood et al., 2018). 
Recent findings indicate that client WA ratings in videoconferencing relate to and predict outcome 
(Norwood et al., 2021). However, these findings still do not provide insight into what aspects of the WA 
therapists' experience differently. Whilst supporting the finding that therapists experience some facets 
of the WA differently compared with face- to- face therapy (Norwood et al., 2018; Rees & Stone, 2005), it 
goes some way to identifying what the perceived differences might be. Whilst therapists have difficulty 
using nonverbal communication and gauging client's implicit communications, their perceived ability to 
work with clients on their goals was not negatively affected. Considering Bordin's (1979) three aspects 
of the WA, this finding may indicate that in remote therapy the WA is more focused on ‘task’ and ‘goals’ 
to counteract for possible changes in ‘bond’ due to the impact on nonverbal communication. This was 
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previously considered internet- delivered therapies (Berger, 2016), although this is arguably different to 
remote therapy where there is a direct, synchronous interaction between therapist and client and, conse-
quently, direct access to body language. Nevertheless, differences may occur between modes of remote 
therapy depending on level of access to body language, which is not yet fully understood. However, this 
study considers therapists' perception of the WA in accordance with Bordin's conceptualisation, whereas 
recent qualitative findings from clients' perspective of the WA related more to ‘bond’ as opposed to 
‘task’ or ‘goals’ (Norwood et al., 2021). Whilst the findings presented here and recent findings from 
client's perceptions indicate that therapists and clients may experience aspects of the WA differently in 
remote therapy, this was neither the focus of this study nor was comparing the relationship between 
therapists' WA ratings and therapeutic outcome. Further exploration of the differences between ther-
apists and clients would help us to further understand the importance of WA in remote therapy and 
potential mediators and moderators of outcome.

As previously argued by Drum and Littleton (2014), remote therapy presents novel boundaries. 
Despite therapists indicating that they were able to focus on the therapeutic goal, qualitative findings 
highlighted that therapists felt constrained in what they could work with in remote therapy due to dif-
ficulty gauging what was safe to explore and changes to the therapeutic safe space. Similarly, people 
receiving mental health support remotely have reported fearing being overheard by others, inhibiting 
what they would share with the therapist (Mind, 2021). Despite a loss of boundaries when working 
remotely, the findings supported previous claims that remote therapy provides new opportunities, par-
ticularly making therapy more accessible for clients (Simpson & Reid, 2014).

Furthermore, therapists described an increased awareness of their self- disclosure. Zur et al. (2009) con-
ceptualised ‘unavoidable self- disclosure’, referring to disclosures that are not deliberate or avoidable and how 
they may relate to the therapy setting. Qualitative findings in this study indicated that therapists who typi-
cally worked from a clinic noticed an increased awareness of and effort in managing self- disclosure, whereas 
therapists who usually worked from home may have experienced a reduction in unavoidable self- disclosures.

A key finding related to the blurring of therapist's work home boundary, a concern previously raised 
by therapists using an interactive platform (Richards et al., 2018). Therapists reported thinking more 
about work during their non- working, ‘home’ time and an increased opportunity to work outside 
of their hours, which has previously been considered a potential boundary crossing (Lustgarten & 
Elhai, 2018). Therapists described difficulty ‘switching off’ from their work by continuing to think 
about therapy or their clients in the time between therapy, a process previously conceptualised as ‘inter-
session experiences’. Therapists' intersession experiences have been related to experiencing difficulties 
in practice ( James et al., 2022) which may result in a blurring of the work home boundary for therapists. 
Nevertheless, intersession experiences can lead to a process of discovery for therapists to overcome such 
difficulties, such as in supervision ( James et al., 2022).

Therapists described the unpleasant emotional impact and self- doubt they experienced when work-
ing remotely in relation to TB. Feeling ‘discouraged’ in the time between therapy sessions positively 
associates with and predicts levels of SI (Zeeck et al., 2012), potentially explaining the higher SI rates 
in this study compared to face- to- face therapy. Recognising the association between work involvement 
patterns and therapists' burnout (Steel et al., 2015; Zeeck et al., 2012) and the likelihood that clients 
will benefit from treatment (Orlinsky & Rønnestad, 2005), has implications for clinical practice when 
therapists work remotely.

Clinical implications

Despite the COVID- 19, therapists will inevitably be able to return to face- to- face settings. Whilst cli-
ents' ratings have been considered most important in relation to therapeutic outcome in videoconferenc-
ing psychotherapy (Norwood et al., 2021), therapists in face- to- face therapy who generally form better 
WAs irrespective of client factors achieve better outcomes. Gaining client feedback has repeatedly been 
shown to effect outcome (Duncan, 2010). Recognising the perceived changes in the WA when working 
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remotely, systematically gaining client feedback may be a helpful means to monitoring the relationship 
and potential outcome.

Whilst the extent of the impact on therapists or therapeutic process and outcome is unknown, ther-
apists should be aware of the potential impact of working remotely, including therapist burnout and to 
client outcomes. Supporting therapists with skill development in remote therapy and with their cur-
rently experienced growth increases HI (Duncan, 2010). The TWIS could be used as self- reflection 
tool, supporting therapists' development in the realm of remote therapy. Therapists in this study also 
reported using supervision and peer discussions to normalise and validate their experiences, a proposed 
strategy to also process emotionally unpleasant intersession experiences and aid the therapeutic process 
( James et al., 2022).

Whilst the necessity for formality in therapy may be debated, boundaries are currently understood 
to differentiate the therapeutic relationship from that of a business or social relationship (Knapp & 
Slattery, 2004).Therapists in this study considered establishing a clear therapeutic contract from the 
outset to manage changes in the formality of therapy.

Limitations

Although the phase one sample size reached statistical power, more psychologists participated, con-
straining the generalisability of phase one findings. Nevertheless, steps were taken to overcome this as 
far as possible by sharing the advertisement on varied sites to attract therapists from different profes-
sional backgrounds. Furthermore, the cross- sectional nature of phase one does not enable conclusions 
to be drawn regarding the potentially dynamic nature of therapists' experiences and work involvement 
when working remotely.

Finally, COVID- 19 has been considered to have a psychological impact on peoples' well- being 
which could be a contributory factor in the observed changes in therapists' work involvement patterns. 
Nevertheless, whilst the psychological impact of COVID- 19 was not the focus of this study, therapists' 
were asked about their present state of well- being in phase one. The results indicated a skewed distri-
bution towards a higher rating of well- being, with more than half the sample rating their well- being as 
‘fairly good’ or better.

CONCLUSION A ND FUTUR E R ESEA RCH

This study provides novel, empirical insights into therapists' experience of the working alliance, thera-
peutic boundaries and their work involvement when working remotely. The findings presented support 
previous claims that therapists experience remote therapy differently compared with face to face, raising 
the following questions for further inquiry:

• How do therapists and clients perceive the WA in remote therapy and what are the mediators and 
moderators in relation to therapeutic outcome?

• What impact do the observed therapeutic boundary and working alliance differences have on thera-
peutic outcomes when working remotely?

• Do therapists work involvement patterns change over time when working remotely?
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