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Abstract

Objective: Therapeutic boundaries are limits to appropriate behaviours within a

therapist–client relationship (e.g. related to accepting gifts, self-disclosures, therapist

neutrality and advocacy). Therapeutic boundary considerations are fundamental in

the care of refugees and asylum seekers. Research on the experiences of therapists

navigating such boundaries is sparse and warrants further exploration. The aim of this

qualitative systematic review was to thematically synthesise literature regarding ther-

apists' (psychologists, psychotherapists, counsellors) experiences of implementing

flexible therapeutic boundaries with refugee and asylum seeker clients and determine

how such applications have been helpful for therapeutic interventions.

Method: Six databases were searched. Following full-text screening, 21 papers were

included in the analysis. Boundary theory underpinned the analysis.

Results: Three major themes were developed: (i) Changes to Therapeutic Practice &

Therapeutic Intervention, (ii) Re-Conceptualisation of Therapy as ‘Clinical Political’ and

Re-Conceptualisation of Therapist Identity and (iii) Careful Monitoring of Personal

Boundaries—Not becoming ‘Hardened’ or ‘Haunted’. Papers described how, when used

in a reflective, considerate way, flexible therapeutic boundaries can strengthen the

therapist–client alliance and positively impact therapeutic interventions. Many thera-

pists acknowledged making conscious efforts to re-conceptualise therapeutic work

with refugee and asylum seeker clients from advocacy standpoints. However, sys-

temic constraints, and lack of guidance, made this difficult to navigate and contrib-

uted to therapist burn-out.

Conclusions: Boundary considerations manifested as interpersonal, structural and

cultural changes to practice. These have implications for clinical practice and develop-

ing guidelines on boundary practices with refugees and asylum seekers. Future

research should explore promoting therapist well-being and training needs for thera-

pists supporting this population.
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1 | INTRODUCTION

The refugee crisis is increasing worldwide. Recent figures suggest that

103 million people worldwide are presently forcibly displaced; 32.5

million people have been registered as refugees and 4.9 million as asy-

lum seekers (United Nations High Commissioner for Refugees;

UNHCR, 2022). It is anticipated that there will be additional demands

on psychologists and therapists to provide psychological support to

refugees and asylum seekers, many of whom will have experienced

profound trauma. Most of the research has focused on the perspec-

tives of refugees and asylum seekers Peñuela-O'Brien et al., 2022).

Empirical evidence which has focused on the viewpoints of therapists

has examined: the experiences of psychotherapists (Asfaw et al.,

2020), barriers and facilitators to working with these populations

(Duden & Martins-Borges, 2021a) and characteristics of the therapists

themselves (Schlechter et al., 2021). Cultural sensitivity, adapting

interventions and trust and flexibility within the therapeutic relation-

ship have been identified as essential in meeting the mental health-

care needs of these clients (Duden et al., 2020; Kirmayer et al., 2011;

Peñuela-O'Brien et al., 2022; Schlechter et al., 2021). However, it may

not be appropriate to apply traditional therapeutic boundaries, such

as therapist neutrality (i.e. not interfering with issues external to the

therapeutic setting or sharing personal opinions), therapist abstinence

(i.e. refraining from personal gratification) and client autonomy/inde-

pendence. Moreover, it may not be helpful to adopt biomedical, argu-

ably rigid, perspectives, in contrast to engaging in advocacy and

addressing practical, basic needs (Carswell et al., 2011; Codrington

et al., 2011; Duden & Martins-Borges, 2020; Karageorge et al., 2017;

Watters, 2001).

Literature on boundary theory provides guidelines which are

intended on supporting healthcare professionals, establishing public

trust and reducing potential risk of harm to clients (Blatt, 2001;

Cowles & Griggs, 2019; Gutheil & Gabbard, 1993, 1998). Put simply,

‘boundaries’ have been described as an edge or limit of appropriate

behaviour within a clinician–client relationship; they encapsulate a

rough consensus of norms which define the limits, obligations and

parameters of professionals (Gabbard, 1999; Langs, 1982; Shors &

Kroll, 2022; Spruiell, 1983). Boundary crossings have been conceptua-

lised as transactions within the therapeutic encounter that may

require ethical analysis to determine their appropriateness; some

should be avoided as they may lead to boundary violations, whereas

others are appropriate and may strengthen the clinician–client rela-

tionship (e.g. accepting small gifts, professional self-disclosures,

extending treatment periods and not meeting exclusively within the

clinical room) (Cowles & Griggs, 2019; Crowden, 2008; Gabbard &

Crisp-Han, 2010; Savin & Martinez, 2006; Shors & Kroll, 2022;

Smith & Fitzpatrick, 1995; Walker & Clark, 1999). Flexible boundaries

in psychological practice have been considered helpful and do not

necessarily create a ‘slippery slope’ into boundary violations (Black,

2017; Cowles & Griggs, 2019; Lazarus, 1994; Martinez, 2000).

The importance of redefining therapeutic boundaries and the nec-

essary implications this could have for the therapeutic care of refu-

gees and asylum seekers is established in the literature (Bäärnhielm &

Schouler-Ocak, 2022; Karageorge et al., 2017; Kroll, 2001; Martinez,

2000; Savin & Martinez, 2006; Sandhu et al., 2013; Shors & Kroll,

2022). Traditional therapeutic boundaries have been highlighted as

not being appropriate nor optimal in supporting refugees and asylum

seekers and may disrupt rapport-building. This was contextualised by

cultural underpinnings, complex power dynamics, the varying and

unpredictable demands of the post-migration refugee context and the

difficulties of applying Westernised therapeutic concepts (Duden &

Martins-Borges, 2021b; Hinton et al., 2012; Karageorge et al., 2017;

Speight, 2012; Watters, 2001; Zur, 2004). The concept of psychologi-

cal therapy may be unfamiliar, and clients may have entirely different

values and concepts of mental health, illness beliefs and explanations

for adversity. Cultural differences vary widely across various subgroups

of refugees and asylum seekers. Within some cultures, psychothera-

peutic practices may be unheard of. Certain subgroups (e.g. African)

may hold intrinsic cultural beliefs about spirits, magic and voodoos,

which may be inaccurately viewed as psychopathology through a

strictly Western lens (Asfaw et al., 2020; Mayston et al., 2020;

Key Practitioner Message

• Therapeutic boundaries need to be more flexible when

supporting refugee and asylum seeker clients who have

experienced trauma, particularly within non-western

contexts.

• Flexible boundaries can look like interpersonal/relational

changes, structural/practical changes and integrating cul-

tural aspects; however, they require reflexivity and

monitoring.

• Clinical advocacy is relevant to therapeutically supporting

refugee and asylum seeker clients and may challenge

therapists' identities and expectations of the therapeutic

process.

• Psychodynamic processes, such as countertransference

and projective identification, are essential to consider

when supporting this population; systemic constraints

can exacerbate these processes.

• Therapists need to be supported to prevent vicarious

trauma, compassion fatigue, burn-out and moral injury

and to maximise the effectiveness of therapeutic

interventions.
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Okpalaenwe & Odigwe, 2018; Patel, 1995). Although variable, other

subgroups (e.g. Ukraine) may have more exposure to psychotherapeutic

practices; however, stigma can exist (Quirke et al., 2021). Behaviours

which are considered important clinical information in a Western

context can have various cultural inferences (i.e., maintaining direct eye

contact can be perceived as disrespectful in Japanese culture; Uono &

Hietanen, 2015). Further, certain subgroups may have culturally

intrinsic views on spirituality, parenting, gender roles and hierarchical

social structures. There are also differences within geographical

contexts in terms of cultural practices and faiths; within Syrian

communities, Orthodox Christians and other minority groups exist in

addition to Muslim communities (Hassan et al., 2015). Thus, there are

nuanced layers of complexity in examining cultural differences which

require re-examination of Western constructs and recognition of cul-

tural assumptions and biases (Asfaw et al., 2020; Lau & Rodgers, 2021).

Establishing therapeutic rapport and trust, which is the corner-

stone of any psychological intervention, may be considerably more

difficult for clients who may have experienced profound suffering, tor-

ture, humiliation, internalised shame and stigma. Thus, therapists may

be required to modify conventional roles and clinical practices, such

as appropriate self-disclosure and considering cultural gift-receiving,

to build trust (Kinzie, 2001; Kirmayer, 2003; Savin & Martinez, 2006;

Tseng et al., 2004). Evidence-based treatments which are considered

efficacious for refugees with multiple traumas, include Narrative

Exposure Therapy (NET), Eye Movement Desensitisation and Repro-

cessing (EMDR), imagery rescripting, cognitive therapy for PTSD and

prolonged exposure therapy, depending on client preferences; how-

ever, EMDR is not deemed suitable for combat-related traumas

(Ehlers & Clark, 2000; Elbert et al., 2022; Neuner et al., 2018;

NICE Guidelines, 2018; Steel et al., 2023). A phased-based model of

psychological intervention is recommended for trauma treatment,

which comprises of (1) safety and stabilisation, (2) processing of trau-

matic memories and (3) re-integration into family and community

(Herman, 1992; Patel et al., 2018; Robertson et al., 2013). Importantly,

the American Psychological Association and NICE guidelines are

narrowly rooted in biomedical, manualised models which ignore the

pivotal roles of the therapeutic relationship and responsiveness in

trauma treatment (Norcross & Wampold, 2019). However, most

practitioners use responsive, relational and personalised psychother-

apy, rather than adhering to specific modalities (Barber & Solomonov,

2019; Huibers et al., 2021; Webb et al., 2022). The need for guide-

lines to include evidence-based relationships and adaptations has

been acknowledged; hence, exploring the experiential and relational

aspects of therapeutic trauma treatment is important (Norcross &

Wampold, 2019).

A body of literature highlights that the mental health needs of ref-

ugees and asylum seekers have been best addressed through interdis-

ciplinary and psychosocial work, practical interventions and advocacy;

all of which lies within the remit of therapeutic boundary

considerations (Karageorge et al., 2017). Reconsiderations and re-

conceptualizations of psychiatric and psychological boundaries with

refugees have included modifying interactions with clients; offering

interventions to clients based on their own cultural traditions;

appropriate self-disclosure as opposed to therapist anonymity; consid-

ering advocacy-based, dual-agency work as opposed to remaining

neutral and transcending above therapeutic needs to address practical

needs; and accepting small gifts and accepting clients' invitations to

external events (Bäärnhielm & Schouler-Ocak, 2022; Karageorge

et al., 2017; Kirmayer, 2012; Savin & Martinez, 2006; Shors & Kroll,

2022). Extensive research has shown that refugee and asylum seeker

clients identify practical assistance (e.g. housing and employment) as

therapy priorities (Al-Roubaiy, 2014; Karageorge et al., 2017;

Reichelt & Sveaass, 1994; Schweitzer et al., 2015). This resonates

with Maslow's Hierarchy of Needs (Maslow, 1943), which outlines

that basic, physiological needs must be addressed prior to psychologi-

cal needs being met. This also resonates with therapeutic approaches

to trauma, which emphasise safety and stabilisation prior to proces-

sing traumatic experiences (Cloitre et al., 2002). However, risks can

emerge in terms of professionals becoming over-identified with

clients and not facilitating clients' independence (Codrington et al.,

2011). Some therapists, particularly across therapeutic modalities,

may understandably feel that helping with practical assistance and

being expected to have flexible boundaries is not within their remit

and that consistent and rigid boundaries must be maintained to

provide safety (Bennett et al., 1994). Theory and application would

benefit from further exploring the perspectives of therapists in

relation to the concept of expanding therapeutic boundaries.

The literature clearly highlights that therapeutic boundary consid-

erations are important when supporting refugees and asylum seekers,

who are culturally diverse and who have endured significant trauma.

There is minimal research on the experiences of therapists; as such,

the assumptions underpinning therapeutic practice remain relatively

uncharted (Schweitzer et al., 2015). As highlighted, some literature

has highlighted how flexible boundaries have been implemented with

refugees and asylum seekers. However, it is unclear what therapists'

experiences specifically are of this, and what is meant by ‘flexible
boundaries’, in terms of clinical and therapeutic applications. The con-

cept of ‘flexible boundaries’ is widely debated and warrants further

exploration (Duden et al., 2020). Limitations of previous qualitative

syntheses involved not distinguishing client groups (i.e. adults and

children) and the inclusion of both therapist and client perspectives,

as well as a diverse range of mental health professionals; it is impor-

tant to gather evidence specifically from therapists' perspectives as

including a diverse range of professionals may have diluted the mean-

ings/perspectives from specific disciplines (Duden et al., 2020;

Karageorge et al., 2017; Tynewydd et al., 2020). The present review

will focus exclusively on the perspectives of psychologists, psycho-

therapists and counsellors (collectively referred to as ‘therapists’).
Consistent with empirical recommendations, it is important that the

literature is reviewed systematically to reflect therapeutic practice

developments synonymous with the ever-expanding rates of

displaced people worldwide (Peñuela-O'Brien et al., 2022). The aim of

the present study is to systematically review and synthesise the pub-

lished peer-reviewed qualitative research evidence and grey literature

on the experiences of psychologists, psychotherapists and counsellors

in their use of therapeutic boundaries with refugees and asylum
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seekers who have experienced trauma. The review question is as fol-

lows: How have psychologists, psychotherapists and counsellors adapted

flexible therapeutic boundaries in terms of supporting refugees and asy-

lum seekers? To the best of our knowledge, no systematic review is

presently available on this specific topic.

2 | METHODS

The protocol for this systematic review was prospectively registered

on PROSPERO (CRD: 42022326876) and can be accessed in full

(https://www.crd.york.ac.uk/prospero/). Preferred Reporting Items

for Systematic Reviews & Meta-Analyses (PRISMA; Page et al., 2021)

guidelines were used. ENTREQ guidelines (Tong et al., 2012) were

used in preparation for the review, and CASP guidelines (CASP, 2018,

Qualitative) were used to evaluate the quality of included studies.

2.1 | Search strategy

The SPIDER (i.e. Sample, Phenomenon of Interest, Design, Evaluation,

Research Type; Cooke et al., 2012) framework was used to search the

following databases: PubMed, CINAHL (via EBSCO), APA PsycINFO

(via EBSCO), APA PsycARTICLES (via EBSCO), Embase and Web of

Science. These databases were selected due to their scope of litera-

ture pertaining to health, psychology and clinical practice. Key journals

were hand-searched, and footnote chasing/forward backward citation

searches were implemented to access additional studies. This is due

to difficulties with obtaining qualitative research, due to low concen-

tration of qualitative studies in databases, indexing variation between

databases and the use of quotations as article titles (Byrow et al.,

2020; Tynewydd et al., 2020; Wu et al., 2012). Searches were con-

ducted between April and May 2022. All databases were searched

from database origin date to the date of the searches being con-

ducted. Search terms related to the following concepts: psychologists,

psychotherapists and counsellors; therapeutic experiences; refugees

and asylum seekers; trauma interventions; and qualitative and mixed-

methods research methods. Search terms were broadened as opposed

to using narrow concepts, such as ‘boundaries’, to avoid any risks

associated with missing literature. Individual databases were checked

for subject headings and synonyms due to the broadness and inter-

changeability of these aforementioned concepts. Searches were

updated prior to publication. The search terms used are available in

the Supporting Information.

2.2 | Inclusion and exclusion criteria

Inclusion criteria were peer-reviewed studies published in academic

journals; grey literature (e.g. academic dissertations); qualitative stud-

ies (e.g. semi-structured interviews, focus groups, case studies and

reflective publications) with analysis methods from any qualitative

approach (e.g. thematic, IPA, discourse and content); mixed methods

with a qualitative component; studies published in English; and stud-

ies including qualitative experiences of psychologists/psychothera-

pists/counsellors (including trainee psychologists) who provided

psychological interventions to refugee and asylum seeker clients.

Studies which contained various professional perspectives were

included if therapist responses were made explicit. The research focus

of each study did not need to be specifically related to ‘boundaries’ or
‘cultural flexibility’ within therapeutic relationships; however, direct

quotes relating to experiences of therapeutic boundaries needed to

be present in the results. Original author interpretations were also

included (Lachal et al., 2017; Thomas & Harden, 2008). Exclusion cri-

teria were studies not focused on the experiences of psychologists/

psychotherapists/counsellors; studies not related to therapeutic

boundaries; studies not related to adult refugee clients; studies only

containing client perspectives; studies without distinguishable thera-

pist responses' from other professionals' responses; quantitative stud-

ies; reviews and meta-analyses; and studies not published in English.

There were no restrictions on publication dates.

2.3 | Study selection and data extraction

The PRISMA Guidelines were adhered to throughout the selection

process (Page et al., 2021; see Figure 1). Author ND systematically

searched the aforementioned electronic databases and exported all

results to Endnote, a reference manager. Subsequently, duplicate

studies were manually removed. The Rayyan software for screening

systematic reviews was used throughout the screening process. Titles

and abstracts of studies were independently and blindly screened by

Authors ND and PT against the inclusion and exclusion criteria. Agree-

ments and collaborative discussions regarding eligibility were docu-

mented. Studies which were unclear in terms of meeting the inclusion

criteria were fully screened. ND and PT independently and blindly

screened the full texts. Discrepancies were resolved by discussion.

The agreement rate for the initial screening was 97.2%, and for the

full-texts, screening was 90% (Rayyan). Data were extracted by ND,

which was reviewed by PT. Data were extracted according to the SPI-

DER search tool (Cooke et al., 2012; see Table 1). Data were extracted

for synthesis included participant quotes and themes and narratives

described by the original researchers. Data were analysed using the

NVivo software (QSR International Pty Ltd. Version 12, 2018).

2.4 | Quality assessment (risk of bias)

The Critical Appraisal Skills Program checklist (CASP; Qualitative,

2018) quality assessment tool was used to critique the quality of

studies; however, studies were not excluded for poorer quality

(Karageorge et al., 2017). Studies were attributed a numerical value to

checklist items, which equate to high, moderate and low categories of

methodological quality. As there is no empirically tested approach for

excluding qualitative studies from synthesis on the grounds of quality,

and in line with accepted methods of systematic review of qualitative

4 DAVOREN ET AL.
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research (Thomas & Harden, 2008), the CASP can be used to highlight

potential bias, and higher quality studies may carry more weight in

terms of the interpretation of the findings (Dixon-Woods et al., 2006;

Peñuela-O'Brien et al., 2022). There is much debate on whether scor-

ing systems should be applied to determine the quality of papers, with

many authors recommending against applying scores and emphasising

the collaborative discussion of outcomes and methodological limita-

tions (Long et al., 2020; Noyes et al., 2018). A decision was made to

use numerical values as a rough guide to checklist items, and emphasis

was placed on collaborative discussion of the outcomes and methodo-

logical limitations. CASP Assessments were completed independently

by ND, and a sample was reviewed by PT to assess reliability, which

involved collaborative discussion to reach consensus. Further details

on the criteria met by the studies are provided in Tables 2 and 3. Full

details on CASP risk of bias scores are provided in the Supporting

Information.

2.5 | Data synthesis

A thematic synthesis (Thomas & Harden, 2008) was employed to

synthesise the primary qualitative data across multiple studies. The-

matic synthesis was used due to its lack of restriction to a particular

methodology and strong transparency and suitability in terms of

adhering closely to the results of individual studies, while

simultaneously facilitating the generation of new concepts and

hypotheses (Barnett-Page & Thomas, 2009; Peñuela-O'Brien et al.,

2022). Guidance outlined by Lachal et al. (2017) on qualitative synthe-

sis was adhered to. Direct quotations and qualitative data from

participants (first order data) in the primary studies and findings and

interpretations from the respective authors' qualitative analyses

(second-order data) were used. The stages of thematic synthesis

involved (1) free line-by-line coding of the findings of included studies,

(2) organising these codes iteratively into descriptive themes and

(3) developing analytical themes. Comparisons were made within and

across studies. Descriptive codes were developed and discussed in

meetings with all authors. An inductive approach was implemented, in

that themes were identified from the data rather than pre-specifying

initial codes. Variance in the research questions within individual stud-

ies was anticipated, and the purpose of the analysis was to aggregate

the textual data into themes relating to therapists' experiences of nav-

igating boundary considerations with refugee and asylum seeker

populations. The synthesis results comprise of a narrative description

of the identified themes and sub-themes, further illustrated by quotes.

2.6 | Reflexivity statement

ND and PT have dual roles as both clinicians (Psychologists in Clinical

Training) and researchers (PhD students). AM is an academic

F IGURE 1 PRISMA flowchart.
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psychologist and integrative psychotherapist with an interest in

trauma. SC is an academic psychologist and clinician, with an interest

in refugees, displaced communities, culture and service provision.

DGF is an academic professor and clinical psychologist with an inter-

est in neuropsychology and trauma. Reflective journalling and supervi-

sory team discussions helped identify potential biases. Included

studies were reviewed to ensure the intending meanings were

derived. Discussions explored ND's values and interests in human

rights and social approaches to psychological issues and humanistic,

psychodynamic therapeutic approaches. As an active researcher role

is encouraged and expected in thematic analysis, ND engaged with

this process and fostered her interests, while remaining aware of

biases (Clarke & Braun, 2021). ND completed a bracketing exercise

prior to the analysis, in which the expected outcomes were identified.

This facilitated awareness of confirmatory biases and was not trying

to ‘fit’ the results into a pre-identified framework. The anticipated

themes included relational boundaries, boundaries of what therapy

can offer and personal boundaries. Team discussions elicited themes

of perfectionism, self-doubt and the iterative process of theme gener-

ation. Through reflective practice, this was acknowledged as being

part of the thematic analysis process, which stipulates that uncer-

tainty is integral to this approach.

3 | RESULTS

3.1 | Thematic synthesis

Three major themes were developed (Figure 2):

1. ‘Changes to Therapeutic Practice & Therapeutic Intervention’.
Four sub-themes coalesced under this theme: ‘Interpersonal and

TABLE 2 CASP overview of included
studies; numbers of studies that met
each criterion for each question.

Yes Cannot tell No

1. Was there a clear statement of the aims of the research? 21 0 0

2. Is a qualitative methodology appropriate? 21 0 0

3. Was the research design appropriate to address the aims of the

research?

18 3 0

4. Was the recruitment strategy appropriate to the aims of the

research?

16 2 3

5. Was the data collected in a way that addressed the research issue? 17 4 0

6. Has the relationship between researcher and participants been

adequately considered?

11 8 2

7. Have ethical issues been taken into consideration? 14 5 2

8. Was the data analysis sufficiently rigorous? 14 4 3

9. Is there a clear statement of findings? 18 2 1

10. How valuable is the research? 20 1 0

TABLE 3 CASP categories of included studies; overview of
studies within each category.

High quality Moderate quality Low quality

9 9 3

F IGURE 2 Depiction of main themes and sub-themes developed.
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relational changes’, ‘Structural and practical changes’, ‘Integration
of cultural aspects’ and ‘Balance between flexibility and rigidity’.

2. ‘Re-conceptualization of Therapy as “Clinical-Political” &

Re-conceptualization of Therapist Identity’. Four sub-themes

coalesced under this theme: ‘Advocacy, Social Justice & Beyond

Psychology’, ‘Therapist Identity’, ‘Power & Vulnerability’ and

‘Awareness of Countertransference’.
3. ‘Careful Monitoring of Personal Boundaries—Not becoming “Hard-

ened” or “Haunted”’. Three sub-themes coalesced under this

theme: ‘Awareness of emotional impact and vicarious trauma’,
‘Self-care and personal values’ and ‘Accessing support’.

3.1.1 | Theme 1: Changes to Therapeutic Practice &
Therapeutic Intervention

This theme captures the changes made by therapists to therapeutic

practice and therapeutic interventions, including the benefits, chal-

lenges and balance between flexible and rigid boundaries.

Sub-theme 1: Interpersonal and Relational Changes

I felt comfortable sharing with her – things I would not

have shared with a Western client… it was a necessary

part of the ‘give and take’ dynamic that had developed

in our relationship. To have been vague or avoided the

questions would have been rude and equivalent to

rejection of the relationship. (Kuo et al., 2020)

This sub-theme was evident in 19 papers (Table 4). To connect

with clients, therapists identified changes to ‘typical’ therapeutic prac-
tice. One therapist highlighted, ‘I was willing to be more permissive

with some of my boundaries as we navigated our relationship’, which

involved demonstrating more openness and transparency when

not understanding something (Atiyeh & Gray, 2022). Therapists

highlighted using self-disclosure to build connection: responding to

direct questions, sharing personal opinions, providing information on

therapists' beliefs; ‘in my room I have pictures of my family… this is

who I am, now tell me who you are’ (Schweitzer et al., 2015).

Therapists highlighted that changing their communication styles was

necessary: using non-verbal methods, increased awareness of body

language and eye contact, directly giving advice or, conversely, com-

municating in informal, conversational ways; ‘It is important to not be

dismissive of an individual's attempts to forge … connection with you.

If that means disclosing a bit about yourself … If that means taking an

extra 10 minutes at the start of the session for social “chit chat” to

respect a client's idea of social etiquette, so be it’ (Kuo et al., 2020).

Reflections were made on gift-giving-and-receiving, and ethical

dilemmas were experienced by therapists (e.g. receiving and giving

small gifts and giving food). The importance of being attuned to intui-

tion and reflecting on the meaning of gift-giving-and-receiving was

highlighted, ‘The therapist felt very uncomfortable receiving a gift

from Mirella, especially in light of her financial situation. It felt

important not to refuse the gift or to explore whether it was appropri-

ate, but rather to gratefully accept the gift whilst making it clear that

this was not expected’ (Cowles & Griggs, 2019). Sharing emotional

experiences with clients was a noticeable change to practice, while

considering how appropriate and unavoidable it could be; ‘if I cry, the
client will also feel responsible. But acknowledging the tears, the pain,

the loss, it's very important … without showing your understanding

and empathy, the client will be alienated’ (Winterson, 2019). Some

therapists acknowledged boundary crossings, such as appropriate

physical touch, contact with clients outside of therapeutic settings

and attending community events, which were conceptualised as being

fundamental for the therapeutic rapport. Therapists highlighted the

importance of open communication to manage mismatched expecta-

tions of the therapeutic process and navigate boundaries.

Sub-theme 2: Structural and Practical Changes

To go, ‘ok … that illiterate … Burundian woman who's

got seven children, well, she is not going to have time

to do four records let us be real’ … So, adapting main-

stream therapy to suit this population is important.

(Apostolidou & Schweitzer, 2017)

This sub-theme was identified in all 21 papers (Table 4). The

importance of theoretical decentring, adjusting manualised treatments

and being open-minded regarding the content/process of therapy was

highlighted. This was primarily due to the unpredictable, contextual

difficulties faced by clients, including basic unmet human needs,

uncertainty and turbulent socio-political climates. Specifically, the

structural and practical changes manifested as adapting interventions

and adjusting the therapeutic focus depending on the clients' needs;

‘[A psychologist] has to be a flexible person … open/willing to change

and perhaps rethink some structures. I don't think the attitude of “it
has to be that way, he needs to fit into that specific frame” works’
(Duden et al., 2020). Creative approaches were also highlighted: trans-

lating resources into native languages and using non-verbal methods

(e.g. sand-play and art therapy). Therapists described extending

recommended treatment periods and/or time limits of sessions, imple-

menting home visits, offering telephone appointments and providing

free therapeutic services. Addressing unconventional client needs was

a salient and polarising concept: therapists writing letters/reports to

support clients with basic needs (e.g. housing, welfare and court), as

well as addressing practical, tangible maintaining factors identified

through formulations (e.g. sourcing a pram for a mother). Working

with interpreters was acknowledged as a significant change, which

involved managing another interpersonal dynamic, extending session

preparation and clearly defining each role. Therapists also highlighted

the importance of working within an interdisciplinary team, which was

experienced as both protective and hindering, and inter-agency work-

ing, to provide holistic care. Many therapists highlighted the need to

challenge Western psychotherapy and the risk of over-pathologizing

clients' difficulties with potentially reductionist labels and diagnoses;

‘The idea of psychotherapy in this Western way can be pretty alien to

some of them …’ (Asfaw et al., 2020).
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Sub-theme 3: Integration of Cultural Aspects

This sub-theme was evident in 18 papers (Table 4). Adjusting the ther-

apeutic focus to embrace clients' unconventional beliefs was widely

acknowledged. This integration manifested as accepting clients'

understandings of healing within their own context, helping clients to

identify rituals/practices, distinguishing seemingly psychotic features

from culturally-specific beliefs (e.g. spirits and voices), integrating cul-

tural beliefs with clinical formulations and embracing client values

(e.g. religious beliefs). Therapists acknowledged that accepting uncon-

ventional perspectives promotes client agency, a core feature of any

therapeutic process; ‘If someone is firmly grounded in a belief system,

in my experience it does not make any sense to say, It is not magic, let

me explain to you what it probably is!’ (Asfaw et al., 2020). Some ther-

apists highlighted experiencing difficulties working therapeutically with

such divergent therapist-client belief systems; ‘They might have a very

different model … “someone used magic against me, and that is why I

have this symptom”… Very difficult to work with’ (Asfaw et al., 2020).

Being open-minded was highlighted as a challenge for some therapists,

particularly when considering ‘cultural camouflage’; ‘Another aspect of
this externalisation and not taking personal responsibility for the situa-

tion is the belief in black magic, these traditional beliefs in external

supernatural forces somehow being responsible for the client's difficul-

ties, this I … struggle with accepting or relating to’ (Al-Roubaiy, 2014).
Many therapists described a significantly low-quality cross-cultural

psychotherapy training and lack of preparedness for working therapeu-

tically with refugees. For some therapists, consciously making cultural

adaptations and subsequently feeling competent in their therapeutic

practice stemmed from this gap in training.

Challenging cultural assumptions was highlighted as being a nec-

essary change. This entailed awareness of ethnocentrism, awareness

of cultural norms and therapist biases (e.g. viewing clients through a

‘traumatised refugee’ lens). Finally, demonstrating cultural humility,

transparency and authenticity were acknowledged as desirable char-

acteristics. This manifested as collaborative learning and putting cli-

ents within ‘expert’ roles, addressing stigma and showing curiosity.

Some therapists changed the way they described their role to clients

and explained it within familial terms; ‘In many societies, therapy,

counselling, is not known, so … I compare it to an auntie, a best friend

… to confide about issues’ (Winterson, 2019). Therapists also

described the importance of providing psychoeducation on trauma,

loss and acculturation which is fundamentally grounded in the context

of historical knowledge and community dialogue.

Sub-theme 4: Balance between Flexibility and Rigidity

[How to] be ethical and keep the boundary at the same

time, but flexible. I think that that's the big challenges

for those who are working for this population. (Khalsa,

2021)

This sub-theme was identified in 14 papers (Table 4). There was a

consistent balancing of flexible and rigid boundaries. Many therapists

expressed that due to cultural differences and external

unpredictability, the rigid boundaries within a traditional psychody-

namic framework could not exist, at risk of disrupting the therapeutic

relationship. When therapists were aware and reflective with bound-

ary crossings, such as expressing personal opinions, expressing emo-

tional reactions and gift-giving/receiving, they were considered the

most restorative factor in treatment and facilitating rapport. Simulta-

neously, therapists highlighted professional responsibility to maintain

boundaries, such as professional distance, to prevent over-

identification and over-involvement with clients. Some therapists

acknowledged the importance of having rigid boundaries for clients to

feel contained. Risks associated with being overly flexible included

unnecessarily extending treatment periods, making fewer demands on

clients and inadvertently creating a dynamic whereby the client may

feel concern for the therapist; ‘I wonder if [I had created a situation

where] the patient was protecting me in hiding the most sordid details

of his torture’ (Mirdal et al., 2012). It is also worth noting that the dis-

course of therapeutic boundaries does not need to be polarised; ‘A
person-centred, warm and collaborative therapeutic relationship can

be invaluable … although of course having firm boundaries does not

necessitate that these are lacking’ (Cowles & Griggs, 2019).

Continual monitoring and reflexivity of boundary considerations

was highlighted as being important; ‘I feel much more … confident to

use this approach. At the same time, I still continue to pressure

myself: where's the boundary? And where is it ethical?’ (Khalsa,

2021). Openly discussing boundaries with clients and supervisors was

experienced as protective. One therapist reflected on her inner-

dialogue when greeting a client outside the therapeutic setting.

‘[I realized] that can actually be way more disrespectful not to say hi

to a family that you work with so deeply… just, getting rid of some of

those power dynamics … this is a different type of work that maybe

you were trained to do. Maybe not totally out of the box, but you

really need to think about what's best for your relationship with the

clients’ (Laota, 2019). Some therapists expressed feeling shame and

experienced difficulties disclosing and processing boundary crossings.

One therapist reflected upon their reluctance to broach the subject in

supervision as being a sign that it needed exploring (Cowles & Griggs,

2019). Despite uncertainty navigating flexible boundaries, many ther-

apists felt it was necessary to work cross-culturally.

3.1.2 | Theme 2: Re-conceptualization of Therapy
as ‘Clinical-Political’ & Re-conceptualization of
Therapist Identity

This theme captures the re-conceptualisation of the therapeutic pro-

cess and therapist identity and explores advocacy, social justice and

issues of power, vulnerability and counter-transference.

Sub-theme 1: Advocacy, Social Justice & ‘Beyond Psychology’

Many psychologists [believe] ‘in therapy we treat emo-

tions, affections, feelings. Everything that is

outside – housing conditions, education or social
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oppression – is not clinical. All that is for politics.’ We

believe in the contrary: that a clinic has to be attentive

to political questions to be effective. The cure does

not only pass through feelings or emotions. It passes

through the social conditions which form the structure

for the person to build upon. (Duden et al., 2020)

This sub-theme was identified in 17 studies (Table 4). Re-

conceptualising therapy involved challenging therapists' views of ther-

apy and going ‘beyond tradition’, in terms of advocacy and addressing

basic needs. This involved asylum applications, housing, strengthening

social support networks, signposting elsewhere, providing direct

advice, obtaining school placements/employment and sourcing tangi-

ble and practical resources. Some therapists understood these as ther-

apeutic in themselves by embodying a truly person-centred approach,

and others considered them part of the stabilisation stage for ‘deeper’
therapy. Many therapists viewed engaging in advocacy as part of their

role, particularly as clients identified practical issues as their primary

concerns. Generally, advocacy manifested as personal interest,

research, individual work or work with others. This included addressing

the basic needs of clients, as well as providing psychoeducation to

stakeholders (e.g. attorneys) on the impact of trauma, engaging in com-

munity outreach, liaising with immigration officials, challenging social

oppression and prejudice, community immersion activities and cultur-

ally responsive participatory action research; ‘Working with this

population goes beyond the walls of a counselling room’ (Laota, 2019).
Embodying human rights-based approaches was highly rewarding;

as described by one therapist who offered food to a pregnant client,

who had not eaten in 24 hours; ‘[My supervisor] was like, take her to

the cafeteria, like … go take a meal ticket from my desk … And that

from kind of a professional stand is something you would never do,

right? It's like breaking this boundary of something that you wouldn't

do in counselling. In that case, like you take care of people first’
(Laota, 2019). Others described that providing practical support, such

as writing eligibility letters, was necessary, non-typical practice; ‘It
was certainly stepping outside the boundary, but it felt the right thing

to do’ (Century et al., 2007). Many therapists described the inner con-

flict of therapeutic work not ‘fitting’ pre-conceived schemas of what

therapy should be; ‘We're doing more things than what the definition

of therapy is…’ (Khalsa, 2021). Others expressed that they struggled

to grasp this re-conceptualisation of therapy as ‘clinical-political’, par-
ticularly in terms of addressing practical issues; ‘You may end up mak-

ing phone calls and the hour is gone and we have done very little—

which has probably been very therapeutic for the client, but I haven't

done psychological therapy as such’ (Winterson, 2019). Therapists

highlighted the non-linear process of navigating how to prioritise ther-

apeutic work with clients.

Sub-theme 2: Therapist Identity

This sub-theme was evident in 18 studies (Table 4). Therapists strug-

gled with conceptualising their personal and professional identities,

particularly given the multi-faceted needs of clients and the multiple

roles they felt compelled to adapt; ‘It felt uncomfortable for the

therapist to deny this resource, due to questions such as “is this my

role?” … it felt more appropriate to respond as a human being to

someone in distress’ (Munday, 2010). The multiple and competing

identities described by therapists included therapist, community out-

reach, immigration witness, accompanying clients to asylum hearings,

advocate, educator, navigating complex socio-legal systems, writing

eligibility letters, liaison with GPs and other services (e.g. debt lines,

hospitals and refugee support centres) and tackling prejudice. Multi-

dimensional needs sometimes left therapists questioning their abili-

ties; ‘Oh my God where do I start, you feel powerless … “how can I

help this person who has so many problems in all areas of their

lives?”’ (Century et al., 2007). Some therapists expressed anxiety

regarding their professional identity and not wanting to be associated

with a ‘harmful system’; ‘you feel part of the system … and … this sys-

tem is seen as making all these awful things so … sometimes with our

clients it's kind of trying to … regain some of that trust that they have

lost in the system’ (Apostolidou & Schweitzer, 2017).

Experienced therapists described becoming more comfortable

with the increased and inherent need for flexible, multiple identities.

Some therapists re-conceptualised their role as identifying crucial

information which can help clients' asylum procedures; ‘We are skilled

at titrating and containing … we have a responsibility to know what to

do with it so that's why it may feed into a mental health report which

can tip the balance for people in terms of actually getting their status’
(Partavian & Kyriakopoulos, 2021). Others expressed that while thera-

pists should be flexible, formal therapeutic support must take priority;

‘we provide a package deal and the priority is the therapy, because

practical help can be found somewhere else’ (Winterson, 2019). Ther-

apists highlighted the importance of explaining to clients what they

can offer; ‘We try to explain to them that it is not our role, that we

are independent and that we are not deciding [about residence per-

mits]. This is something we have to do very often because the expec-

tations are very different’ (Asfaw et al., 2020). This was particularly

important for therapists who felt they were overly flexible; ‘just tried
to do too much for the clients … I wouldn't be able to sustain that for

all the clients that I was seeing’ (Apostolidou & Schweitzer, 2017).

Sub-theme 3: Power & Vulnerability

I felt very powerful, which felt very uncomfortable in

terms of … what people were experiencing in this

country in terms of housing and poverty, not having

jobs … their asylum status. (Munday, 2010)

Asking for help when you are in such a powerless posi-

tion when there are all sorts of structural and systemic

issues around power and oppression … as so many

therapists in the field are white of course … there's that

power dynamic. (Partavian & Kyriakopoulos, 2021)

This sub-theme was identified in 15 studies (Table 4). Many ther-

apists expressed that therapeutic work with refugees and asylum

seekers is different to ‘other’ client groups, largely due to the complex
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interplay between power and vulnerability. The need for advocacy

was seen by therapists as more of an intense experience when

working with this client group. Power and vulnerability were

contextualised, both in terms of clients not having power and the

therapist–client power imbalance and, paradoxically, how powerless

therapists feel. Risks of re-traumatization were considered by many

therapists, particularly when clients must recount their narrative for

resettlement purposes. Some therapists expressed fears of doing harm

and reinforcing clients' powerlessness. Therapists also expressed

concerns in terms of being perceived by clients as deskilled and

powerless, as well as feeling powerless against legal systems; ‘They
will ask for everything. Everything is always denied … For us, it's not

easy too, because you have to deal with the powerlessness. You say:

“I can't offer everything.” So, I have to reduce expectations,

de-idealise …’ (Duden et al., 2020). Therapists described their role in

familial terms to address cultural unfamiliarity and power-vulnerability

dynamics. Therapists raised awareness of how racism, prejudice and

discrimination within multidisciplinary teams and systemic, cultural

structures perpetuate power–vulnerability dynamics. Finally, working

with interpreters sometimes exacerbated this dynamic, by clients

having their power taken away from them and, paradoxically, thera-

pists feeling powerless; ‘The interpreter and the client will talk for

some time and then the interpreter will say “yes” or “no”; and you

think “what on earth has gone on?”’ (Century et al., 2007).

Sub-theme 4: Awareness of Countertransference

You have got to have a strong sense of self … a capac-

ity to feel and be able to tolerate strong experiences …

to have a capacity to do that while differentiating your-

self from the other. (Schweitzer et al., 2015)

This sub-theme was identified in 13 studies (Table 4). Counter-

transference is a therapeutic process, whereby therapists react to a

client's projection; ‘I was furious through most of the sessions and

having to contain a rage at the system she's stuck within’ (Duden

et al., 2020). Therapists also described experiencing client's transfer-

ences, in terms of feeling powerless. This manifested as therapists

feeling de-skilled; ‘You question yourself, do I do any difference for

this person? Is it valuable to them what I'm doing?’ (Partavian & Kyria-

kopoulos, 2021). Therapists noticed urges to do something practical

(e.g. writing court letters) to feel helpful. Therapists recognised the

importance of having a strong sense of self, distinguishing their own

reactions and emotional regulation; ‘I am challenged not to let me get

carried away by my emotions … not let my personal side enter too

much’ (Duden et al., 2020). Therapists highlighted being at risk of

becoming over-involved or over-identifying with clients; ‘I found their

level of need … personally overwhelming– if I don't help them with

this, how are they going to [get help]’ (Schweitzer et al., 2015). The

risk of not recognising countertransference can lead therapists feeling

unappreciated, resentful and disillusioned with a client's progress,

which is detrimental to clients' well-being. Therapists recommended a

balance between showing genuine interest and curiosity, while

being aware of these processes. Distinguishing between countertrans-

ference (i.e. self-centred-reaction) and commitment (i.e. focus-on-the-

other) was recommended; being able to reflect upon these reactions

with clients and within supervision can address these issues and

empower both parties.

3.1.3 | Theme 3: Careful Monitoring of Personal
Boundaries—Not becoming ‘Hardened’ or ‘Haunted’

This theme captures the importance of therapists monitoring personal

boundaries and developing awareness of the emotional impact and

vicarious trauma risks, as well as the necessity of prioritising self-care

and being supported within this work.

Sub-theme 1: Awareness of Emotional Impact and Vicarious Trauma

Having to observe certain rapes and … assaults … one

can sense the suffering … And I try my best not to col-

lapse myself upon hearing their stories … trying to sit

still in my chair and allow for this space, to allow for

them to express these difficult experiences. (Al-Rou-

baiy, 2014)

This sub-theme was identified within 12 studies (Table 4). There

was a sense of unexpectedly finding it difficult to tolerate traumatic

stories; ‘Sometimes it's really profound, the torture details … this goes

beyond anything I could imagine’ (Century et al., 2007). This is further

compounded by clients' multi-faceted needs and lack of support struc-

tures, which was contextualised as causing therapists to question their

abilities and experience burn-out. Vicarious trauma reactions included

having nightmares, feeling hopelessness/helplessness, becoming trig-

gered/overwhelmed outside of sessions, frustration, fatigue, over-

whelm and self-doubt. One therapist described experiencing vicarious

trauma as inevitable when supporting refugees; ‘it's almost like a mid-

life crisis, it's a transformative process and it isn't comfortable for peo-

ple, I like the term, “alterations of self”’ (Schweitzer et al., 2015).

Some therapists reflected that war-related trauma and organised vio-

lence has a ‘ripple effect’, such that it infiltrates the minds of clients

and therapists; ‘You see the darker side of human nature and there is

evil in ordinary human beings’ (Century et al., 2007). Thus, some ther-

apists expressed finding it hard to seek support from peers, fearing

the ‘ripple effect’. Some therapists coped with the emotional distress

by dissociation; ‘I could only take so much and I realised … I have cut

off from my feelings … that quite often leads to guilty feelings and

that what was something I had to work with’ (Apostolidou, 2016).

Acknowledging vicarious trauma reactions and processing these expe-

riences with supervisors/peers helped therapists from becoming

‘hardened’ or ‘haunted’. Others acknowledged that the meaning

derived from this work negated the emotional impact; ‘It has changed
me in ways that are pretty profound. It's made me more inclusive …

better understand human struggle, discrimination … it's made me very

spiritual without having to have one religion … It's really helped me

DAVOREN ET AL. 19

 10990879, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/cpp.2894 by H

ealth R
esearch B

oard, W
iley O

nline L
ibrary on [10/09/2023]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



sort of open my eyes … we are all so much the same, we all want to

be loved … to feel validated … cared for’ (Laota, 2019).

Sub-theme 2: Self-care and Personal Values

It's a journey and I'm not going to get there right away.

Offering myself forgiveness around those early mis-

takes and lack of knowledge. (Laota, 2019)

… You have to like it, you have to believe in it, and you

have to … dedicate yourself to it because it's often not

just a nice job in the doctor's office. (Duden et al., 2020)

This sub-theme was identified within 8 studies (Table 4). Self-care

strategies were fundamental to helping therapists protect their personal

boundaries and emotional well-being. Many therapists highlighted diffi-

culties with leaving traumatic stories at work; ‘That's heavy, that one's

coming out the building with me back home and, my last thoughts

before I go to sleep’ (Munday, 2010). Therapists highlighted the impor-

tance of establishing personal boundaries and work-life balance; ‘If you
don't have your own personal limit … you get into a fatigue … you come

home very tired, you can't do anything … you can't establish a life rou-

tine. In the worst case, you end up getting lost in it for real’ (Duden &

Martins-Borges, 2021b). Therapists also highlighted that managing their

self-talk, reframing their schemas about failure and readjusting their

expectations helped establish personal boundaries; ‘How can I take this

person one step further? Cause if I'm trying to take them ten steps fur-

ther it probably doesn't serve them very well, and doesn't serve me very

well’ (Laota, 2019). Self-talk encompassed recognising the limits of the

therapeutic rapport; ‘normalising the … experience of … powerlessness

… I can do only that bit and I should accept that because I can't … take

them in my own home to keep them’ (Apostolidou & Schweitzer, 2017).

Therapists highlighted needing to have high frustration tolerance and

high levels of perseverance; ‘It's fundamental, it's crucial, to like people

and to have this resistance.’ (Duden & Martins-Borges, 2021b).

Self-awareness, knowing own limits and practical self-care, in terms of

relaxation, exercise, personal therapy, writing and prioritising sufficient

personal time, were described by therapists as protective coping

mechanisms.

Sub-theme 3: Accessing Support

[Supervision is] really important because … The boxer

cannot box by himself, he needs a team … a doctor/

coach ready to motivate him and to tell him keep going,

try this … so when he comes for the second round, he

is feeling more motivated … and basically ready to face

those challenges. (Apostolidou & Schweitzer, 2017)

This sub-theme was identified within 12 studies (Table 4). Supervi-

sion was considered a containing space whereby therapists can

acknowledge, reflect upon and process their feelings about clients and

the therapeutic process. Supervision was considered a protective

and normalising space which builds self-awareness, acknowledges ther-

apist biases and prevents therapists from becoming overwhelmed and

feeling deskilled. Being supported within supervision was the most

prominent factor for therapists staying within this field and not becom-

ing ‘hardened’ or ‘haunted’. Supervision also helped therapists venture

into and develop specific therapeutic techniques, such as body-based

therapy, creative metaphors and rituals. Some therapists reflected that

the implicit understanding and validation provided by supervisors were

more valuable than tangible, practical advice; ‘being held, understood,

emotionally and psychologically by a professional I had a sense of trust

in, and who I felt could support me to process my own responses and

my clinical thinking’ (Schweitzer et al., 2015). Conversely, organisa-

tional constraints meant that access to appropriate supervision was

limited for some therapists. Difficulties were raised in terms of supervi-

sors having limited experience with supporting refugee clients, or dual

manager/supervisor dynamics, which compromised some therapists'

abilities to fully engage within supervision. Peer support was also

highlighted as being essential to helping therapists navigate personal

and professional boundaries. Peer support allowed therapists to

develop personally and professionally, expand learning, consider vari-

ous unfamiliar therapeutic models, restore a sense of meaning and pur-

pose, enhance solidarity and not internalise perceived failures. Peer

support was considered essential as therapists highlighted that sup-

porting refugee clients can be an isolating experience which involves

stepping outside ‘therapeutic norms’, particularly when therapists have

differing beliefs to team members. One therapist, whose language mir-

rors the refugee experience, expressed fears regarding not having peer

support; ‘… it is so important for me to be part of something here, just

imagine if I had been part of a private practice- what could I do then?

It's only me in the wilderness!’ (Winterson, 2019).

4 | DISCUSSION

To the best of our knowledge, this is the first paper to systematically

review and synthesise evidence specifically regarding therapeutic

boundaries with refugee and asylum seeker clients. This review exam-

ined what ‘flexible boundaries’ have looked like, in terms of therapeu-

tic applications. Three themes were developed: ‘Changes to

therapeutic practice and therapeutic intervention’ (Theme 1);

‘Re-conceptualisation of therapy as ‘clinical-political’ and re-

conceptualisation of therapist identity’ (Theme 2); and ‘Careful moni-

toring of personal boundaries—not becoming “hardened” or

“haunted”’ (Theme 3). This review confirms previous findings that, for

clients who have endured deeply traumatising and dehumanising

experiences, expanding conceptual frameworks, challenging ‘profes-
sionally correct’ behaviours and demonstrating compassion and

human connection are required (Bala & Kramer, 2010; Mirdal et al.,

2012). The present findings align with existing literature which under-

scores the importance of modifying Western-based systemic family

therapy approaches for more practical, extended, multi-faceted and

culturally sensitive therapy for marginalised populations, including

refugees. Such literature emphasises prioritising trust-building,
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addressing client resettlement and acculturation needs, community

development, social inclusion and client empowerment (Karageorge

et al., 2018). The present review expands upon these findings through

exploring practical applications of a ‘flexible boundaries’ framework

and specific considerations of therapists' well-being in doing

so. As explored below, navigating therapeutic boundaries is an itera-

tive, intuitive and subjective process (Cowles & Griggs, 2019; Duden

et al., 2020).

An important finding of this review highlights that therapeutic

practice changes made by therapists manifested as interpersonal and

relational changes, structural and practical changes and integrating

cultural considerations. For example, self-disclosures and sharing

emotional experiences were described as noticeable changes for

many therapists. A body of research highlights that the use of appro-

priate self-disclosures can strengthen therapeutic alliances and nor-

malise clients' experiences; however, it can induce feelings of

vulnerability and insecurity, particularly amongst less experienced

therapists (Bottrill et al., 2010; Carballeira Carrera et al., 2022;

Cleary & Armour, 2022; Gaines, 2003; Lane & Hull, 1990). Structural

flexibility manifested as extending treatment periods, timing of ses-

sions and offering appointments outside the clinical setting. Navigat-

ing the balance between upholding ethical boundaries whilst equally

showing sensitivity to cultural norms can be difficult, particularly

when using psychodynamic therapeutic techniques (Khalsa, 2021;

Shors et al., 2022; Winterson, 2019). Consistent with previous

research, traditional westernised models were largely considered

inappropriate and in need of adaptation to address cultural needs

(Bhui, 2022; Summerfield, 1999; Woodcock, 1995, 2001). In the

absence of supportive frameworks, therapists can experience shame

and uncertainty by straying from what is considered ‘traditional’ ther-
apeutic approaches. This underscores the importance of having space

to normalise the reality of what supporting refugee and asylum seeker

clients can entail. Although flexibility, creativity, grounding and reflex-

ivity are recommended, lack of resourcing and demands on therapists

can impact service provision and opportunities to engage in these

important processes.

The findings within this review highlight the importance of re-

conceptualising therapy as ‘clinical-political’ and re-conceptualising

the therapist identity. Therapists highlighted obtaining a balance

between ‘abstinence’ ‘neutral’ and ‘advocacy’ stances. Many con-

sidered a non-neutral stance as vital for clients who require con-

nectedness, solidarity and trust to process traumatic experiences.

Others expressed struggling to maintain non-directive neutrality, as

they experienced temptation to engage in advocacy and humanitar-

ian aspects (Mirdal et al., 2012; Partavian & Kyriakopoulos, 2021;

Schweitzer et al., 2015). The ‘clinical-political’ concept is debated

within the literature. The importance of paying attention to social

and structural determinants of mental health in clinical interventions

and working towards systemic changes, through clinical advocacy

and addressing urgent psychosocial issues, is widely acknowledged

(Bäärnhielm & Schouler-Ocak, 2022; Bhui, 2022; Charlés, 2012;

Due & Currie, 2022; Kirmayer et al., 2018). Some therapists

expressed challenges conceptualising psycho-social supports as

therapeutic, and not working on ‘deeper’ issues, due to chaotic

environments; thus, boundary crossings (e.g. making phone-calls on

behalf of clients) were deemed necessary due to shortcomings in

other services. This left some therapists being dissatisfied with not

putting their expertise to use and, ultimately, impacted the level of

meaning derived by therapists. Other concerns related to therapists'

perceptions of clients not taking responsibility for themselves, which

may point towards cross-cultural empathy difficulties (Kirmayer,

2012). Importantly, being overly accommodating has been acknowl-

edged as potentially disempowering and infantilizing clients by creat-

ing dependency and not promoting client autonomy (Century et al.,

2007; Patel, 2003). The challenges faced could be under-pinned by

many concepts, including compassion fatigue (Ondrejková & Hala-

mová, 2022), burnout, helplessness or moral injury (e.g. exposure to

traumatic narratives and frustration with ethical issues regarding

healthcare systems). Moral injury, which is conflicted moral, self-

preservation values, can arise amongst therapists who are navigating

high-stakes situations with no positive outcomes (Griffin et al.,

2019; Litz et al., 2009; Shay, 2014).

This review acknowledged the importance of awareness of coun-

tertransference and therapists' responses (i.e. avoidance or over-identi-

fication), power-vulnerability dynamics and therapist identity

(Bäärnhielm & Sundvall, 2018; Bhui, 2022; Wilson & Thomas, 2004).

Therapist reflexivity is crucial, due to the heightened emotional

responses elicited within the context of social injustice and the

increased pressure to incorporate therapist flexibility and intuition

(Apostolidou & Schweitzer, 2017; Burck & Hughes, 2018; Duden et al.,

2020). This aligns with literature, which suggests that becoming a

transcultural psychotherapist involves both cultural decentring and pro-

fessional decentring; the ability to distance oneself from themselves

and be able to understand another person's perspectives (Carballeira

Carrera et al., 2022; Duden et al., 2020; Sturm et al., 2011). Feelings of

therapist helplessness and defensiveness may be heightened within

the context of white privilege, systemic racism and possible internalised

shame (Bartoli et al., 2015; Liggan & Kay, 1999; Weir, 2021). Thera-

pists acknowledged expressing their anger and disappointment with

socio-political and legal systems, as a way of distancing themselves

from the system which perpetuates clients' distress. This desire was

conceptualised as showing solidarity to clients; however, it is an inter-

esting ethical query, in terms of whose needs are being met through

such disclosures. There was a real sense of cognitive dissonance for

therapists navigating the process of maintaining professional identity

and simultaneously supporting clients in a meaningful way; there was

often a mismatch between what clients needed and what could be

offered. Lack of protective frameworks for therapists who process

intense, traumatic emotional experiences with clients can render thera-

pists feeling powerless and isolated. This also locates and internalises

environment-driven problems within therapists themselves, which

embodies a parallel process to the refugee experience.

Although vicarious trauma and compassion fatigue are well-

established concepts, research on the well-being of therapists who

support refugees and asylum seekers is scarce (Drapeau et al., 2022;

Puvimanasinghe et al., 2015). To effectively monitor boundaries, it
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was deemed important for therapists to be aware of the emotional

impact of this therapeutic work (Drapeau et al., 2022; Hyatt, 2020;

Posselt et al., 2020; Puvimanasinghe et al., 2015). Professional

frameworks can become challenged, the trauma discourse can per-

meate the therapeutic space and therapists can be left questioning

their abilities (Apostolidou, 2016). Given that many therapists have

personal interests in human rights and find meaning within this field,

prioritising self-care can help maintain a healthy distinction between

personal and professional components. This is particularly important

due to the recommendation to involve the ‘authentic self’ when

working with refugees and asylum seekers (Apostolidou &

Schweitzer, 2017; Duden et al., 2020; Khalsa, 2021; Laota, 2019;

Munday, 2010). Although not always available, supervision and peer

support helped provide therapists with structures for maintaining

personal and professional boundaries, which allowed therapists to

critically examine and extend beyond learned ethical boundaries and

adapt their own approaches to meet clients' needs (Khalsa, 2021;

Laota, 2019). Consistent with attachment-based frameworks, thera-

pists who feel contained and have a ‘safe base’ to foster exploration

and curiosity can better contain clients' distress (Bowlby, 1969,

1988; Cooper et al., 2011). Some therapists expressed finding it

hard to seek support from others, at fear of the ‘ripple effect’ and
traumatising peers; this aligns with literature which suggests that

therapists can become stuck within ‘caregiver’ roles (McCluskey,

2010, 2011).

4.1 | Summary

In summary, it seems that the same therapeutic expectations cannot

be applied for refugee and asylum seeker clients, who face chronic

uncertainty, discontinuity and significant cultural barriers. Within this

review, even therapists who felt that therapeutic approaches are con-

sistently applicable across all client groups, expressed feeling height-

ened empathy for the refugee experience. Clinical advocacy may be

the most appropriate and fitting support for clients; however, there

are complexities within this concept. It may be that the basic, western

therapeutic skills and concepts are applicable and that the issue is

navigating this within cultural disparities, external constraints and

heightened issues of power and vulnerability. Ultimately, therapists

want to ‘do no harm’ and are doing the best they can for their clients;

however, client readiness, vicarious trauma, burn-out, compassion

fatigue, westernised concepts, extensive waiting lists and chronically

under-resourced services could certainly prevent therapists from

being able to (emotionally and physically) have the space to adapt

‘typical’ clinical practices. This review provides further evidence on

therapeutic boundary considerations with refugee and asylum seeker

clients, while considering systemic constraints and concepts such as

the therapist identity, compassion fatigue, vicarious trauma and moral

injury. This review sheds light on the applications of flexible therapeu-

tic boundaries. It is hoped that therapists supporting refugee and asy-

lum seeker clients may benefit from the examples and issues explored

within this review.

5 | CONCLUSIONS

What was previously known about this topic:

1. The literature highlights that refugee and asylum seeker clients

express needing more flexible boundaries, perhaps not explicitly, in

terms of practical support, advocacy and culturally-appropriate,

flexible psychological interventions.

2. Flexible therapeutic boundaries have been suggested as being

helpful, and even required, for refugee clients. There are some

examples of this; however, little research exists, and no review

specifically synthesising the evidence exists.

3. Vicarious trauma and the emotional impacts are well-established

concepts for therapists supporting clients who have experienced

profoundly traumatic experiences.

What this study adds:

1. This review systematically synthesises evidence on how therapists

have implemented ‘flexible boundaries’ with adult refugee and

asylum seeker clients, what this has looked like in therapeutic prac-

tice and how such adaptations can be conceptualised as interper-

sonal/relational and structural/practical.

2. This review also highlights the importance of integrating cultural

aspects and how therapists' cultural assumptions and biases,

including illness attribution beliefs, need to be reflected upon.

3. The present review sheds light on the importance of therapist

identity in navigating the use of flexible boundaries and how sys-

temic constraints can impact therapists' internalised experiences.

4. This review reinforces the importance of countertransference and

awareness of psychodynamic processes, particularly when sup-

porting a client group which entails heightened distress, helpless-

ness and empathy and which is grounded in human rights-based

approaches.

5. Finally, this review reinforces the lack of preparedness and training

for therapists navigating boundaries, which can result in feelings of

shame or reluctance to disclose boundary dilemmas, and the

importance of taking this into account for therapist cultural com-

petence training and continual professional development (CPD).

5.1 | Limitations

A limitation of this review is that qualitative findings may not be gen-

eralisable and may be specific to a certain context. This study should

be considered as an attempt at generating further evidence within this

field. Steps were taken to heighten transparency and allow for repeti-

tion of the methods used (Duden et al., 2020; Thomas & Harden,

2008; Tong et al., 2012). Despite research recommendations to focus

specifically on either refugee or asylum seeker clients, whose needs

differ profoundly, this was not possible due to a lack of such individual

empirical studies. Further, the heterogeneity of the studies included,

and of the refugee experience, cannot be ignored. Given the variety
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of study origins, and the diversity of services within which therapists

work, their roles and responsibilities may not be directly comparable,

particularly across mainstream and specialist services; this may influ-

ence how therapists conceptualise and implement ‘flexible’ bound-

aries with refugee and asylum seeker clients. A final point to highlight

is that no matter what population is being examined, the consider-

ation of therapeutic boundaries is important. Cultural differences in

boundaries may be important for many groups (e.g. socio-economic

differences). The complexity of working with human beings and the

lack of definitive answers about what is appropriate cannot be

ignored; it is largely dependent upon reflective decision-making, criti-

cal thinking and individuality. It is hoped that the present thematic

synthesis provides space for such considerations.

5.2 | Implications

This evidence may inform the practice of therapists and, ultimately,

may improve service delivery for refugees and asylum seekers, by pro-

viding further insights into culturally adapted and culturally competent

approaches which can be integrated into therapeutic practice. An

important implication of this review is that training should be devel-

oped and provided for therapists, including trainee therapists, on the

importance and implementation of therapeutic boundaries with this

population. Such trainings should normalise the experiences of shame

and reluctance for therapists navigating boundary crossings, as well as

highlighting awareness of systemic constraints and not locating prob-

lems within therapists. Supportive and skilled supervisors were widely

acknowledged as important for helping therapists to navigate bound-

ary issues. Given that not all therapists had access to appropriate

supervision, it is incumbent upon services to source sufficiently skilled

supervisors, from specialist services or develop supervisor compe-

tence for therapists supporting refugee and asylum seeker clients.

Resolving boundary dilemmas is a largely subjective process; there-

fore, perhaps policies and guidance on boundaries and best practice

could be developed to guide therapists within the context of

supporting refugee and asylum seeker clients. Further, vicarious

trauma, burn-out, compassion fatigue and moral injury processes need

to be recognised to monitor therapists' well-being.

5.3 | Future research

Future research would benefit from exploring therapists' cross-

cultural training needs and preparedness to support refugees thera-

peutically, as this review highlighted a disparity between the training

therapists received and the actual therapeutic practice. It would be

beneficial to explore supervisory experiences of supporting therapists

to navigate boundary issues and how supervisors can be trained

within this field. Future research exploring boundary considerations

should distinguish between refugee and asylum seeker clients, where

possible, due to the profoundly differing needs amongst these groups.

Future research should also examine promoting the well-being of

therapists who support this population, particularly in relation to ther-

apists' reluctance to share traumatic stories with peers, at fear of the

‘ripple effect’.
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