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Abstract  

A counsellor’s unresolved trauma is a risk factor for breaching ethical standards and 

committing misconduct and malpractice. Around 20% of counsellors are impacted by 

unresolved trauma, however may ignore its presence and thus put themselves and their clients 

at risk. This thesis aimed to understand the mechanisms by which unresolved trauma leads to 

misconduct and malpractice. Data consisted of self-report responses from 419 professional 

counsellors with an average of 12 years’ professional experience, court documents for 42 

registered psychologists found guilty of professional misconduct, and annual reports of 

complaints made to professional counselling bodies. Notable findings indicate that 

complaints made against counselling professionals have increased over a five-year period 

(2011-2016), and that the breach reporting rate and attitudes and behaviours about ethics did 

not differ between regulated and unregulated counsellors. Self-reported explanations 

concerning why counsellor misconduct and malpractice behaviours occur coalesced into three 

themes: externalisation of responsibility for personal actions and behaviours, lack of 

objectivity, and an inability to understand how personal circumstance, including unresolved 

trauma and other mental health concerns, impact the delivery of therapeutic services. It 

appears that resolving trauma whilst practising increases the risk of breaching profession 

ethical standards. A mediation analysis indicated that the relationship between unresolved 

trauma and attitudes toward boundary crossings and violations were mediated indirectly via 

self-enhancement, with a medium effect. Counsellors with unresolved trauma may use self-

enhancement to bolster their self-concept in order to support their own psychological health, 

which in turn impacts the therapeutic alliance. A multifactorial model is presented to explain 

the interaction between unresolved trauma, identity, social interaction and client factors as 

causes of unethical behaviours. This, in turn, may aid identification of ‘at-risk’ professionals. 

It is recommended that counsellors be taught to self-reflexively develop and continually test 
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“ethical intelligence” with peers and supervisors in order to make sound ethical decisions. 

Future intervention and prevention programs should focus on administering multifaceted 

campaigns targeting the ‘counselling chain of responsibility’ to improve counsellor 

wellbeing, better protect clients, and strengthen the counselling industry — both regulated 

and unregulated. 

 

Keywords: unresolved trauma, self-enhancement, ethical behaviour, posttraumatic stress, 

wounded healer, ethical intelligence, counselling, ethics, transgressions, misconduct, 

malpractice, unregulated, regulated counselling 

 

  



UNRESOLVED TRAUMA, MISCONDUCT & MALPRACTICE 
  

 

v 

Declaration 

This thesis contains no material which has been accepted for the award of any other degree or 

diploma at any university or equivalent institution and that, to the best of my knowledge and 

belief, this thesis contains no material previously published or written by another person, 

except where due reference is made in the text of the thesis. 

 

Signature: Paul Kremer 

Date: 9th of September, 2017 
  



PAUL D. KREMER vi 

Publications During Enrolment  

I hereby declare that this thesis contains no material which has been accepted for the 

award of any other degree or diploma at any university or equivalent institution and that, to 

the best of my knowledge and belief, this thesis contains no material previously published or 

written by another person, except where due reference is made in the text of the thesis.  

This thesis includes one original paper submitted to a peer reviewed journal. The core 

theme of the thesis is to further our understanding of how factors associated with counsellors’ 

unresolved trauma can assist in explaining misconduct and malpractice phenomenon. The 

ideas, development and writing up of all the studies/papers in the thesis were the principal 

responsibility of myself, the candidate, under the supervision of Dr. Mark Symmons. The 

inclusion of co-authors reflects the fact that the work came from an active collaboration 

between researchers and acknowledges input into team-based research. 

 
In the case of Chapter 3 my contribution to the work involved the following: 

Thesis 
chapter 

Publication 
title 

Publication 
status 

Nature and extent (%) of student’s 
contribution 

Co-author name(s) Nature 
and % of Co-author’s 
contribution 

3 Exploring 
the why of 
psychologist 
misconduct 
and 
malpractice: 
A thematic 
analysis of 
court 
decision 
documents 

Under 
Review 

(2ndRound) 

The candidate’s contribution to this 
paper was estimated to be at least 
75%. The candidate also devised the 
concept of the paper, obtained consent 
to access data, collected the data, 
entered and analysed the data. The 
candidate undertook the statistical and 
qualitative analyses, interpreted the 
results, prepared the paper for 
publication, all in consultation with 
Dr. Mark Symmons.  

Dr. Mark Symmons, 
study conceptualisation, 
interpretation and 
editing - 20% 

 
Dr. Brett Furlonger, 
editing - 5%  

 

I have a complete article of the submitted papers within the thesis. 

 

 
 



UNRESOLVED TRAUMA, MISCONDUCT & MALPRACTICE 
  

 

vii 

List of Publications 

The following additional activities occurred during my candidacy, with the following 

additional outputs, which include: 

Journal Articles 

Kremer, P. D., Symmons, M. A., & Furlonger, B. E. (2nd Round Review). Exploring the why 

of psychologist misconduct and malpractice: A thematic analysis of court decision 

documents. Australian Psychologist. 

Industry Publications 

Kremer, P. D. (2014). Practical ethics: Resolving ethical dilemmas. Counselling Australia, 

14(5), 24-27. [Peer Reviewed] 

Conference Presentations 

Kremer, P. D., Symmons, M. A., & Furlonger, B. E. (2015). The psychology of professional 

misconduct: What an analysis of Civil and Administrative Tribunal decisions can 

tell us about malpractice causation. Joint ANZAPPL/RANZCP FFP Conference, 

Canberra, 25-28 November. 

Kremer, P. D., Symmons, M. A., & Furlonger, B. E. (2014). The relationship between 

personal trauma and ethical counselling: The mediating influences of exploitation 

behaviours. 28th International Congress of Applied Psychology, Paris, France, 8-13 

July, 2014.  

Kremer, P. D., Symmons, M. A., & Furlonger, B. E. (2014). The spectrum of impropriety: A 

thematic analysis of malpractice, and the relationship between mandatorily and 

voluntarily registered counselling professionals in Australia. 28th International 

Congress of Applied Psychology, Paris, France, 8-13 July, 2014.  



PAUL D. KREMER viii 

Kremer, P. D., & Symmons, M. A. (2013). Entering the counselling profession: Liminal 

transitions and life apprenticeships. Australian Counselling Association National 

Conference, 27th of September 2013, Gold Coast, Queensland. 

Symmons, M. A., & Kremer, P. D. (2013). Technology: A brave new world of counselling. 

Australian Counselling Association National Conference, 27th of September 2013, 

Gold Coast, Queensland.  

 

Paul Kremer     ! !!!!!!!Date:  9th of September, 2017! !!

The undersigned hereby certify that the above declaration correctly reflects the nature and 

extent of the student and co-authors’ contributions to this work. !

Dr. Mark Symmons! !!!!Date:  9th of September, 2017 

  



UNRESOLVED TRAUMA, MISCONDUCT & MALPRACTICE 
  

 

ix 

Table of Contents 
Copyright Notice ................................................................................................................ ii!
Abstract ............................................................................................................................. iii!
Declaration .......................................................................................................................... v!
Publications During Enrolment ....................................................................................... vi!
Tables ................................................................................................................................. xi!
Figures ............................................................................................................................... xii!
Acknowledgements ........................................................................................................ xiii!
Chapter 1: Introduction .................................................................................................... 1!
Research aims ...................................................................................................................... 5!
Overview of thesis chapters ................................................................................................. 6!
Chapter 2: An industry overview: Does regulation really matter? ............................. 10!
Method ............................................................................................................................... 22!
Results ................................................................................................................................ 22!
Prevalence rates for regulated and unregulated counsellors .............................................. 26!
Discussion .......................................................................................................................... 27!
Chapter 3: Exploring the why of psychologist misconduct and malpractice: A     
thematic analysis of court decision documents ............................................................. 31!
Method ............................................................................................................................... 36!
Results & Discussion ......................................................................................................... 40!
Chapter 4: Psychological antecedents of misconduct and malpractice:  A literature 
review ................................................................................................................................ 60!
The experience of past trauma ........................................................................................... 61!
Psychological woundedness ............................................................................................... 67!
Unresolved trauma and unethical behaviours .................................................................... 69!
The relationship between stress, distress, impairment and improper behaviour ............... 71!
Counsellor personality as a risk factor ............................................................................... 72!
Identity feedback mechanisms and motivations for behaviour .......................................... 77!
Trauma and identity ........................................................................................................... 82!
Chapter 5: Understanding how unresolved trauma might lead to  misconduct and 
malpractice ....................................................................................................................... 86!
Method ............................................................................................................................... 88!
Results & Discussion ......................................................................................................... 92!
Thematic analysis ............................................................................................................... 94!
A theory of why unresolved trauma might increase the risk of misconduct and         
malpractice ......................................................................................................................... 98!
Chapter 6: Constructing a multi-factor causality model of  misconduct and   
malpractice ..................................................................................................................... 103!



PAUL D. KREMER x 

Simon’s (1989) Neo-Freudian hypothesis ....................................................................... 103!
Jackson and Nuttall’s (2001) victim-to-victimiser cycle ................................................. 105!
Celenza and Gabbard’s (2003) three-factor theory .......................................................... 106!
Considerations following a review of the models ............................................................ 107!
Constructing a multifactor model of causation ................................................................ 108!
Chapter 7: Does regulatory status influence counsellors’ attitudes and actual         
ethical behaviour in practice? ....................................................................................... 120!
Method ............................................................................................................................. 122!
Results .............................................................................................................................. 126!
Discussion ........................................................................................................................ 136!
Chapter 8: Unresolved trauma, identity feedback, and boundary crossings and 
violations ......................................................................................................................... 148!
Method ............................................................................................................................. 154!
Results .............................................................................................................................. 158!
Discussion ........................................................................................................................ 162!
Chapter 9a: General discussion .................................................................................... 168!
Answering the thesis aims and hypotheses ...................................................................... 169!
Revisiting the model of a functional counselling practitioner ......................................... 183!
Interaction of variables within the multifactor model ...................................................... 185!
Application of the model: The case study of Allan Keith Huggins ................................. 190!
Chapter 9b: Practical applications ............................................................................... 195!
Ethical intelligence ........................................................................................................... 195!
Ethical decision-making model ........................................................................................ 197!
Seven-step process for resolving ethical dilemmas ......................................................... 198!
Implementation of prevention and intervention strategies ............................................... 202!
A holistic approach to prevention and intervention strategies ......................................... 205!
Chapter 10: Conclusions and recommendations ........................................................ 210!
Conclusions ...................................................................................................................... 210!
Research recommendations ............................................................................................. 211!
Practice recommendations ............................................................................................... 212!
References ....................................................................................................................... 215!
Appendices ...................................................................................................................... 270!
Psychometric Analysis of the Ethics of Practice Questionnaire - Revised ...................... 270!
 
  



UNRESOLVED TRAUMA, MISCONDUCT & MALPRACTICE 
  

 

xi 

Tables 

Table 1. Relative Ranking of Notifications Arising from Different Professions that Result in a 

Hearing or Tribunal 2015/16 ................................................................................................... 24!

Table 2. Closure of Panel and Tribunal Hearings for Regulated Psychologists ...................... 25!

Table 3. ACA (2004-2013) and PACFA (2006-2001) Notifications Concluding in a 

Panel/Committee Decision ....................................................................................................... 26!

Table 4. A Comparison of Snapshot Data and Sample Proportions for Regulated and 

Unregulated Counsellors .......................................................................................................... 27!

Table 5. Frequency of Charges Made Against Registered Psychologists from Court Decision 

Document Data 2008 to June 2013 .......................................................................................... 41!

Table 6. Self-reported “type” of Counselling Professional, Split into Regulated vs Non-

regulated Roles ....................................................................................................................... 123!

Table 7. Descriptive Statistics for Ethical, Incompetent/Unprofessional and Boundary 

Crossings and Violations ....................................................................................................... 127!

Table 8. Frequency Distribution of Responses Toward Ethical Behaviours in Practice ....... 129!

Table 9. Frequency Distribution of Responses Toward Unprofessional or Incompetent 

Behaviours in Practice ........................................................................................................... 131!

Table 10. Frequency Distribution of Responses Toward Boundary Crossings or Violations 

Behaviours in Practice ........................................................................................................... 134!

Table 11. Frequency and Percentage Breakdown of Type of Self-Reported Trauma ........... 159!

Table 12. Descriptive Statistics for Impact Event Scale, Self-enhancement, Self-verification, 

and Boundary Crossings and Violations ................................................................................ 160!

Table 13. Intercorrelational Analyses for Mediation Variables ............................................. 161!

Table 14. Relative Position and Function of Counselling Industry Stakeholders ................. 206!

 



PAUL D. KREMER xii 

Figures 

Figure 1. Trajectory of counsellor’s woundedness over time .................................................. 68!

Figure 2. The stress-distress-impairment continuum ............................................................... 72!

Figure 3. Participant inclusion flow diagram ........................................................................... 93!

Figure 4. A multifactorial model for the pathway by which unresolved trauma leads to 

misconduct and malpractice ................................................................................................... 110!

Figure 5. A model depicting the relationship between boundary crossings and boundary 

violations ................................................................................................................................ 116!

Figure 6. Model of a typical mediation analysis .................................................................... 156!

Figure 7. Diagram of the mediation analysis coefficients between the variables .................. 162!

Figure 8. Model of a functional counselling practitioner ...................................................... 184!

Figure 9. Suggested pathway in the multifactor model for counsellors with unresolved trauma

................................................................................................................................................ 186!

Figure 10. Huggins case and the multifactor model .............................................................. 192!

Figure 11. Chain of responsibility ......................................................................................... 203!

 

  



UNRESOLVED TRAUMA, MISCONDUCT & MALPRACTICE 
  

 

xiii 

Acknowledgements 

I would like to thank Dr. Mark Symmons for his tireless support, patience, and 

guidance as my main supervisor throughout my candidacy. Your dedication to my 

development as an early career researcher and academic, plus the support you provided when 

it counted the most, is very much appreciated. I would like to thank Dr. Brett Furlonger for 

his contribution as a supervisor and reviewing drafts and providing advice on writing. I 

would also like to thank the many people who supported this research from various industry 

bodies and associations. In particular, Nicole Chaperon (Administrator - Science and 

Education at the Australian Psychological Society), Philip Armstrong (CEO the Australian 

Counselling Association), Maria Brett (CEO the Psychotherapy and Counselling Federation 

of Australia), Barbara Matheson (Counselling Victoria), Philip Chung (Executive Director at 

AustLII), Laura Forlani (Director at Your Mind Matters), and Belinda Hulstrom (Secretary 

the Hypnotherapy Council of Australia). I would also like to acknowledge several academics 

who provided guidance and support during the research process, Dr. Erich Fein, University of 

Southern Queensland, Associate Professor Andrea Rupert, Dr. Tristan Snell and Dr Sandy 

Stewart Monash University, and thank you Dr. Errol Muir, Monash Business School, for your 

support. Your respective contributions have contributed to the success of this thesis. To my 

family, without you I would not be able to complete my Ph.D journey. To my four T’s, let 

this thesis remind you of the great things you can achieve in life. Never ever think or feel like 

you do not have the capability to do something great. However, know this, it takes time, 

patience, perseverance and hard work to achieve. To my wonderful and amazing wife, I have 

no words to express how I appreciate the support you have provided me over the years. 

Thank you so very much for all the sacrifices you have made so I could research and write.  





UNRESOLVED TRAUMA, MISCONDUCT & MALPRACTICE   
 

1 

Chapter 1: Introduction 

Many believe that those in the helping professions, such as counsellors, 

psychologists, nurses and social workers, are better able to assist clients if they have had a 

similar or related experience. Indeed, that is the cornerstone of empathy, that walking a 

mile in the shoes of another provides the necessary understanding to truly understand the 

plight of another and then render assistance. The argument goes that without this 

experiential background the best the helper can offer is sympathy, which is a pale 

substitute for genuine empathy. It is well established that outcomes from the therapeutic 

working alliance are significantly improved when therapeutic empathy is high (Bordin, 

1979, Horvath & Luborsky, 1993; Lustig, Strauser, Rice & Rucker, 2002). Therefore, it 

could be argued that it is better for clients to seek the services of counsellors who may 

have had similar life experience, including experiencing a similar trauma, to ensure 

optimal therapeutic empathy and working alliance.  

Earlier traumatic events, or probably more correctly a perceived successful 

resolution of earlier traumatic events, are a common motivator for becoming a 

counselling professional (Frank & Paris, 1987; Elliot & Guy, 1993; Sussman, 2007). 

Counselling professionals include unregulated counsellors (who may be voluntarily 

associated with ACA or PACFA), regulated psychologists, social workers, and other 

professionals who identify as practising ‘counsellors’. These counsellors believe they are 

ideally placed to help others who have experienced similar problems to their own 

(Richardson, Sheean & Bambling, 2009; Sussman, 2007). This is a fundamental tenet of 

mutual-aid groups such as Alcoholics Anonymous, in which members who have “been 

there” provide support to others in a shared struggle against alcohol dependence.  

The idea that a counsellor is more effective if they have experienced previous 

trauma themselves is encapsulated in the concept of the ‘wounded healer’ identified by 
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Jung (1951). Jung held that those who have recovered from traumatic experience can 

develop increased therapeutic capabilities leading to superior working alliances with 

clients (Newcomb, Burton, Edwards, & Hazelwood, 2015; Prout & Wadkins, 2014). On 

the surface, this seems to be a very persuasive argument, with a logical extension that 

institutions should make prior trauma a selection criterion for entry into the counselling 

profession. However, the research does not support such an approach.  

Indeed, evidence suggests that counsellors who have had past traumatic 

experiences may actually perform worse in professional practice (Ivey & Partington, 

2014; Newcomb, Burton, Edwards, & Hazelwood, 2015; Zerubavel & Wright, 2012). The 

key likely lies in the successful resolution of the impact of the earlier trauma, and whether 

the individual has recovered completely. Counsellors with unresolved trauma – a failure 

to complete a process of consolidation following a traumatic incident (O'Donnell, et. al, 

2012; Stovall-McClough & Cloitre, 2003; Walker, 2003) – are more likely to be 

dysfunctional or impaired (Guy, 1987). In turn, this may put them at greater risk of 

transgressing ethical boundaries than those who have resolved their traumatic experience. 

Consequently, the experience of trauma may lead to divergent outcomes whereby the 

trauma may serve as a resource or a liability. Ivey and Partington (2014) recognised the 

potential benefit of prior experience for building rapport. However, they also noted that 

for some counsellors unresolved trauma may compromise professional functioning and/or 

impair self-reflective capacity, leading to an increased risk of boundary crossings and 

violations. 

To further investigate the concept of unresolved trauma and its impact, Newcomb, 

Burton, Edwards and Hazelwood (2015) examined the learning needs of those studying 

social work and human services who had histories of abuse, neglect or other significant 

negative childhood events. Their findings led them to conclude that students with 
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unresolved trauma may require additional support to avoid issues — such as 

countertransference —whilst in professional practice. Evidence from another study 

suggests that a history of sexual abuse trauma amongst males who went on to become 

counsellors significantly increased the likelihood they would commit misconduct in 

professional practice (Jackson & Nuttall, 2001).  

Unresolved trauma may persist due to unconscious mechanisms or because of a 

deliberate process resulting in the counsellor ignoring, avoiding, and/or diminishing 

concerns relating to their issues. An unconscious or non-deliberate mechanism results in a 

lack of awareness of the personal problem, creating what Goleman (1998) calls a blind 

spot. A blind spot is a counsellor’s inability to self-reflect and therefore expose personal 

problems, which may result in self-deceptive behaviours that are difficult for others, 

including supervisors, to detect. Alternatively, the counsellor may be aware of their 

unresolved trauma, however, may not seek help due to a fear of stigma (Skorina, 1982; 

Skorina, Bissell & de Soto, 1990; Smith, & Moss, 2009). Sherman and Thelen (1997) 

argued that counsellors have a tendency to equate personal problems with incompetence, 

which may dissuade the counsellor from taking steps to deal with personal concerns. 

The avoidance of personal problems may lead to stress relating to a particular 

concern, and distress concerning unsuccessful attempts to resolve trauma that may result 

in impairment (Cushway & Tyler, 1994), potentially affecting client wellbeing and 

disrupting effective therapeutic outcomes (Smith & Moss, 2009). This is not only a 

concern for the welfare of the client within the client-counsellor dyad, but also in terms of 

the impact it has on the public awareness of counselling as a helping profession. 

Professions such as medicine, dentistry, and nursing began addressing the 

relationship between impaired practitioners and ethical conduct in the late 1980s 

(Skorina, 1982; Skorina, Bissell & de Soto, 1990). At that time counselling professionals 
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appeared unable to discard what Skorina (1982) called an aura of invulnerability. 

Arguably, the mental health professionals’ image of themselves as invulnerable to blind 

spots still exists decades later (Barnett & Cooper, 2009; Negesh & Sahin, 2011). An 

important question arises as to whether one can predict if impairment now or in the future 

will have a deleterious influence on working with clients. A second important question 

centres on how many counsellors who have experienced psychological difficulties might 

attempt to resolve those difficulties whilst currently working with clients (Elliott & Guy, 

1993; Frank & Paris, 1987; Hardy & Calhoun, 1997; Sussman, 2007).  

Ivey and Partington (2014) surveyed course entry panellists for clinical 

psychology programs to find concerns expressed about admitting students with 

unresolved trauma. Their rationale was that unresolved trauma may compromise the 

professional boundaries of students, impair self-reflective capacity, and lead to less than 

adequate client care. One explanation for this phenomenon might be that some 

counsellors equate, in part at least, a career in counselling with an opportunity to resolve 

personal trauma and heal themselves.  

This strategy seems plausible as pursuing a counselling career offers access to a 

plethora of resources available to work towards healing oneself. Such resources include 

tertiary training and education in counselling/psychology, access to therapeutic 

supervision, and mentorship and peer support (Elliott & Guy, 1993; Frank & Paris, 1987; 

Sussman, 2007). It is possible that during training and counselling practice placements 

(for the completion of practical requirements in training), an opportunity may exist for 

counsellors-in-training to secure various forms of identity feedback, which may reduce or 

mitigate some of the effects of their trauma.  

Identity feedback mechanisms (i.e. self-enhancement and self-verification) bolster 

personal identity, specifically supporting an individual’s self-concept — a collection of 
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beliefs about oneself (Myers, 2009). Pyszczynski, Greenberg, Solomon and Schimel 

(2004) suggest that individuals are motivated to pursue positive self-evaluations because 

raising one’s self-esteem protects the self-concept and reduces anxiety-related defensive 

behaviours protecting the self-concept. Taylor and Sherman (2008) suggest this occurs 

because self-enhancement (positive feedback) is useful in maintaining or improving 

psychological health when grappling with challenging life events, including unresolved 

trauma. 

Counsellors with unresolved trauma may be more likely to seek out self-verifying 

and self-enhancing feedback in attempts to verify who they are (Swann, 1983) and be 

seen in a positive light by others, including clients, in order to maintain acceptable 

personal levels of self-esteem (Swann, Pelham, & Krull, 1989). In doing so, these 

individuals may have more relaxed attitudes to professional boundaries in order to 

increase opportunities to secure as much identity feedback as possible. This, ultimately, 

may increase the likelihood of ethical transgressions, misconduct behaviours, and 

negligence causing harm to their clients — otherwise known as malpractice. All of these 

concepts will be discussed in further detail across the thesis. 

Research aims  

The overarching objective of this project is to better understand how various 

factors associated with a counsellor’s unresolved trauma impact their identity and 

subsequently their behaviours in therapeutic practice, and to understand how this might 

be associated with misconduct and malpractice behaviours. According much of the 

research in the field of counselling is classified as outcome and process research, failing 

to explore the more difficult questions regarding why (Orlinsky & Howard, 1986). 

Accordingly, this thesis examines the why of counsellor misconduct and malpractice.  

The aims of this thesis/project are to:  
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1.! Investigate the prevalence of serious misconduct in the regulated and 

unregulated counselling industry. 

2.! Identify explanatory themes that might assist in explaining why 

misconduct and malpractice behaviours might occur.  

3.! Develop a theory to explain the relationship between a counsellor’s 

unresolved trauma and their increased risk of misconduct and malpractice.  

4.! Construct a model that explains the causal mechanisms of misconduct and 

malpractice. 

5.! Understand if differences exist between regulated and unregulated 

counselling professionals on measures of their ethical attitudes and 

behaviours.  

6.! Explore whether identity feedback mechanisms (self-enhancement and 

self-verification) mediate the relationship between unresolved trauma and 

counsellor’s attitudes toward boundary crossings and violations.  

Overview of thesis chapters  

This thesis comprises ten chapters, including this introductory chapter. Chapter 2 

provides an overview of Australia’s mental health industry. The chapter makes a case that 

regulation alone is not a sufficient deterrent in and of itself, and that prevention is better 

than reacting after a breach of conduct has occurred. 

Chapter 3 contains a qualitative study that examines instances of misconduct and 

malpractice for Australian counsellors. This is an attempt to identify potential causal 

reasons for why such behaviours might occur. The study examines evidence that 

unresolved trauma is an antecedent of impairment associated with misconduct and 

malpractice.  



UNRESOLVED TRAUMA, MISCONDUCT & MALPRACTICE   
 

7 

Chapter 4 provides an overview of a number of factors associated with the 

propensity for counsellors to act against a client’s best interests, potentially resulting in 

misconduct and malpractice. This chapter considers types or categories of counsellor-

based factors that might increase the potential for a counsellor to transgress boundaries.  

Chapter 5 presents an argument for a causal relationship between a counsellor’s 

unresolved trauma and an increased risk of misconduct and malpractice. The chapter also 

explores the view that unresolved trauma appears to interfere with a counsellor’s ability 

to provide effective interventions and support clients.  

Chapter 6 contains a review of four models that explain malpractice and 

misconduct. A new model is then described depicting the interaction of the key variables 

of interest. The proposed model presents a mechanism explaining how a counsellor’s 

unresolved trauma might lead to misconduct and malpractice behaviours and the 

identification of additional variables that assist in clarifying variable relationships. 

Chapter 7 tests a specific element of the new model. It explores differences in 

attitudes and behaviours in relation to ethical and unethical conduct in counselling 

practice. Regulated professionals, such as psychiatrists and psychologists, are compared 

with unregulated professionals, such as general practice counsellors and psychotherapists. 

The analysis investigates counsellor attitudes toward three categories of behaviour: 

ethical, unprofessional and incompetent, and boundary crossings and violation 

behaviours. A secondary analysis explores prevalence rates for serious misconduct 

between regulated and unregulated practitioners.  

Chapter 8 explores the mediators that might assist in clarifying the relationship 

between counsellors’ unresolved trauma and attitudes toward boundary crossings and 

violations, thus empirically quantifying an important element of the proposed model. 

Counsellors completed three measures: a posttraumatic stress disorder screen, a self-
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verification and self-enhancement survey, and attitudes toward boundary crossings or 

violations. Through a mediation analysis this study provides evidence for a relationship 

between unresolved trauma and attitudes toward boundary crossings and violations — 

which potentially lead to malpractice and misconduct— and the mediating effects of 

identity.  

Chapter 9a is part of a larger general discussion. It has a research focus and so 

addresses the aims and associated hypotheses contained within the chapters and studies in 

the thesis. The chapter brings together all the components of the thesis culminating in the 

presentation of a potential causal pathway within the multifactor model developed in 

chapter 6. The model is then applied to an actual case study to confirm its utility beyond 

the theoretical.  

Chapter 9b is a counterpart to 9a. It provides important practical implications and 

recommendations from the thesis that may be useful to counselling practitioners and the 

industry more broadly. Specifically, content in this chapter explores how counsellors 

might develop ethical intelligence, and resolve ethical dilemmas using a step-by-step 

methodology. This chapter also provides suggestions for the implementation of 

prevention and intervention strategies in a ‘matrix fashion’ covering the chain of 

responsibility for client care and assisting in efforts to reduce and mitigate misconduct 

and malpractice behaviours.    

Chapter 10 is divided into three areas for convenience — conclusions, research 

recommendations and practical recommendations — it provides some concise points 

about the outcomes of the research.  

Finally, an additional research project can be found in Appendix 1. This project 

was conducted as part of the overall thesis however is appended rather than incorporated 

because it is a related rather than central component to the thesis. It assesses the 
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psychometric properties of the 47-item Ethics of Practice Questionnaire - Revised (EPQ-

R) using an Exploratory Factor Analysis (EFA). The original 83-item Ethics of Practice 

Questionnaire (EPQ), developed by Pope, Tabachnick, and Keith-Spiegel (1987), was 

designed to gauge the extent to which participants agreed that particular behaviours 

occurring during the provision of therapeutic services were ethical. The EPQ was 

originally designed and administered to a population of registered psychologists in the 

United States, therefore limiting its use to other populations outside of its intended scope 

without modification. This revised instrument can be administered to a more diverse 

population of counselling practitioners.  
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  Chapter 2: An industry overview: Does regulation really matter?  

It is generally accepted that around a quarter of any Western population will 

experience some form of mental health-related concern in their lifetime (World Health 

Organisation, 2017). Yet, the treatment rate does not match the prevalence rate. For 

instance, the Australian Institute of Health and Welfare (2013) estimated that 1.9 million 

Australians, approximately 9% of the population, received public or private mental health 

services in 2010-11. They also reported 15 million mental health-related General 

Practitioner (GP) visits in 2011-12, though it is not known how many unique clients this 

represents. In response to low treatment rates for mental disorders such as anxiety, 

depression and substance use disorders, Australia’s national medical safety net – the 

Medicare Benefits Schedule – was introduced. The Better Access program was 

established in 2006 to provide publicly-funded rebates for six mental health visits per 

client per year, with additional rebated visits available in certain circumstances (Pirkins, 

Harris, Hall & Ftanou, 2011). While this spending was welcomed, it has not been without 

criticism. The rebates were limited to clients with significant mental health problems that 

could be addressed by evidence-based services— generally confined to behavioural 

approaches that could demonstrate the potential for impact within the six-visit window 

funded, primarily Cognitive Behavioural Therapy — provided by governmental —

registered practitioners, such as psychologists. While this might be considered a good 

start, this group of clients and practitioners are a small subset of the potential need and the 

potential solution.     

Diagnosable mental illness is not the only reason individuals seek help. People 

can present with a range of concerns that can significantly interfere with their cognitive, 

emotional, or social functioning (Department of Health and Aging, 2009), as well as 

dealing with emotional and physical abuse, anger management issues, family and 
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relationship issues, support in breaking addiction to various substances and activities, and 

so on. Likewise, clinical psychologists are not the only group who can help with these 

issues. If counselling is considered a function or activity rather than a job title, then there 

are other professionals who provide counselling services as a core element of their job. 

Beyond psychologists who are registered to practice but do not consider themselves 

clinical psychologists, there are therapists, counsellors, social workers, and others. These 

practitioners may not treat those with severe mental illness, but rather work to assist 

clients to improve their adaption to past, current and future situations, dealing with 

relationships, daily functioning, stress, less severe mental illness, and so on.  

It is difficult to rigorously define counselling (Orlinsky & Ronnestad, 2005), 

though it can be argued that it is multi-faceted in terms of approaches, target clients, 

desired outcomes, and so on. Feitham and Dryden (1993) say that counselling is simply a 

process in which the application of psychological theories and communication skills are 

applied to resolving client concerns. It involves interactions between two or more people 

in which rapport building, communication skills, and solution-focused tactics are applied 

in support of positive outcomes for clients. The development of a relationship between 

client and counsellor creates a solid base upon which the application of therapeutic 

techniques can occur (Gelso & Carter, 1985; 1994). While the counselling function might 

be part of the approach of all mental health workers, they are not equivalent in the eyes of 

the law.  For the purposes of this study, ‘counselling’ is defined as an interpersonal 

process performed by mental health professionals, either regulated or unregulated, as part 

of the delivery of therapeutic services to aid clients to develop self-understanding to make 

or enhance positive change. Using this definition, comparisons can be made between the 

various mechanisms available to regulatory bodies and industry associations aimed at 

preventing misconduct and malpractice.  
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For legal purposes, the somewhat amorphous counselling profession can be 

divided into two groups, regulated and unregulated. Regulated practitioners are typically 

psychologists, while unregulated counsellors often call themselves therapists or 

psychotherapists, or counsellors. To become qualified, and thus regulated, a psychologist 

must complete a set course of study and supervised practise through an Australian tertiary 

provider (or apply for equivalence if qualified outside Australia). The qualification 

consists of a three-year bachelor degree and honours year both majoring in psychology – 

vetted and licensed by the Australian Psychological Accreditation Council (APAC) – 

followed by either a two-year masters degree, a one year professional masters degree or a 

two-year internship (supervised practise). The term psychologist is protected in law and 

only those completing the requirements may use it. Once qualified they must register with 

the Australian Health Practitioners Regulation Agency (AHPRA) before they can begin to 

practise. 

Unregulated professionals who are involved in counselling are a rather more 

nebulous group with respect to a clear definition. They are currently not required to 

complete a particular training program, or any training program at all, in order to call 

themselves a counsellor. They are also not required to belong to a legal or professional 

body, although some of them do. Higher education providers offer counselling degrees, 

though there is no national standard for content and assessment as there is for psychology 

programs. Graduates may apply for professional membership with organisations such as 

the Australian Counselling Association (ACA), the Psychotherapy and Counselling 

Federation of Australia (PACFA, which is a confederation of member associations, each 

with its own membership list of individual practitioners), or other body. In Australia there 

are an estimated 21,700 general counsellors (Department of Employment, 2015) and 

26,000 social workers (Daly & Wilkinson, 2014). This contrasts with the 27,178 general 
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registered psychology practitioners and 4,192 provisional registrations (Psychology 

Board of Australia, 2016).  

Counselling has transitioned from a cottage industry into a profession and entered 

an “age of accountability” (Ladney & Bradley, 2010, p. 9), to the extent that counsellors 

should assume that at some point in their career they may well have to defend allegations 

of misconduct and malpractice (Grenyer & Lewis, 2012; Tryon, 1986). In Australia, this 

change has been driven by consumer demands and higher expectations for quality 

services (Schofield, 2008), and as a consequence of a greater awareness about mental 

health issues. An increase in the number of reported complaints (notifications) about 

mental health professionals for misconduct and malpractice coupled with media exposure 

of often tawdry details has also had an impact. There is evidence of significant change at 

the counselling profession level for those in training, including greater scrutiny of formal 

qualifications and tighter higher education requirements for membership to various 

industry associations (Freckelton, 2011b; Richardson, Sheean & Bambling, 2009).  

In Australia, both regulated and unregulated counselling professionals provide a 

myriad of mental health services to a wide range of clients. Many of these professionals 

are ostensibly guided by ethical principles enshrined within various codes of conduct and 

standards taught to them during a range of courses. There are also laws and regulatory 

frameworks to adhere to. The interplay between civil law, codes of conduct and ethics, 

association/industry policy, government regulation, and mandatory reporting 

requirements can be daunting to navigate, even for the seasoned professional. However, 

at the core of it all is a basic inherent duty of care owed toward clients. This duty exists 

above and beyond that which applies to ordinary people in everyday society. As such, it is 

critical for counsellors to understand their obligations toward clients to avoid complaints 

being made by, and damage done to, clients.  
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There are three separate potential opportunities for redress against a counsellor 

who has not properly discharged their duty of care – the civil system consisting of various 

regulatory tribunals and civil courts, professional standards committees operated by 

professional bodies, and the criminal justice system. Each has a part to play in the process 

and a counsellor may be taken to one, two or all three systems depending on the nature of 

the wrong committed. A counsellor might be taken to a civil court or small claims 

tribunal by a professional body or an individual client for financial compensation, and/or 

reported to a professional standards body to have their right to practice curtailed or 

cancelled or some other practice-related sanction imposed, and/or prosecuted through the 

criminal courts for criminal activity.  

In an increasingly litigious society there is also a perceived threat of being taken 

to court and sued for breach of contract. Counselling professionals must therefore have 

sufficient understanding of the ramifications and risks associated with providing services 

and be sufficiently skilled and self-aware to mitigate against practitioner misconduct and 

malpractice pitfalls (Grenyer & Lewis, 2012), including understanding matters relating to 

boundary crossings and violations.  

Counselling, professional misconduct and malpractice  

Misconduct is defined as unacceptable or improper behaviour by a professional 

person in contravention of codes of ethics, potentially including illegal activities (Oxford, 

2015). Severity of professional misconduct, hereafter known simply as misconduct, exists 

along a continuum between breaching codes of ethics, policies and regulations, through to 

criminal activity. A breach of a code of ethics, policy or regulation by a counsellor that is 

not considered illegal (not a crime against society) is often dealt with by an industry body 

or association in the first instance. For example, it is not illegal to enter business 

partnerships with others, yet such action is a breach of ethics under many codes of 
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conduct for counsellors in Australia if the other person is a current or former client. 

Further, a counsellor who commits an act of fraud, such as invoicing a government body 

for sessions that did not take place, is considered not only to have breached an ethics 

code, but they are likely to be referred to the public prosecutor’s office for criminal 

charges. The primary difference between misconduct and malpractice is the absence of 

demonstrable harm to a particular client or other individual as a result of the counsellor’s 

actions/behaviours.  

Malpractice 

At its core, malpractice involves negligence. Professional negligence simply 

means a failure to exercise the level of care expected given the professional’s training and 

experience and the services they have undertaken to provide. It may involve the 

commission or omission of an act that results in client damage, injury or loss. The area of 

law concerned with negligence is held under the Law of Torts. A tort, a French word 

meaning wrong, is a situation in which a civil wrong has been committed and wronged 

party is able to claim for damages (Law Vision, 2008). In civil law the onus or standard 

of proof is based on a balance of probabilities (Office of the Juries Commissioner and the 

Victorian Law Foundation, 2010, para. 4), that one party failed to fulfil their civil 

obligations (Library Council of New South Wales, 2011).  

Malpractice is determined by satisfying four conditions: a) did the counsellor owe 

the client a duty of care? b) did the counsellor breach that duty of care?  c) did the client 

suffer an injury or other damage? and d) was the injury or damage caused as a result of 

the breach of the duty of care? If just one of these conditions is not satisfied, then 

professional negligence has not been established and malpractice is avoided. 

Estimates, based on the little data that is available, indicate a mean misconduct 

and malpractice prevalence rate for therapists in the United States of 6% (range 0.9% - 
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12%). In Australia, it is predicted that over a 30-year career 2% of psychologists will be 

accused of serious misconduct potentially resulting in deregistration (Grenyer & Lewis, 

2012). Evidence suggests that a higher proportion of men transgress compared to female 

therapists (ratio of 3:1), and that those who breach quite often do so on numerous 

occasions, as indicated by high recidivism rates (Procci, 2007). A similar finding by 

Grenyer and Lewis (2012) for Australia was that male psychologists are two and a half 

times more likely to have a misconduct complaint made against them than females.   

Regulatory and administrate tribunals are also part of the civil law system. They 

consider a number of factors in each case before a charge of malpractice is made against a 

counsellor, including the role of accidents. Accidents fall into two categories: those that 

are reasonably foreseeable and thus avoidable, and the unforeseen or unavoidable 

(McDowell, 2000). For an accident to be classified as unavoidable the event must have 

occurred under circumstances that could not have been foreseen or prevented through 

reasonable precautions (McDowell, 2000). Any situation that occurs outside of an 

accidental ruling is considered a reasonably foreseeable event and will have ramifications 

for any practitioner deemed to have a duty of care for a client. An example of an accident 

that is reasonably foreseeable could be hastening or rushing the therapeutic process for 

reasons of personal convenience. This may create a condition in which the practitioner 

acts negligently due to a lack of consideration about the client’s needs within the 

therapeutic process.  

An unforeseeable accident may occur if a session is cut short because the 

counsellor is struck by an acute and severe case of physical or emotional impairment. The 

client’s care might be impacted in a similar manner to rushing the session in order to 

leave early, but there is a lack of intention. The distinguishing feature between these two 

examples is the degree to which an event is reasonably foreseeable. In the second 
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situation, a counsellor who is self-aware of the acute condition and its deleterious impact 

should defer the session or refer the client to another practitioner in order to reduce the 

negative impact on the client. 

The courts also consider the role of a mistake. A mistake is considered to have 

occurred if a counsellor proceeds on a particular course of action based on the ill-formed 

belief that certain facts exist, when it later turns out such information was materially 

different from reality (McDowell, 2000). For example, if actions or disclosures that ought 

to have been executed in practice have not been carried out, such as mixing up a pair of 

clients and providing the wrong treatment, then a mistake may have been made. Mistakes 

range from innocuous to harmful and can result in severe consequences for clients when 

counsellors fail to diligently and competently provide services.  

The consequences of an unregulated industry 

Regulated professionals such as psychologists and psychiatrists are required to 

adhere to the Health Practitioner Regulation National Law Act 2009. Unprofessional 

conduct includes behaviours that are considerably below the standard expected of a 

registered practitioner given their training and education. Unprofessional conduct also 

concerns misconduct, whether occurring in the therapeutic practice or not, that is 

inconsistent with a counsellor being a fit and proper person holding registration. While 

unregulated counsellors are not subject to the Health Practitioner Regulation National 

Act, charges for misconduct can be made against counsellors under the national Code of 

Conduct (Council of Australian Governments, 2015). In addition, both regulated and 

unregulated counsellors who voluntarily register with an industry association are required 

to commit to specific codes of conduct, against which violations may also be classified as 

misconduct. 
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The coronial inquest into the death of Rebekah Lawrence deemed that it was 

reasonably foreseeable that harmful consequences could arise when unqualified 

individuals attempt to deliver counselling programs without adequate training. Rebekah 

Lawrence was a participant in a personal development course run by persons without 

formal qualifications in therapeutic techniques, specifically those relating to regression 

therapy. At the coronial inquest Deputy Coroner MacPherson determined that Ms 

Lawrence’s death after jumping naked out of a second storey window was not suicide 

(New South Wales Coroners Court, 2009). Rather, Deputy Coroner MacPherson stated 

“Ms Lawrence’s mental health condition at the time of her death resulted in her death 

because of her participation in the self-development program” (MacPherson in 

Freckelton, 2011b, p. 477).  

The Lawrence case illustrates that serious consequences can occur as a result of 

providers without formal training and without suitable understanding of the risks 

intervening in an attempt to resolve client problems (Freckelton, 2011b). In the Lawrence 

case the argument was made that the defendants, those individuals delivering the course, 

were grossly negligent. These so-called counsellors were practising beyond their 

capabilities and in the absence of adequate education and training. They also breached a 

contract with Ms. Lawrence, failing to provide her with desirable outcomes – including 

improved wellbeing – in exchange for a fee.  

According to Freckelton (2011a), the Lawrence case incorporated two interrelated 

situations/conditions resulting in Rebekah’s death. First, it should have been reasonably 

foreseeable that delivering a personal development course without adequate training and 

supervision would be negligent, a situation devoid of a duty of care toward potentially 

vulnerable clients. The second reasonably foreseeable act was that delivering such 

services negligently could result in client harm; in this particular case Ms Lawrence 
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jumping to her death from a window at her place of work shortly after attending the 

course.  

The Lawrence case provides a poignant example for further exploration of a 

number of concepts presented thus far. In terms of potential actions, Rebekah’s 

immediate family may wish to take civil action against the unqualified individuals who 

delivered the counselling program. Here, given the evidence of the case, the matter of 

negligence would most likely be proven. As such, damages due to the failure of the 

organisers to provide a duty of care to participants in the course would most likely be 

awarded for the loss and suffering caused to the family resulting from Rebekah’s death.  

As the organisers were unqualified, and thus unregistered, their actions in the 

Lawrence case are susceptible to action under the Unregistered Health Practitioners Act. 

In order to provide some form of safety net for the protection of clients using unregistered 

practitioners, New South Wales (Health Care Complaints Commission, 2012; HCCC), 

South Australian (Health and Community Services Complaints Commissioner, 2013; 

HCSCC) and Queensland state governments implemented a code of conduct for 

unregistered health professionals. In 2015 a national Code of Conduct was introduced 

(Council of Australian Governments, 2015; COAG) to be adopted by all states and 

territories (Australian Health Ministers Advisory Council, 2014). The code of conduct 

requires any person providing a health service, including counselling and psychological 

services, to do so in a safe and ethical manner. The organisers of the personal 

development program that Ms Lawrence attended, had such legislation been in place 

during that time, would have been susceptible to charges or claims under this Act.  

Unfortunately, there is a paucity of published data, Australian or other, regarding 

prevalence rates for instances of misconduct and malpractice for regulated and 

unregulated counselling professionals. Of that which is available most data has, perhaps 
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not surprisingly, tended to focus on prevalence rates for regulated counsellors (e.g. Pope 

& Vetter, 1992; Procci, 2007; Grenyer & Lewis, 2012), presumably because such data is 

more readily available, more complete, and more standardised than that for their 

unregulated counterparts.  

In order to cast a wider net, here ‘counselling’ is reframed more broadly — as an 

interpersonal process performed by mental health professionals, either regulated or 

unregulated, as part of the delivery of therapeutic services to aid clients to develop self-

understanding to make or enhance positive change. Comparisons can then be made 

between the various mechanisms available to regulatory bodies and industry associations 

aimed at preventing misconduct and malpractice. This in turn provides a richer context 

for an examination of prevalence rates for notifications (complaints) and associated 

outcomes of reported instances of wrongdoing, and an assessment of the costs associated 

with administering and processing notifications for counselling professionals in Australia. 

 The ACA code of ethics provides a mechanism for dealing with complaints about 

members. It seeks to monitor, maintain, set and improve professional standards in 

counsellor education and practice (Australian Counselling Association, 2012). The 

second non-regulated counselling industry association, the Psychotherapists and 

Counsellors Federation of Australia (PACFA), also provides a framework for best 

practice code of conduct including seven main values/principles (Psychotherapists and 

Counsellors Federation of Australia, 2011). The PACFA code acknowledges the British 

Association of Counselling and Psychotherapy (BACP) and the American Psychological 

Association (APA) as foundational resources for the development of its 2009 and 

subsequent 2011 documents. The interdisciplinary complex of codes ensures ACFA has a 

solid base of tested ethics theory and demonstrates considerable alignment with the 

psychologists’ code in Australia.  



UNRESOLVED TRAUMA, MISCONDUCT & MALPRACTICE   
 

21 

There is a considerable absence of mechanisms to capture data concerning 

notifications of alleged misconduct instances for unregulated counsellors compared with 

other professions such as psychologists. As such, the industry has only a vague picture of 

the actual extent to which professional misconduct exists. Daly and Wilkinson (2014) 

report that 50 complaints were made to the Australian Association of Social Workers 

(AASW) between July 2013 and June 2014. However, 27 of these complainants, or 

notifications, were informed that the individual about whom the complaint was made was 

not a member of the AASW, or due to the nature of the complaint AASW could not assist 

(no further explanation was given about the types of complaints that could not be 

processed, or why they could not be processed). Daly and Wilkinson (2014) suggested 

these cases of alleged misconduct or malpractice may go unaddressed. 

Under-reporting due to various factors (stigma for example) likely applies to both 

regulated and unregulated counsellors, but under-reporting due to lack of knowledge 

about where and how to complain is more likely to apply to the unregulated cohort 

because there are a number of disparate industry bodies and report making is not always 

straightforward.  Indeed, it is difficult sourcing and compiling complaints, or 

notifications, data about transgressing behaviour for unregulated counsellors due to a lack 

of consistency regarding how that data is be held, used, shared and accessed.   

This exploratory study aimed to systematically gather data on the prevalence of 

serious misconduct in regulated and unregulated counselling industries. The main 

approach was to cast a wider-than-usual net for sets of data or information that could be 

integrated and consolidated, providing a snapshot in time for comparative purposes. It is 

hypothesised that the nationally standardised system of training, assessment, qualification 

and oversight will result in fewer instances of misconduct by regulated counselling 

practitioners than by unregulated counselling practitioners. 
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Method 

Data sources 

Data were obtained from various publicly accessible sources, including annual 

reports (2010-2014), submission documents from the Australian Health Practitioner 

Regulation Agency (2015), and the Psychotherapy and Counsellors Federation of 

Australia. In addition, a direct request (in accordance with the provisions of Monash 

Human Ethics Research Committee) was made to the Australian Counselling Association, 

which provided data relating to notifications and closures/outcomes from 2008 to 2013. 

Procedure 

Ethics approval for the project was provided by Monash University Human 

Research Ethics Committee (Approval Number CF13/2485 - 2013001319). Initially data 

were reviewed in order to achieve a level of familiarisation. Data about reported 

notifications (complaints) and associated closure stages (after assessment, investigation, 

panel review of tribunal hearing) for regulated and unregulated counsellors was collected 

and placed into Microsoft Excel. The data in the present study were analysed using the 

IBM Statistical Package for Social Sciences (SPSS), Version 23. All statistical analyses 

were conducted at a 95% confidence level. 

Results 

Regulated counsellors 

During the 2015/16 reporting year AHPRA received 484 notifications (or 

complaints) regarding psychologists. AHPRA provide a detailed summary within annual 

reports concerning how notifications are processed. The majority of notifications (n = 

352; 72%) were closed following an initial assessment. An additional 51 (11%) were 

closed following a health or performance assessment. The remaining 81 (17%) cases, 
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which constitute the most serious of all notifications, concluded after an internal panel or 

tribunal hearing.  

Relative to other regulated professions such as nurses/midwives and occupational 

therapists, psychology ranks third highest in notifications concluding in a hearing or 

tribunal panel (see Table 1). This finding suggests that the seriousness of transgressing 

behaviour for psychologists is more severe than those committed by professionals in 

other regulated industries. In other words, when a psychologist does breach ethical 

bounds the act is more heinous, thus increasing the likelihood that the notification will 

result in a panel or tribunal hearing.  

This finding provides an indication regarding the relative risks of harm associated 

with consuming mental health services from a psychologist versus the risk of harm when 

visiting a chiropractor, for example, for musculoskeletal concerns. Interestingly, 

chiropracty is a profession that is often the focus of media attention and reports in 

Australia concerning the provision, or lack of, non-beneficial or marginally beneficial 

therapeutic services (Singh & Ernst, 2008). Yet, a similar level of attention is not found 

with psychology.  

 

 

 

 

 

 

 



PAUL D. KREMER 24 

Table 1. Relative Ranking of Notifications Arising from Different Professions that Result 
in a Hearing or Tribunal 2015/16 

 

Profession Registered 
Practitioners  

(n) 

Notifications 
concluding 

in Hearing & 
Tribunal 

Notification
s by number 

of 
practitioners 

Top 5 
rank 
order 

Osteopaths 2,094 10 0.48% 1st 

Medical practitioners 107,179 383 0.36% 2nd 

Psychologists 33,907 81 0.24% 3rd 

Dentists 21,741 50 0.23% 4th 

Pharmacists 29,717 60 0.20% 5th 

Chiropractors 5,167 5 0.10%  

Chinese medicine 4,762 3 0.06%  

Nurses and midwives 380,208 191 0.05%  

Medical radiation practitioners 15,303 4 0.03%  

Occupational therapists 18,304 5 0.03%  

Physiotherapists 28,855 5 0.02%  

Optometrists 5,142 0 0.00%  

Source. AHPRA Annual Reports. Data relating to New South Wales and the Health Practitioners 
Commission is included.  
 

The data found in Table 2 relates to the closure of complaints for regulated 

psychologists over time. Data from AHPRA annual reports indicates an increasing trend 

in the number of notifications resulting in a panel or tribunal hearing when accounting for 

changes in the population.  
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Table 2. Closure of Panel and Tribunal Hearings for Regulated Psychologists 2011-2016 
 

Year of 
Closure 

N Panel Tribunal Total Closures by 
N 

2011-12 28,945 13 - 13 .0004 

2012-13 29,645 18 9 27 .0009 

2013-14 30,561 45 9 54 .0018 

2014-15 31,717 24 22 46 .0016 

2015-16 34,167 64 17 81 .0019 

Total  - 164 57 221 - 

Source. AHPRA Annual Reports. Data relating to New South Wales and the Health Practitioners 
Commission is included.  

 

Unregulated counsellors  

Table 3 provides the data for complaints made to the ACA and PACFA about 

members of these associations and the resultant charge, by category. Evaluating the table 

reveals that notifications typically fell into two categories. The first, and arguably the 

more serious, category concerns boundary crossings and violations that relate to sexual 

misconduct and inappropriate relationships. The second category relates to unprofessional 

behaviour and misconduct associated with breaches of confidence and poor service 

provision. Notifications received by both associations are heavily biased toward the 

second category (unprofessional misconduct) than the first (boundary crossings and 

violations).  
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Table 3. ACA (2004-2013) and PACFA (2006-2001) Notifications Concluding in a 
Panel/Committee Decision  

 

Complaint Type ACA PACFA Total 

Breach of confidentiality 8 7 15 

Inappropriate relationship 8 5 14 

Dual and multiple roles 0 11 12 

Discrimination 1 3 4 

Unsatisfactory service or outcome 7 3 11 

Other professional misconduct 6 24 31 

Complain process 0 1 1 

Fees/costs 0 2 2 

Membership/functions/activities 7 5 12 

Total 37 61 102 

Note. ACA data collected over 9 years (2004-2013), PACFA over 5 years (2006-2011). 

 

Prevalence rates for regulated and unregulated counsellors  

Industry associations and the Australian government provide estimates concerning 

the number of regulated and unregulated professionals working within the industry at 

specific moments in time. Table 4 provides a summary of the notifications concluding in 

an ethics panel/committee or tribunal hearing for regulated and unregulated counsellors.  
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Table 4. A Comparison of Snapshot Data and Sample Proportions for Regulated and 
Unregulated Counsellors 

 

Regulatory 
Status 

Notifications 
Concluding 
in Panel or 
Tribunal 

Years of 
Data in 

Analysis 

Average 
Number of 
Notification
s per year 

Average 
Number of 

Professionals 
(5 years) 

Notifications 
per 1000 

professionals 

Unregulated  107 7 15.3 20,250 0.76 

Regulated  221 5 44.2 33,013 1.34 

 

There are approximately half (57%) as many notifications for unregulated versus 

regulated counselling professionals, however a two tail z-score proportions analysis 

revealed that there was no significant difference (z = 1.7, p = .0925) between unregulated 

(95% CI [0.0004 - 0.0012]) and regulated counsellors (95% CI [0.0009 - 0.0017]) in 

terms of prevalence rates for serious misconduct resulting in an ethics panel/committee or 

tribunal hearing.  

Discussion 

The expectation that unregulated counsellors would be responsible for a relatively 

greater number of complaints was not supported by the data. For both groups the per 

capita rate of reported notifications that lead to tribunal or panel hearings was quite low, 

without a statistically significant difference between them. The fact that misconduct rates 

between the two groups were not statistically differentiated suggests that the presence of 

guiding regulations for professional behaviour are not a reliable way to predict rates of 

misconduct amongst counsellors. Importantly, for regulated psychologists this is a 

general increase over time for notifications, or complaints, resulting in panel review or 

tribunal hearing when accounting for changes in the population. This suggests that despite 

increased efforts to mitigate or reduce misconduct behaviours, such strategies may 

currently be ineffective.  
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It is important to note that the data used here for unregulated counsellors is drawn 

from the membership of ACA and PACFA. Both of these organisations have devoted 

significant attention to tightening their expectations and requirements for membership as 

part of a bid to gain acceptance by government and insurers for the purposes of being 

eligible for government rebates for client fees. Thus these counsellors might be better 

named “semi-regulated” or “quasi-regulated” rather than unregulated for the purposes of 

this analysis. There would seem to be support for this segregation. The unregulated 

counselling industry has been fighting since 2011 to gain acceptance as a complementary 

form of natural therapy. A core theme found within the numerous petitions submitted to 

government concern available mechanisms for the capture of ethical violations and 

processes and policies for addressing complaints made against counsellors, thus 

demonstrating an effective level of professional regulation (Australian Counselling 

Association, 2010). The ACA (2010) claims that statistics relating to risks associated with 

counselling services provided by its members are small, a point borne out by the current 

analyses.  

A more useful evaluative comparison might be between statutory (legal by 

statute), voluntarily or self"regulated via industry association membership, and 

unregulated. However, as noted previously, there is currently no systematic collection of 

data at all for self-regulated counsellors, preventing such a comparison.  

Another limitation on the collection of accurate data on misconduct malpractice 

may be associated with the reporting process.  There are several reasons why a client may 

not report misconduct, some of which might differ between the groups of counsellors. 

The stigma of being a victim or fear of reprisals (direct threats against the client, or 

threats to cease treatment or break a dependent relationship), depending on the nature of 

the transgression, might make a client hesitate regardless of whether they had been 
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treated by a regulated, semi-regulated or self-regulated counsellor. However closer 

scrutiny, more oversight by supervisors and mandatory reporting might mean that a 

transgression by a regulated counsellor is more likely to come to light than for 

unregulated counsellors, which might have contributed to a lower frequency for the 

unregulated counsellors in the findings reported here.  

In other cases, the transgression may have been inadvertent and perhaps not 

noticed by either party. Most boundary crossings are benign and not harmful to clients or 

counsellors (Glass, 2003). However, small repetitive behaviours that seem innocuous at 

first seem to gather momentum ending in a rather harmful situation. Simon (1989) posits 

that violations start out as subtle or seemingly harmless behaviours growing and 

developing in severity over time until an overt case of misconduct or malpractice occurs. 

It is commonplace that offenders later say they were on a slippery slope (Glass, 2003) 

toward transgression. Others may simply ignore, avoid, and/or diminish awareness of 

transgressing behaviours. This might result in a blind spot (Goleman, 1998), which is an 

inability to self-reflect, resulting in self-deceptive behaviours that are difficult for others, 

including supervisors and colleagues, to detect. This situation may occur for regulated or 

unregulated counsellors, though closer scrutiny by supervisors of regulated counsellors 

might arrest that slippery slide earlier for the former group.  

The introduction of the Unregistered Health Practitioners Act 2012 (New South 

Wales) is a step in the right direction, but getting a clear understanding about malpractice 

and misconduct on a national basis will take time as the codes are introduced state by 

state rather than nationally. A challenge will also lay in capturing all counsellors within 

the system, or steering clients away from those who refuse to register, or promoting those 

who do register and have thus agreed to be bound by a common set of principles of 
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practice. But these challenges are worth facing for the sake of even the small number of 

clients who are victims of unprofessional behaviours. 

A central system that handles all complaints from inception to resolution, and 

through an appeals process, would also be to the community’s benefit by providing 

confidence to clients and making it easier to track problems within the industry. Such a 

system might be ameliorated by improved training, credentialing and/or supervision.  

The data used here relates to matters that have been closed at tribunal/panel stage. 

This does not necessarily mean it has been resolved to the satisfaction of the client who 

made the complaint. There is no way of knowing how many of these cases were 

continued elsewhere. For example, a case resulting in a panel review might then continue 

later in the civil system (a hearing by a civil and administrative tribunal, or pursuit of 

damages in court) completely independent of the governing body or association to which 

the client made the complaint. 

The findings from this investigation have challenged the assumption that 

unregulated counsellors are more likely to engage in misconduct or malpractice than 

regulated practitioners. As this may not be the case, the matter warrants further 

investigation. One area worthy of additional attention is the opportunity for prevention 

rather than reaction to transgressions. This will require a better understanding of the 

antecedents leading to this behaviour so that they might be the focus of changes to 

training or supervision or oversight or client education. In order to better develop more 

appropriate interventions and prevention strategies, it is important to explore in more 

detail the nature of misconduct and malpractice where we might find indicators to provide 

direction.    
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Chapter 3: Exploring the why of psychologist misconduct and malpractice: A 

thematic analysis of court decision documents 

This chapter is a paper that is currently under second-round review with The Australian 

Psychologist. It is reproduced here verbatim, thus the inclusion of elements such as its own 

abstract and reference list, and a degree of repetition with other parts of the thesis. 

 
Objective: To identify causal reasons for misconduct and misconduct amongst Australian 

psychologists.  

Method: During the five-year period from 2008-13, 42 psychologists were found guilty 

of misconduct and malpractice by civil and administrative courts across Australia. The 

court decision documents were analysed using Braun and Clarke's (2006) qualitative 

methodology to explore themes relating to the courts objective, the psychologists’ 

subjective, and the authors’ interpretive causal reasons transgressing psychologists 

engaged in misconduct and malpractice. 

Results: Explanations given by psychologists for misconduct and malpractice behaviours 

included the use and abuse of legal and illicit substances, addiction behaviours, and 

impairment due to a mental disorder or unresolved trauma. Overall, male psychologists 

did not appear to be involved in misconduct and malpractice more often than female 

psychologists. 

Conclusions: Psychologists’ explanations concerning why misconduct and malpractice 

behaviours occurred coalesced into three themes: the externalisation of responsibility for 

personal actions and behaviours, a lack of objectivity concerning why such behaviours 

occurred, and an inability to understand how personal circumstance affected the provision 

of ethical services to clients.   

Keywords: Ethics, Malpractice, Misconduct, Psychologist, Court, Australia 
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Psychology is a regulated profession in Australia. The Health Practitioner 

Regulation Legislation Amendment Act 2014 aims to protect the health and safety of the 

public by providing mechanisms to ensure registered psychologists are fit to practice and 

do not act in a negligent manner. Psychologists registering to practice in Australia 

commit to a code of conduct outlining a specific standard of care they should provide to 

clients in therapy (Australian Psychological Society, 2007). A duty of care is imposed 

upon the psychologist, requiring the ethical delivery of services whilst prescribing a 

responsibility to do no harm or wrong to clients. It is important that appropriate levels of 

competence, inclusive of ethical practice, match the type of services offered, resulting in 

effective outcomes for clients (Jones & Armstrong, 2011). However, despite clear laws 

and regulations, misconduct and malpractice still occur.  

Psychologists found guilty of gross acts of negligence and/or unprofessional 

conduct by a court are said to have engaged in misconduct and malpractice. Misconduct 

is defined as “unacceptable or improper behaviour, especially by a professional person, 

typically in contravention of codes of ethics and may include illegal activities” (Oxford, 

2015); an example of misconduct would be a psychologist who engaged in defrauding an 

organisation, such as a worker’s compensation authority. Malpractice is defined as “an 

act or omission leading to improper or negligent behaviour resulting in client harm” 

(Oxford, 2015); such as a psychologist who engages in a sexual relationship with a client 

that exacerbates the client’s problems, resulting in harm.   

Over a 30-year career approximately 20% of psychologists can expect to have a 

complaint, known as a notification in the Australian system, raised against them, and 2% 

of this same group will be accused of misconduct and malpractice, with male psychologists 

two and a half times more likely to have a misconduct complaint made against them than 

female psychologists (Grenyer & Lewis, 2012). Overall, an average of 441 notifications 
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relating to misconduct and malpractice against psychologists are made each year 

(Kremer, n.d.). During 2014 the Psychology Board of Australia (PsyBA, 2015) received 

approximately 480 notifications, or complaints, made against psychologists. The costs 

associated with administering and assessing notifications currently equates to 

approximately AUD$4.5 million (Australian Health Practitioners Registration Agency – 

APRHA, 2015) – around $10,000 per case. However, the real financial costs are 

substantially greater when taking into account the additional expenses associated with 

other civil suits and orders of compensation paid by professional indemnity insurers. In 

terms of the absolute number of complaints processed against professionals covered 

under the AHPRA umbrella, the psychology profession in 2013-14 was ranked third 

highest (n = 54; of 31,649 professional health services provider notifications), behind the 

medical (n = 293; of 99,209) and dental (n = 67; of 20,269) professions at panel reviews 

and court hearings (Kremer, n.d.).  

 The PsyBA employ various mechanisms to deal with the most serious 

notifications. Performance and Professional Standards Panel (PPSP) are the second 

highest form of disciplinary process available to PsyBA. A PPSP can hear matters 

relating to "unprofessional conduct" and are established should a regulatory board believe 

a psychologist has a health concern that leads to impairment, or their performance 

standard is unsatisfactory and warrants investigation (Australian Health Practitioners 

Registration Agency, 2015). The highest form of disciplinary process available to 

AHPRA is a court hearing, held for the most serious types of malpractice and 

professional misconduct. These cases often lead to suspension or cancellation of the 

psychologist’s registration.   

Data relating to consumer complaint reports, court hearings and PPSP’s are 

collected and released in summary form in annual reports by associations such as 
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AHPRA. Grenyer and Lewis (2012) published a study of prevalence rates of notifications 

made against psychologists practising in New South Wales, Australia. They reviewed all 

complaints made by clients over a five-year period (2003-2007). In total, there were 248 

notifications for misconduct concerning 224 registered psychologists from a total of 

9,489 registered psychologists. According to Grenyer and Lewis (2012) 35.5% of all 

complaints related to ‘poor communication standards’. This category included breaching 

confidentiality, acting in a rude or insensitive manner, and failure to secure informed 

consent. Poor communication was closely followed by ‘professional incompetency’ 

(16.5%), which included wrong or inappropriate diagnosis, and inadequate treatment. 

‘Poor reporting practises’ (14.1%) includes issues such as poor record keeping and 

inadequate or a failure to file reports to bodies such as 'Workers Compensation', 'Family 

Court', and 'Victims of Crime'. ‘Poor business practices’ (12.5%) included overcharging, 

financial fraud and commercial disputes. ‘Personal character’, ‘poor judgement’, 

‘impairment’, ‘mental illness and addiction’ and ‘false use of title’ combined accounted 

for 11.7% of the total. Finally, ‘boundary violations’ (9.7%) were next and included 

violations and exploitation of a sexual nature. 

Notifications in and of themselves do not equate to ethical breaches, misconduct 

or malpractice. An analysis conducted by Kremer (n.d.) found that of the 480 

notifications received by AHPRA in 2014, 72% were closed at an initial ‘assessment’ 

stage. These notifications may have been closed due to being vexatious, determined to be 

made to the wrong industry body, simply withdrawn by the claimant, or were without 

sufficient information and/or evidence to proceed to the next stage. Of the 28% of 

notifications that did proceed, 12% resulted in an ‘investigation’, 5% resulted in a ‘health 

and performance assessment’, 9% an internal ‘panel review’, and the remaining 2% a 

‘court hearing’ (Australian Health Ministers Advisory Council, 2014).  
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In an effort to maintain the integrity of the profession, the PsyBA have produced a 

series of policy documents concerning supervision standards and continuing professional 

development. PsyBA adopted the Australian Psychology Society (2007) Code of Ethics 

and required all registered members to commit to it. The intent of the code was to 

maintain, improve and enhance the competence of members, and develop the qualities 

required for duties as a psychologist (Psychology Board of Australia, 2015). However, it 

appears that simply publishing such documents and pursuing a commitment from 

registered members to adhere to them is not sufficient to stop misconduct and 

malpractice, especially given that notification rates did not decline and the number of 

members appearing before a court did not fall. In order to pursue change a different 

approach to understanding and addressing misconduct and malpractice may be required.  

There is, however, a paucity of research exploring the broad spectrum causes for 

misconduct and malpractice behaviours for psychologists. Much of the past research 

categorises ethics violations, examines frequency patterns, and/or calculates prevalence 

rates (e.g. Grenyer & Lewis, 2012; Pope, Tabachnick & Keith-Spiegel, 1987; Wilbert & 

Fulero, 1988). Few studies have attempted to examine why misconduct and malpractice 

behaviours occur. Of the few studies that do, researchers primarily confine their scope to 

therapists involved in sexual boundary crossings and violations (e.g. Bouhoutsos, 

Holroyd, Lerman, Forer & Greenberg, 1983; Celenza & Gabbard, 2003; Gabbard & 

Lester, 1995; McAuliffe, Sauvage, & Morrissey, 2012; Shavit & Bucky, 2004).  

The lack of research exploring the why of misconduct and malpractice is perhaps 

understandable given some of the hurdles researchers encounter when contemplating 

research in the field.  First, depending on the type of study, receiving ethics approval for 

projects in which theories concerning misconduct and malpractice causality are to be 

tested can be an involved process. Second, gaining access to participants is often 
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challenging as many therapists and clients may be unwilling to participate due to 

embarrassment or shame, or their silence may be required during proceedings or 

afterwards as part of a settlement agreement. Moreover, direct access to victims is almost 

impossible, mainly because they are not identified in case decision data. Finally, when 

psychologists are willing to be interviewed they often sanitise their account of the 

incident, playing down their culpability, and exclude the victim’s perspective entirely.  

In order to gain a more objective insight, a thematic analysis exploring the nature 

of misconduct and malpractice through an examination of court decision document data 

sourced from the Australasian Legal Information Institute (AustLII) website was 

conducted.  

Method 

Sample/court decision document data   

All data for this study were sourced with permission from the Australasian Legal 

Information Institute (AustLII) website, a research facility jointly operated by the 

Faculties of Law at Sydney’s University of Technology and the University of New South 

Wales (UNSW) (Australasian Legal Information Institute, 2013). AustLII collates such 

data for publication, and other uses, with permission from various Australian courts.  The 

sample was derived from published court decision documents covering a five-year period 

(2008-2013). All data were anonymized. Only cases in which the psychologist was found 

guilty of misconduct were analysed. The court hearings occurred in the following 

locations: 20 in Victoria, 16 in New South Wales, four in Queensland, and one hearing 

each in Western Australia and South Australia. The majority, representing approximately 

86% of cases, were from Victoria and New South Wales (where the majority of 

Australia’s psychologists operate).  
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The court’s decision documents use the terms transgressor and psychologist 

interchangeably and ‘victim’ and client interchangeably. The same nomenclature is 

adopted for the present study, however when transgressor and victim are used here the 

authors do not imply any value judgments upon the individuals to which the labels refer.  

A total of 46 clients were identified within the court decision documents. Of these, five 

clients were underage, and four were in a correctional facility at the time the psychologist 

met them. There were several cases in which multiple victims were discussed. The total 

number of transgressing psychologists amounted to 42, though some had multiple charges 

levelled against them.  

Design 

 The present study adopted Braun and Clarke’s (2006) qualitative methodology; 

specifically, coding and extracting common elements, and identifying, analysing and 

reporting patterns (themes) within the data with the aim of producing both descriptive and 

explanatory analyses of the findings. Descriptive outputs related to similarities and 

differences between themes, whilst explanatory elements sought to provide new insights 

into participant’s explanations of how or why misconduct and malpractice occurred. 

A restriction was placed upon this study by AUSTLII relating to the research 

output. In order to avoid legal complications (such as disclosure of identifying 

information) with various judiciaries across Australia, this paper has been restricted to 

presenting general themes. Therefore, the present study adopted a ‘little q’ approach to 

qualitative research. Kidder and Fine (1987) distinguish between two types of qualitative 

research. ‘Big Q’ refers to traditional qualitative methods in which researchers actively 

explore the lived experience and participant-defined meanings with open-ended, 

inductive research methodologies. In contrast, ‘little q’ methods deal with very structured 

data often characterised by the imposition of other meanings associated with collection 
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and analysis processes. This is primarily due to predetermined factors impeding the 

methods of collecting, coding, and analysing data, including analysis of secondary data or 

data that were collected for a purpose other than the intended research project, such as 

court hearings.  

Transgression themes are taken as given by the court. Causal themes, however, 

have been segregated into three categories by the authors: objective, as determined by the 

court; subjective, as offered by the transgressing psychologist and included in the 

decision document; and interpretive, which are offered by the authors after taking account 

of the content of the decision documents and informed by a larger research project 

involving the present authors that aims to develop an explanatory model of 

transgressions. Interpretive analysis is critical within the present study as the courts do 

not always provide a causal reason for the psychologist’s transgressions.  

Interpretive studies, according to Orlikowski and Baroudi (1991), attempt to 

understand phenomena through accessing the meanings found within the data — court 

decision documents. The goal of interpretive research is to identify and document through 

the interpretation of life events, situations, ceremonies and specific phenomena under 

investigation (Leininger, 1985) — including court hearings. Therefore, understanding a 

specified phenomenon requires the researchers to become immersed in data of the cases 

involving transgressing psychologists. 

Procedure 

Ethics approval for the project was provided by the Monash University Human 

Research Ethics Committee (Approval Number CF13/2485 - 2013001319). Approval was 

also provided by AustLII.  Data were downloaded from the AustLII website. Any 

available demographic information was retained and examined. The naming convention 

— ‘poor communication’, ‘professional incompetency’ ‘boundary violations’, ‘poor 
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business practices’, ‘poor reporting practises’, ‘personal character’, ‘poor judgement’, 

‘impairment’, ‘mental illness and addiction’ and ‘false use of title’— employed by 

Grenyer and Lewis (2012) was adopted for categorising the data.  As such, the data were 

reviewed, assessed and assigned to specific categories. A frequency count of instances 

can be found in Appendix 6.  

Initially data were reviewed in order to achieve a level of familiarisation.  The 

civil and administrative court decision documents were transposed into Microsoft Excel 

(Microsoft 2010) and categorised by location (state) and further by individual cases using 

a unique identifier. The data were condensed into thematic content, demographic 

information, evidence of potential causal factors, information concerning who made the 

notification, and the victim’s data. The data were imported into Nvivo 10 (QSR 

International, 2012) for analysis.   

The court records provide a very explicit association between the psychologist’s 

actions and the specific section of the Australian Psychological Society’s code of conduct 

in question. This alignment allows for comparisons between studies using a common 

platform. A data oscillation process — moving from individual words and phrases to 

broad themes and concepts and back again — assisted in identifying potential causal 

factors. The various combinations of content allowed for the formation of overarching 

and sub-themes. Using an inductive process, the authors immersed themselves in the 

details and specifics of the data to identify important dimensions and inter-relationships 

between objective and subjective accounts for transgression causes. The data were 

assessed for internal homogeneity and external heterogeneity (Patton, 1990). Internal 

homogeneity refers to the meaningful coherence and consistency of content within the 

theme, while external heterogeneity refers to the clearly identifiable distinction between 

the themes.  
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The transgression type relates to the offence itself – the reason the complaint was 

made in the first place. The transgression cause refers to the motives for the transgression.  

The transgression type (or types as there is often more than one for each case) is explicit 

in the detail of the court decision documents, while the cause must be inferred from the 

totality of the case detail. In some cases, the court may provide an explanation for the 

reasons it believes the transgression occurred, and for this study that is termed ‘objective 

cause’ – this has not happened for all cases, and tends to be more likely when alcohol or 

other substances are involved. Often a reason is offered by the offending psychologist for 

their behaviour, and for this analysis that is termed ‘subjective cause’. As the court does 

not always provide a rationale for the cause, or identify the cause, in all cases, an 

interpretation of is also offered by the authors with reference to all available information 

in the decision documents, termed here ‘interpretive cause’.  

Results & Discussion 

The outcomes of the analytical process taken for this paper are presented in four 

main sections. First, to provide context, the offences detailed in the court data are 

summarized according to the categories previously used by Grenyer and Lewis (2012).  

Second, the types of transgression as specified in the court decision documents are 

categorized (see Appendix 5). The third component, and primary focus of the paper, was 

a thematic exploration of the causes of the transgression on the basis of reasons offered 

by the offender, explanations specified by the court, and interpretations made by the 

authors. The fourth and final component explored the post hoc rationalisation, or reasons 

psychologists provided for their transgressing behaviour. The present study then 

considers the implications of these findings and offers directions for future research. 
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Transgression prevalence 

Each notification dealt with by the courts focused on a core complaint. The 

AustLII data does not classify cases by complaint type, however the reason for the 

complaint can be ascertained from the court decision record. The categories used to 

summarise the complaints, based on those used by Grenyer and Lewis (2012), and the 

number of complaints, are contained in Table 5. 

 
Table 5. Frequency of Charges Made Against Registered Psychologists from Court 
Decision Document Data 2008 to June 2013 

 

Complaint Category                                               Frequency of Charge     Percent of Total 

Boundary violation  28 37% 

Professional—incompetency  16 21% 

Professional—poor communication  13 17% 

Personal Character  9 12% 

Poor business practices  5 6% 

False use of Dr/Professor or specialist 

title  3 
4% 

Professional—poor reports  1 1% 

Misleading registration claim (e.g., 

practice while lapsed)  1 

 

1% 

Impairment (e.g., mental illness, 

addiction)  1 
1% 

Total  77 100% 
Note. The total number of instances exceeds the number of cases because some cases involved more than 
one category of transgression. 
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Transgression types 

 The categories of offence used by Grenyer and Lewis (2012) provide a high-level 

means of summarising the cases contained within the court decision documents. While 

they allow comparisons and thus context, they are not necessarily the best way of 

grouping the current data. A more inductive, thematic approach has been taken here in 

order to develop a set of categories that better fit the decision documents in hand. These 

themes are considered in detail below.  

Fraud. Fraud cases concern deception for financial gain, in this context that 

involves invoicing for psychological services that did not actually occur. Female 

psychologists were the subject of two of the three fraud cases contained in the data. The 

fraudulent claims occurred over multiple years (M = 2 years) and included approximately 

922 sessions that did not occur, equating to an average of 230 sessions per psychologist 

(Mdn = 248 sessions). The accumulated total value of all three fraud cases was $117,839 

(Mdn = $45,394). All fraudulent claims were made against governmental agencies such 

as the WorkCover Authority, Transport Accident Commission, and the Department of 

Justice – all in the state of Victoria. In a typical case an initial billing error led to a string 

of fraudulent claims netting the psychologist approximately $50,000 in dishonest income:  

“[The court] pointed out that the fraud, which initially arose due to billing errors, 

rapidly became deliberate and sustained. It was not a momentary error of judgment” 

(Court Case 1) 

 

Offending psychologists in this category cited ‘gambling addiction’ as the primary 

reason for committing acts of fraud, which was consistent with an established association 

between problem gambling and financial crime (Blaszczynski, 1994; Sakurai & Smith, 

2003). Smith (2003) explored motivations of individuals convicted of fraud more 

generally and found motivations associated with gambling were second only to a personal 
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desire for more money or simple greed, closely followed by financial mismanagement 

leading to ‘financial pressures’ of a personal or business nature.   

Smith (2003) found, in the Australian Institute of Criminology and 

PriceWaterhouseCoopers report, that some individuals frequently rationalised the 

seriousness of the fraud by arguing that the money was used to conduct legitimate 

business activities and that there was an intent to repay clients’ money. The report also 

detailed individual’s requests to the court to consider a number of mitigating 

circumstances at the time of sentencing, including gambling addiction.  Individuals 

requesting such consideration were, in essence, suggesting that some form of compulsion 

or dependence outside of their control was responsible for their actions.  

Abuse of vulnerable clients. Almost by definition a client seeking help from a 

psychologist is vulnerable, made more so by divulging personal details. Entering a client-

practitioner relationship and visiting the psychologist in their counselling suite also 

establishes a power imbalance between the learned and qualified professional and the 

client. In several cases in the data considered here (n = 3) the offending psychologist sent 

mobile/cell phone messages to clients that were not business related (e.g. setting or 

confirming appointments). In one case the messages expressed physical/emotional 

attraction toward the client; in some instances, the messages were sexually suggestive 

and/or explicit, whilst other messages were threatening. In two cases the offending 

psychologists sent messages expressing a clear threat of harm to a client. In one of those 

cases the offending psychologist was being charged with physical assault. This particular 

psychologist was placed into a diversion program.   

Just over a quarter (28%) of all complainants (n = 13) had experienced significant 

trauma (rape, sexual abuse and transport accidents) and/or displayed some form of 

psychopathology (depression, anxiety and dissociative identity disorder). Some (n = 3) 
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expressed an intention to commit suicide and thus were considered extremely vulnerable 

by the court. All of these clients suffered further at the hands of transgressing 

psychologists:  

“[The client] had suffered major psychological traumas in [his/her] life, including 

rape and other sexual abuse… and was experiencing significant distress and 

psychological symptoms” (Court Case 6)  

 

Victimised clients experiencing substantial vulnerabilities stated they felt 

incapable of stopping the offending psychologist’s advances, leading one to conclude 

they were powerless to leave the relationship. For example, the power differential in 

favour of the psychologist was so great that the client dared not challenge the imbalance: 

“[The client] states that she felt powerless to stop the behaviour and powerless to 

leave” (Court Case 5) 

 

 Evidence from the present study indicated that some victimised clients (n = 4) 

believed they were manipulated by transgressing psychologists due to their personal 

vulnerabilities. These victims conveyed a level of helplessness in situations in which 

advances were made toward them. This may be analogous to the concept of ‘predator and 

prey’. Clients may be considered as prey that has been wounded and far easier to 

dominate by the offending predatory psychologist. Offending psychologists within such 

cases demonstrated deceptive tactics and techniques which, according to Jones (2014), 

are key hallmarks of predatory behaviours.  

Female psychologist’s relationships with inmates.  Female psychologists (n = 

3) were exclusively represented in boundary crossings/violations with inmates in 

correctional institutions. In one case the psychologist had an inappropriate relationship 

with a juvenile offender:  
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“On the same date, a sexual relationship began between [her/him] and the 

psychologist” (Court Case 3) 

 

In several cases extensive communication occurred between psychologists and 

inmates. In one particular case a psychologist used false identities to gain registration on 

an ‘approved contacts list’ in order to participate in phone calls and exchange hardcopy 

letters with the inmate:  

“[The psychologist was added to the] telephone list and they [the psychologist and 

inmate] spoke on over 400 occasions… discussions were often of an intimate nature” 

(Court Case 4) 

 

Giebel and Elbert (2014) explored the relationship between women in society and 

prison inmates, finding that women in love with prisoners view their relationships as 

something special, a deep, romantic and passionate true love (Giebel & Elbert, 2014, p. 3; 

Isenberg, 1991). Women who fell in love with prisoners scored higher on ratings of 

altruistic love styles indicating they focused on the needs of the inmate partner (Giebel & 

Elbert, 2014). Anecdotal evidence suggests women are drawn to imprisoned men because 

they believe they may be able to rehabilitate or rescue them from a troubled life. Isenberg 

(1991) interviewed dozens of women romantically involved with prisoners – correctional 

officers, psychiatrists, and psychologists – finding that many of the women had 

experienced childhood trauma and that personal trauma potentially made them vulnerable 

to manipulation from prison inmates (O’Keefe, 2000).  

Drug use. The use of illegal substances by psychologists (n = 4) featured within 

three of the cases reviewed. Such drug taking sometimes occurred in the presence of 

clients:  

“[The psychologist] admits to sharing a joint with [him/her] perhaps once a fortnight, 

within a period of several months” (Court Case 7) 
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One offending psychologist injected him with drugs in the presence of a client and a 

social acquaintance: 

“[The psychologist] on one occasion injected an illegal substance into [his] stomach 

whilst at home [with a client]” (Court Case 8) 

 

In other cases, the offending psychologist engaged in illicit drug use whilst 

meeting with clients in social environments such as at restaurants or cafes – meeting 

clients socially while in a practitioner-client relationship is a breach of the Australia 

Psychologist Society (APS; 2007) Code of Ethics. 

In two of the cases within this category, offending psychologists referenced drug 

and alcohol consumption as affecting their judgment and influencing behaviour leading to 

[often multiple] transgressions. Nielson (1987) found that therapists working within 

alcohol and other drug services were often recovering substance abusers or were from 

families with a history of substance abuse. It is generally known within the literature that 

a significant association exists between stress and the motivation to use and abuse 

addictive substances (Sinha, 2008). Individual risk factors that specifically predict drug 

use as an adult (and may predict other conditions) include being male, certain personality 

traits, sensation seeking behaviours, and early childhood oppositional behaviour and 

conduct disorder (Degenhardt & Hall, 2012; Sinha, 2008). It is conceivable psychologists 

within the present study may have enduring, personal concerns associated with one or 

several of these risk factors. 

For one of the offending psychologists within the present study, drug taking in the 

presence of clients appears to expose personal vulnerabilities related to addiction 

behaviours. That particular psychologist’s behaviour may also be an attempt at increasing 

levels of personal power. The offending psychologist may have been asserting coercive 
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power over clients through threats or actual physical force, intimidation or extortion in an 

attempt to force the client to do something against his or her will (Zur, 2009). Drug use 

and encouraging clients to participate may be an extension of this control mechanism.  

Causes of transgressions 

The causal themes have been assessed in three ways - objective, subjective and 

interpretive. Objective reasons are those determined by the court. The court makes a 

decision based on the available evidence, including specialist testimony from 

professionals, and accounts provided by witnesses, the offender, and the victim.  In some 

cases, psychologists appearing before court gave reasons (or excuses) for their behaviour.  

In an example from the current study, a financially foundering practise was cited as a 

reason for defrauding a government department client. Subjective causal reasons are 

those offered by the transgressing psychologist and contained within the court decision 

data. For example, a transgressing psychologist may claim that a certain incident/s is the 

result of external factors, such as the medication they were prescribed, or due to 

experiencing significant trauma. The authors also provide interpretive causal reasoning 

for why psychologists transgress. For instance, previous unresolved trauma in the 

psychologist’s life might be implicated in different types of transgression.  

These causes are discussed here, and again are the output of a thematic analysis of 

the court decision documents. In contrast to the previous section, presented here are 

themes regarding the reasons why psychologists might have engaged in misconduct and 

malpractice behaviours, rather than themes related to the nature of the transgression.  

Given the complexities of many of the cases, some transgression causal reasons presented 

here may overlap with another category. For example, a psychologist’s explanations for 

transgressing behaviours may include ‘drug taking’ which may be related to ‘mental 

health concerns’. Care has been taken to avoid, where possible, any overlap.  
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Psychologist mental health and impairment. Some psychologists explained to 

the court that they had engaged professional support for mental health disorders or 

conditions. They cited these disorders as causal reasons for transgressing behaviours.  

The disorders most commonly cited within the present analysis included major depressive 

disorder, posttraumatic stress disorder, and generalised anxiety disorder. Most offending 

psychologists claimed these disorders contributed to their transgressing behaviours. The 

majority mentioned the presence of only a single disorder, however in three cases more 

were cited (two cases mentioned comorbid depression and anxiety, and the third case 

discussed chronic adjustment and emotional disturbance).  

In many cases the court commented on the psychologist’s distress and connection 

to impairment. In the court’s opinion, in several cases impairment contributed toward 

transgressing behaviours:  

“[The psychologist’s] capacity to practise as a psychologist was impaired during the 

time [he] was treating the patient” (Court Case 10) 

 

“[The psychologist] was suffering from a mental illness at the time [she] had 

committed the offences” (Court Case 11) 

 

“[a mental disorder] and a specific set of circumstance of such unusual intensity that 

it impaired decision-making” (Court Case 14) 

 

“[The psychologist] poses a risk to children and young people substantially due to 

‘[his] present level of insight and understanding into [his] personality and its 

vulnerabilities’” (Court Case 13) 

“[The psychologist] has some executive behavioural and functioning deficits and is 

affected by pathological grief over some significant losses” (Court Case 16) 

 



UNRESOLVED TRAUMA, MISCONDUCT & MALPRACTICE   
 

49 

A common message from the courts regarding this category relates to the 

psychologist’s lack of objectivity and an inability to understand how their own personal 

distress affected the ethical provision of services. Two psychologists offered explanations 

attempting to excuse their behaviours due to impairment:  

“[the mental disorder is] impairing my social judgement leading to workplace 

boundary transgressions” (Court Case 4) 

 

“[The psychologist] appears to be excusing [her] behaviour on the basis that [she] 

was vulnerable because of previous traumatic experience and was to some extent the 

victim” (Court Case 15)  

 

Indeed, the APS Code of Ethics (2007) states that psychologists continuously 

monitor their professional functioning if they become aware of problems that impair their 

capacity to provide competent psychological services. Specifically, the Code suggests 

that afflicted psychologists obtain professional advice regarding limiting, suspending or 

terminating the provision of psychological services.  

Unresolved trauma. Unresolved trauma refers to re-experiencing traumatic and 

distressing events through invasive and disturbing thoughts and memories, attempts at 

avoidance, and issues with hyper-arousal, including difficulty sleeping, concentrating and 

hypervigilance (Australian Centre for Posttraumatic Mental Health, 2013). In the 

psychodynamic literature this is often referred to as unresolved conflict (Sussman, 2007).  

Several offending psychologists in the present study attributed their transgressing 

behaviours to a clinical diagnosis of a mental health disorder or some traumatic event. It 

is important to note that self-reported subjective trauma described in the present study 

relates more to personal life distress than to a clinically diagnosable Criterion A (DSM5; 

American Psychiatric Association, 2013) symptoms of trauma. In other words, the 
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individual/s suggested the continuing effects of such disorders somehow caused them to 

act, or not, in certain ways. 

“[The event] triggered memories of [her] own childhood sexual abuse” (Court Case 

12) 

 
The authors’ interpretative view relating to this phenomenon is that a 

psychologist’s unresolved trauma can interfere with their ability to provide objective and 

effective support to clients. Evidence presented here suggests this group are at greater risk 

of breaching ethical standards and engaging in misconduct and malpractice, a concept 

supported by others (Duncan & Miller, 2008; Geldard & Geldard, 2009; Sussman, 2007). 

In other cases, the court acknowledged impairment due to traumatic events was a 

contributing factor. In such cases, it was said by the court, this condition lead to a 

reduction in the psychologist’s capacity to remain objective during the provision of 

services, thus resulting in unethical behaviours. Some psychologists within the present 

study cited lapses in judgement due to trauma experienced because of relationship 

breakdowns and divorce. Evidence from the data suggests these psychologists, in their 

attempts to compensate for the lost relationship, may have engaged in inappropriate 

relationships – not necessarily intentionally – with clients to fill a void created by marital 

dissatisfaction or separation (Claman, 1987; Gabbard, 1996). Dissatisfaction in a 

relationship may result in a form of self-therapy whereby the psychologist engages with a 

client as a surrogate or substitute for the lost partner from a previous relationship. Epstein 

and Simon (1990) suggest that a psychologist’s overt disclosure of personal problems 

results in client sympathy for the psychologist’s situation that may result in an 

inappropriate level of relational connectedness.  
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Transgression rationale 

Rationalisation is a post hoc process of explaining or excusing behaviour (Simon, 

2009). A number of psychologists (n = 7) attempted to rationalise or shift responsibility 

for their transgressing behaviours, commenting that events within their particular case 

occurred as a consequence of some externalised phenomenon/force. Some psychologists 

(n = 3) also made an assertion that their actions were due to extenuating circumstances or 

personal difficulties beyond their control.  

One psychologist tried to rationalise her transgressing behaviour as resulting from 

the effects of post-natal depression. However, the court determined that no evidence 

presented during the case suggested her post-natal depression caused or contributed to the 

transgression. This example may also fit within the previously mentioned mental health 

and impairment category.  Whilst another attempted to explain that his inappropriate 

behaviours were somehow beneficial to the client. In that particular case the psychologist 

was of the opinion that those behaviours occurred as part of the therapeutic process and 

thus should not be considered transgressions at all. The psychologist, in defending his 

actions, stated the progression of the working alliance into an intimate relationship did 

not pose: 

“an impediment to the therapy the client received” (Court Case 17) 

 

In yet another case, the offending psychologist claimed:  

“[He] had not exploited the patient, rather that [the client] had benefited from their 

relationship” (Court Case 18) 

 

An explanation concerning what the court determined as overt disclosure and 

legitimising this as a form of therapy was quite prevalent. Two psychologists offered the 

following explanations:  
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“at times to enhance the therapeutic relationship, I would also disclose elements of 

my personal life.” (Court Case 17) 

 

and,  

“I hope to make my clients feel as though I am a real person and to try to build a 

strong rapport.” (Court Case 19) 

 

suggesting that this tactic was a genuine attempt to:  

“demonstrate a human element” (Court Case 17)  

 

An offending psychologist claimed a specific brand of anxiolytic (anti-depressant) 

was responsible for complications experienced whilst taking the prescribed dose. Such 

complications, he argued, resulted in his transgressing behaviours toward a client due to 

effects on his decision making processes. Another psychologist misused alcohol as a way 

of managing depression — self-medicating — and failed to seek support for underlying 

problems:  

“[The psychologist] misuse[d] alcohol as a way of managing low mood [and] showed 

limited insight into [his] behaviour” (Court Case 9) 

 

The court determined the psychologist’s misuse of alcohol was a contributing 

factor in his behaviour leading to misconduct. In another case, a psychologist cited the 

past use of cannabis as a contributing factor, however the court decided there was no 

causal association between his history of drug taking and misconduct behaviours.  

Psychologists who displace responsibility potentially lack the required self-

awareness that forms the foundation for professionals to act in ethical ways (Bazerman & 

Banaji, 2004; Schwebel & Coster, 1998). Moore and Loewenstein (2004) suggest that this 

lack of self-awareness might be due to differences in thought processing. Individuals 
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acting on self-interest tend to process thoughts more automatically and in a largely 

unconscious way. In order to rationalise and act out of self-interest whilst maintaining a 

façade of morality these individuals may engage in self-deceptive thinking and behaviour 

(Epstein & Simon, 1990; Tenbrunsel & Meesick, 2004).  

Individuals who rationalise their behaviour seem to explain the circumstances of 

their transgressions as somehow being justified, until a tipping point is reached and the 

therapist begins down a slippery slope towards misconduct and malpractice (Glass, 2003; 

Koocher & Keith-Spiegel, 2008). Somer and Nachmani (2004) suggest therapists who 

sexually seduce clients sometimes rationalise their emotions as being genuinely romantic. 

Romantic or not, such behaviours are inappropriate in a client-therapist relationship. 

Within the present study, several offending psychologists expressed that improper 

relationships with clients would not hinder the therapeutic process, and in one case the 

offender expressed a belief that the client might benefit.  

Implications for professionals 

The present study provided some new insights into the causes of misconduct and 

malpractice behaviours of Australian psychologists, including evidence of potential 

causal factors explaining why such behaviours may occur. From a higher-level 

psychological standpoint, the transgression causes identified earlier coalesce around 

several core concepts.  

The first explanatory concept concerns the externalisation of responsibility for 

personal behaviours. Trevino and Youngblood (1990) found an individual’s internal locus 

of control — the ability to self-direct — significantly correlated with moral decision-

making behaviours. Ensuring that psychologists have a good understanding of their 

personal qualities, including locus of control, is vital when discussing moral and ethical 

decision-making in the supervisory working alliance.  
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The second explanatory concept relates to a lack of objectivity.  This lack of 

objectivity may be associated with self-deception (Epstein & Simon, 1990). In other 

words, while certain behaviours are occurring the psychologist is not consciously aware 

of the impact of their actions and may not regard such behaviours as a problem.  

Psychologists that fall under this category might be too close and too involved with the 

client, not able to think about and view the misconduct/malpractice situation they find 

themselves in dispassionately. Once the non-intentional action suddenly becomes 

apparent, the psychologists might rationalise their actions with hindsight, a concept often 

referred to as ‘sense-making’ (Weick, 1995).  

A third explanatory concept concerns transgressing psychologist’s inability to 

understand how personal circumstance — impairment, unresolved trauma — affects the 

provision of professional services. Despite the fact that the APS Code stipulates that 

psychologists monitor their professional functioning, this remains a serious concern.  

Psychologists should discuss with an associate, peer or supervisor any self-talk during 

which they might question their [in]ability to support clients’ and not place their welfare 

in jeopardy. It is important to acknowledge that a logical safe-guarding measure is for 

others to point out a psychologist’s incapacity to function at the expected level.   

Within individual categories, for example fraud and sexual misconduct cases, 

gender is disproportionately involved as an explanatory factor. However, across all 

categories examined in the present study there was no gender bias for the totality of 

individuals found guilty of misconduct and malpractice. Literature relating to 

notifications (Grenyer & Lewis, 2012) or research focusing on a specific subset of 

misconduct and malpractice, for example sexual boundary violations (Jackson & Nuttall, 

2001) indicate a bias toward male psychologists as the primary perpetrators. Yet, the 

present study found no gender differences within the court decision documents reviewed.  
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This finding challenges the current understanding of gender bias in psychology 

misconduct and malpractice. A plausible explanation for the difference in findings in the 

present study, compared to others, might reside within the very different approach this 

study employed. An approach which captures a diversity of transgressions due to the type 

of data explored — an examination of court decision documents.    

Gaining access to participants who have transgressed is often difficult and such 

individuals may be unwilling to participate — potentially because of embarrassment or 

shame. Using court decision document data, as opposed to self-report data for example, 

provides two important ingredients in research. Firstly, the judicial system strives to 

remain objective when prosecuting cases against individuals who have committed 

professional misconduct and malpractice. Arguably, this level of objectivity is higher than 

participants’ self-reported account of events. The courts employ, or call to testify, various 

professionals to provide evidence in cases to support an overall verdict regarding the 

individual’s transgressions. Secondly, there is no bias in the types of cases prosecuted 

within the court system. This approach is effective for appraising a broad spectrum of 

transgressing behaviours with an increased level of objectivity, thus providing new 

insights.   

It appears, given the inert nature of prevalence rates reported for misconduct and 

malpractice for Australian psychologists (Kremer, n.d.), that publishing statistics as a 

deterrent in isolation from other strategies may not be a sufficient deterrent. If prevention 

campaigns were augmented with more meaning this might make it easier for 

psychologists to internalise the content as directly relevant to them. For example, if they 

knew that unresolved trauma was a common implicating factor they might pause and 

wonder whether they should do something about their own history of trauma to avoid 

finding themselves in a similar situation to those described in the present study.  
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Likewise, illustrating individual cases that really demonstrate the slippery slope, for 

example in industry publications, might resonate with some psychologists. As such, they 

may avoid the slope altogether or get off it before it becomes too steep and/or too slippery 

— given that such slopes often don’t have a constant gradient. An examination of 

psychologist misconduct and malpractice behaviour — and associated causal reasoning 

— is an important step in the development of more targeted prevention campaigns. Such 

prevention strategies may be connected to education programs, focused training at 

universities, within supervisory practice and in the development of policy and procedures 

(workplace and governmental).  

Further considerations  

Analysing court decision documents for themes and presenting them in isolation 

can create an illusion of simplicity. For instance, in a number of cases transgressions 

occurred across several categories. An example, in one case the psychologist engaged in a 

sexual relationship with a client and physically abused her whilst he was partaking in 

illegal substances with her. Psychologist’s accounts of the reasons for their behaviours are 

given retrospectively, which offers the psychologist the opportunity to shape, sanitise 

and/or alter their version of events — never really uncovering the truth — for ulterior 

motives. Thus transgressing psychologists may reduce or mitigate culpability for 

behaviours in order to receive more lenient sentencing, and/or to reflect or deflect blame 

onto others in attempts to preserve personal reputations. Such behaviour could be 

understood as an attempt to stay gainfully employed as a psychologist at the conclusion 

of the court hearing and avoiding reporting by a supervisor. Despite these considerations, 

court decision document data provides an opportunity to examine potential casual factors 

for a broad-spectrum of misconduct and malpractice cases which otherwise would not be 

possible using alternate methodologies, such as surveys. 
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Future research. Future research might explore misconduct and malpractice 

behaviours and the role of unresolved trauma. Specifically, how these conditions might 

interfere with the provision of ethical services to clients.  This concept was implicated in 

a number of the court cases analysed for this report, but is worthy of further investigation. 

To that end the current authors are undertaking research in this area. In addition, 

researchers — and/or supervisors — might like to explore how identified risk factors 

from the present study can inform supervisory and workplace policies and procedures. 

Research could focus on supervisory components for psychologists working within the 

prison system, providing governmental agency services, working with underage clients, 

and so on. Future research could explore psychologists' ignorance, misunderstanding or 

disagreement of their ethical obligations in practice when working with clients. The 

authors of the present study are currently undertaking research to investigating the 

attitudes of professionals toward various ethical behaviours in practice.  

Recommendations  

The following section provides a non-exhaustive list of feasible activities 

designed to reduce misconduct and malpractice: 

1.! Researchers could develop an ‘early warning’ screening instrument that provides 

an ‘at risk’ indication to psychologists and supervisors that might serve as a 

starting point for supervisory discussion for new and long-term psychologists. 

2.! Psychologists could complete an Adult Nowicki-Strickland Internal-External 

Control Scale (ANSIE; Nowicki & Strickland, 1973) in order to ascertain locus of 

control.  Given that the present study found that externalisation of behaviours may 

be associated with the provision of ethical service, the results of the assessment 

might form part of supervisory conversations concerning ethical and professional 
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development.  Such a discussion may result in initiatives and training to mitigate 

externalisation beliefs exhibited by psychologists.   

3.! Policy makers could create workplace specific or industry-wide codes of conduct, 

policies and/or procedures.  Certain misconduct and malpractice phenomena, such 

as the relationships between inmates and psychologists, and impairment due to 

mental health concerns, warrant the development of additional guidance for 

practising psychologists. These documents could serve as a talking point for the 

supervisory relationship (management and clinical) in an attempt to draw out 

boundary crossings and violations.  Indeed, one might argue that such guidelines 

already exist in current ethics of practice guidelines, therefore supervisors should 

have more frequent discussions with supervisees to heighten awareness of the 

risks associated with misconduct and malpractice.  

4.! Practising psychologists should engage in self-reflective practice with a supervisor 

to develop self-reflective skills that may mitigate or reduce the likelihood of 

slipping down the slope toward misconduct and malpractice. Psychologist self-

care is important. Self-reflective practices relate to adapting to constant change 

and developing knowledge critical for responding to events in personal and work 

settings. Ultimately, it is the individual’s responsibility to ensure adequate self-

care through seeking guidance and support from various other professionals 

(supervisors, general medical practitioners), friends, family and work colleagues.  

5.! As part of the court process, the court could mandate that as part of any sentence 

the respondent must talk to an independent officer (who is an experienced 

supervisor) about the circumstances around the case. As the interview would 

occur after the hearing it cannot influence the outcome and it could stay 

confidential and anonymous so that it cannot be usefully subpoenaed for future 
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trials or appeals. Such insights might provide an essential feedback mechanism to 

PsyBA in the development of improved misconduct and malpractice prevention 

strategies.  
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Chapter 4: Psychological antecedents of misconduct and malpractice:  

A literature review  

An examination of the literature has identified a number of factors associated with 

the propensity for a counselling professional to transgress against a client’s best interests, 

potentially resulting in misconduct and malpractice. Some of those factors have already 

been mentioned in the previous chapters, this chapter brings them all together in an 

integrated, systematic, comprehensive manner. Without an integrative review it is 

difficult to truly understand and potentially properly address the problem of counsellors 

who harm their clients as the risk factors otherwise tend to be considered in isolation. A 

model for the occurrence of misconduct and malpractice breaches is the focus of a 

subsequent chapter. In preparation, this chapter takes an integrative approach to potential 

risk factors as antecedents, with thought to their nature, timing, and intentionality.  

Of noteworthiness, although there was a concerted attempt to search for the latest 

literature to ensure theories and ideas were current, the author found that much of the 

published literature relating to the topic of interest seemed to decline and almost stop 

during late 1990s and early 2000’s. For example, research relating to ‘counsellor 

misconduct and malpractice’, ‘counsellors as trauma survivors’, and ‘exploitative 

counsellors’ by influential authors in the field - including Simon and Epstein (1990, 

1991), Pope, Tabachnick and Keith-Spiegel (1987), Pope (1990), and Gabbard (1991, 

1995) - seemed to come to an end. Along with it the ‘conversation’ about misconduct and 

malpractice also seemed to end. Thus, this thesis includes research that is older than five 

years. This approach allows for an understanding of the history related to the 

phenomenon (Pautasso, 2013) and provided ‘navigational guidance’ for the overall 

direction of the thesis. 
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This chapter explores factors that might increase the propensity to transgress 

boundaries (crossings and violations), but as types or categories of counsellor-based 

factors; this allows for subsequent addition of further factors not detailed here. The 

psychological antecedents described here are divided into those that relate to the 

counsellor’s prior experience of trauma, the current stressors they are experiencing, their 

own personality, their professional esteem, and their identity as a counsellor.  

The experience of past trauma   

Some individuals enter the counselling profession because of their previous 

experience of trauma. The aftermath and process of dealing with the impact of that 

seminal event (or events) may have fuelled a desire to leverage their own success to help 

others. Arguably, there is an attractive logic to the notion that a real and deep empathy 

can arise from experiencing a similar major event, and from personal experience of 

having travelled the difficult path the client must tread to progress from victim to 

survivor. In some cases that logic may be borne out. However, it is predicated on the 

assumption that the trauma has been successfully resolved by the counsellor and that 

there are no lingering elements that may have a subtle and possibly unrecognised impact 

triggering unexpectedly to cause problems. The counsellor is bound to believe the past 

trauma has been dealt with successfully given the fact it is in the (often distant) past and 

they are no longer receiving professional help for it.  

The American Psychological Association (2015) defines trauma as a 

psychological response to an event such as an accident, rape, or natural disaster, 

immediately followed by shock and/or denial. Longer-term effects include strong 

unpredictable emotions, flashbacks, problems with relationships, and physical symptoms 

such as nausea and headaches. The trauma literature discusses the notion of ‘big T’ versus 

‘little t’ trauma (Neborsky, 2003). ‘Big T’ trauma includes events such as death, injury 
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arising from a violent event, rape and so on; typically single events. In contrast. ‘little t’ 

trauma includes things like neglect, emotional abuse over time, or battling a life-

threatening illness. The impacts of ‘little t’ trauma are cumulative, repetitive, and 

sustained (Neborsky, 2003). However, the “little” of little t trauma does not signify a 

reduced impact. Little t trauma is recognised as having a devastating impact on all aspects 

of the individual’s development - including their physical growth, mental and physical 

health, self-esteem, attention, socialisation and capacity to learn (Duncan & Baker, 2003).  

Age, it has been argued, may be a substantial factor in how traumatic events are 

experienced and processed. Van der Kolk, McFarlane and Weisaeth (1996) found 

traumatic experience has its most profound influence during the first decade of life, while 

Terr (1988) argued children under five at the time of the traumatic event maintain 

memories of their ordeal and continue reacting to reminders throughout their life. 

Regardless of age, trauma for any individual is going to have some impact on function. 

The question is, to what degree and how (if at all) might trauma be successfully resolved?  

Unresolved trauma  

It is common for people to experience a degree of psychological distress in the 

early aftermath of a traumatic incident (O’Donnell, Lau, Tipping, Holmes, Ellen, Varker, 

Elliot, Bryant, Creamer & Forbes, 2012). This might include emotional upset, anxiety, 

sleep and appetite disturbance. In most cases, these psychological symptoms will settle 

down in the days and weeks following the event (O’Donnell et al., 2012). However, for 

some, these symptoms do not dissipate so readily or completely.  

The term unresolved trauma is somewhat amorphous. It originally emerged from 

the vast body of trauma literature arising from psychodynamic work (e.g. Garland, 2002). 

One appealing definition is impairment as an “interference in professional functioning 

due to chemical dependency, mental illness, or personal conflict” (Laliotis & Grayson, 
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1985, p. 85). This definition suggests that impairment can interfere with normal function 

in the delivery of psychological/counselling services. Stadler, Willing, Eberhage and 

Ward (1996) concur with Laliotia and Grayson’s (1985) view that impairment is an 

‘inability to perform’ not merely a potential of not performing. They define impairment 

as “the inability to deliver competent care resulting from alcoholism, chemical 

dependency or mental illness, including burnout or the sense of emotional depletion 

which comes from stress” (Stadler, Willing, Eberhage & Ward, 1996, p. 258).  

More recently, the concept of unresolved trauma has been used quite extensively 

within the Attachment Theory literature. The construct is used as a framework for 

understanding the disruption in an individual’s socio-emotional functioning (Crittenden & 

Landini, 2011; Fearon & Mansell, 2001). In the current context of counsellor misconduct 

and malpractice, unresolved trauma is defined as an individual’s failure to complete a 

process of emotional and psychological consolidation following a traumatic incident 

(O’Donnell, et. Al, 2012; Stovall-McClough & Cloitre, 2003; Walker, 2003). According 

to Joubert, Webster and Hackett (2012), unresolved trauma reflects the degree to which 

trauma events have been resolved. Individuals considered ‘resolved’ are able to produce 

mental or behavioural strategies and integrate lessons from the event, protecting them 

from becoming overwhelmed, disorganised, dysregulated, or disoriented. 

There are a number of problems associated with talking about trauma being 

“resolved” or not. Such a dichotomous arrangement may suit a medical framework in 

which the individual has a (psychological) injury that is cured by treatment – where that 

treatment might be a mix of psychological, pharmacological, and social interventions. In 

reality though the journey from victim to survivor to thriver (i.e. post-traumatic growth) is 

not always smooth and without detour or backtracking; and it is difficult for the 

individual or their counsellor to determine when or even if they have completed the 
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journey and are not at risk of some sort of relapse. Thus there is value in conceptualising 

the recovery process as a continuum.    

Individuals who experience traumatic events during their life course can be placed 

on a continuum between two possible outcomes. At one end they accommodate new 

information within the context of the experience resulting in understanding and personal 

(post-traumatic) growth that positively shapes future behaviour (Lyengar, Kim, Martinez, 

Fonagy & Strathern, 2014). At the opposite end the individual does not accommodate 

new information from the event/s within the context of the experience, resulting in 

obstructive outcomes interfering with understanding and personal growth hindering future 

adaptive behaviour. The individual may move back and forth along the continuum as time 

passes, sometimes feeling good and empowered, and other times experiencing setbacks 

and negative affect triggered by reminders (e.g. anniversaries of the event or those lost, 

environmental cues, etc.). 

This thesis explores unresolved trauma from a clinical psychology perspective, 

specifically relating to posttraumatic trauma. The term unresolved trauma relates more to 

the consequences, or latent impacts following a traumatic event, than to an individual’s 

ability to resolve trauma per se. Instances of trauma can have a latent and explicit 

influence on individuals and its effects permeate networks of information processing, 

including emotional regulation, sensation and behaviour and action (Walker, 2007).     

Posttraumatic stress disorder  

Individuals scoring high on measures of PTSD are by definition diagnosed as 

experiencing the impact of unresolved trauma (Walker, 2003). It represents a relapse and 

potentially chronic dysfunction (Zerubavel & Wright, 2012). Mueser, Rosenberg, 

Goodman and Trumbetta (2002) found that 99% of people with severe mental illness 

reported experiencing at least one exposure to traumatic stressors, particularly events 
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such as physical abuse, neglect, combat exposure, witnessing a horrific event, or rape and 

sexual molestation (Kesseler, Sonnega, Bromet, Hughes & Nelson, 1995). 

The Diagnostic and Statistical Manual for Mental Disorders Fifth Edition (DSM 

5; 2013) identifies the triggers for posttraumatic stress as exposure to actual or threatened 

death, serious injury or sexual violation. This may occur as a result of direct exposure as 

victim or as a witness, or indirectly by learning of a traumatic event through an associate 

or family friend connected with the incident. If the event included actual or threatened 

death this must have been violent or accidental in nature. Indirect exposure may be 

through the course of professional duties, such as working as a counsellor. However, this 

does not include indirect, non-professional exposure through electronic media - websites, 

television etc. 

Intrusion symptoms associated with PTSD are recurrent involuntary recollections 

of the traumatic event. These may include traumatic nightmares, experiencing 

‘flashbacks’, and either brief or extended episodes of loss of consciousness during those 

moments. In addition, the intrusion may be intense and prolonged following exposure to 

traumatic triggers or reminders including physiological responses to trauma-associated 

stimuli coupled with persistent avoidance of stimuli associated with the trauma. This 

includes trauma-related thoughts, feelings and reminders of trauma events, including 

meeting people, visiting places, having conversations, and attending events associated 

with the traumatic incident.  

Other PTSD factors include negative alterations in thinking and mood associated 

with the traumatic event/s, including an inability to recall key aspects of the traumatic 

incident. This is connected to dissociative amnesia that is not associated with head injury 

or the consumption of alcohol or drug use. This criterion is characterised by persistent 

negative beliefs about the world or the self, i.e. “I am bad” or “the world is totally 
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dangerous”. A hallmark of this component relates to persistent blame placed upon the self 

or others for causing the traumatic event or the consequences connected to the event. 

Persistent negative trauma-related emotions (fear, horror, anger, guilt), a significantly 

diminished interest in personal activities, feelings of isolation and estrangement (feeling 

alienated), and what is termed ‘constrained affect’ or an inability to experience positive 

emotions. This, in turn, alters arousal and reactivity associated with the traumatic event. 

Traumatised individuals may become irritable and/or aggressive with a tendency for self-

destructive or reckless behaviour.  

Acute stress disorder 

Acute Stress Disorder (ASD) describes acute stress reactions that may precede 

posttraumatic stress disorder (Bryant, Friedman, Spiegel, Ursano, & Strain, 2011). ASD 

was introduced into the DSM 5 to serve two important functions: First, to describe acute 

stress reactions occurring within the initial month following trauma exposure that would 

typically have gone unrecognised or be labelled adjustment disorders (Koopman, Classen, 

Cardena & Spiegel, 1995); and second, to identify trauma survivors who might be at high 

risk of developing PTSD at some later stage (Bryant, Friedman, Spiegel, Ursano, & 

Strain, 2011).  

ASD symptoms are identical to PTSD, but differ with respect to the duration of 

the disturbance. The symptoms must be present for three days to one month following 

trauma exposure. If symptoms present immediately they must last at least three days for 

an ASD diagnosis. In addition, the traumatic event must have created clinically 

significant distress or impairment within a social, occupational, or another significant 

environment. Finally, the disorder cannot be attributed to physiologic effects of 

substances, such as medication or alcohol, or another medical condition, such as a brain 
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injury. It must also not be better explained by another brief psychotic disorder 

(Diagnostic Statistical Manual for Mental Disorders, 2013). 

Psychological woundedness 

Woundedness is the residual effect of traumatic life events (Ivey & Partington, 

2014), and can be a motivational force for the pursuit of clinical training (Ivey & 

Partington, 2014; Sussman, 2007; Wheeler, 2002). However, Ivey and Partington (2014) 

argue counsellors should ask themselves whether the psychological woundedness serves 

as a resource or a liability when working with clients.  

Woundedness should not be viewed as a categorical variable of ‘wounded vs. not 

wounded’, but rather along a continuum ranging between facilitative and obstructive 

trajectories (Ivey & Partington, 2014: Zerubavel, & Wright, 2012). Facilitative recovery 

trajectories appear to be the most commonly discussed in the literature and represent the 

notion of the wounded healer (Jackson, 2001; Jung, 1946, O’Brien, 2011; Zerubavel, & 

Wright, 2012). At this end of the continuum the psychological trauma provides a 

constructive mechanism recurrently influencing and enhancing therapeutic benefits to 

clients (Jackson, 2001). In contrast, obstructive trauma interferes with a counsellor’s 

ability to ensure client care (Gelso & Hayes, 2007; Ivey & Partington, 2014; Sherman, 

1996; Smith & Moss, 2009). 

The various trajectories along which a counsellor progresses in the aftermath of 

trauma over time are depicted in Figure 1. The model, devised by Zerubavel and Wright 

(2012), proposes several endpoints following successful or unsuccessful attempts to 

resolve trauma. The recovery trajectories are Posttraumatic Growth, Recovery, Relapse 

and Chronic Dysfunction. They argue that due to the dynamic nature of trauma recovery, 

inherent uncertainty surrounds a counsellor’s future psychological functioning. 

Counsellors best placed to leverage their experience and help clients are those who have 
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experienced posttraumatic growth or recovery. Those who have descended into a pit of 

chronic dysfunction are not likely to have pursued careers as a counsellor due to their 

significant and ongoing impairment. The last group – relapse – are the main focus of this 

thesis. They experience periods of strength and confidence, and while they are on the 

upswing they may well function well and offer significant benefit to their clients. 

However, the unpredictable nature of the downswing – in terms of timing, depth and 

trigger – poses a risk to the client(s) with whom the counsellor is working when the 

relapse occurs. 

 
Figure 1. Trajectory of counsellor’s woundedness over time (Zerubavel & Wright, 2012). 
 

 

Zerubavel and Wright (2012) suggest recovery begins following the onset of the 

trauma or wound and follows one of their suggested pathways. A counsellor who 

recognises they are on the relapse trajectory (or has it pointed out to them, perhaps by a 

supervisor) may well take a “physician heal thyself” approach, which in itself can be 

damaging to client welfare. Instead they would be better served to seek psychological 

services (Frank & Paris, 1987), interactions (social or cathartic) with others outside their 
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own practice (friends, relatives, acquaintances) including social networks (Pyszczynski, 

Greenberg, Solomon & Schimel, 2004), and through the development of social-emotional 

capabilities - including emotional resilience and hardiness. Ignoring traumatic recovery 

until late in the counsellor’s career appears problematic (Hinshaw, & Stier, 2008; Smith 

& Moss, 2009; Zerubavel & Wright, 2012). If successful, such strategies may assist the 

counsellor to transition through difficult life events. This might result in some form of 

personal growth, and potentially a transition from the relapse trajectory to either recovery 

or posttraumatic growth.  

Unresolved trauma and unethical behaviours  

Many professions, including lawyers, physicians and nurses, have well-

established systems to identify and assist practitioners who may be distressed or impaired 

(Barnett & Hillard, 2001; Laliotis & Grayson, 1985). It was not until the early 1980s in 

the United States that a focus on impairment in the field of psychology began evolving, 

resulting in changes in policy and regulation to deal with impairment (Laliotis & 

Grayson, 1985; Sherman, 1996). During this time Laliotas and Grayson (1985) reported 

that no state-based psychological associations reported having programs available for, or 

to make a referral to, distressed and impaired psychologists.  

Everall and Paulson (2004) suggest that counsellors suffering from re-

experiencing traumatic events are at risk of violating ethical bounds and need to be aware 

of the intimacy of the therapeutic relationship and avoid behaviours that jeopardise client 

care. A counsellor failing to meet personal needs appropriately may become enmeshed 

with a client — over-involvement that blurs the boundaries between personal and 

professional interaction. Counsellors who neglect personal well-being, potentially due to 

mental health concerns, recognise the impacts on professional functioning and the effects 

on clients. In one study, Pope Tabachnick and Keith-Spiegel (1987) found that 85% of 
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APA psychotherapists surveyed indicated it was unethical to work when too distressed 

because of personal concerns; yet 60% revealed they had done so. Guy, Poelstra, and 

Stark (1989) found that 37% of distressed counsellors surveyed believed their distress 

decreased the quality of the care offered to clients, and 5% indicated that the quality of 

care was inadequate.  

Jackson and Nuttall (2001) surveyed 323 mental health practitioners (138 men and 

185 women). They categorised participants into histories of ‘no abuse’ and having 

experienced child sexual abuse. The authors then segregated the data based on two 

categories, those who had had sex with clients and those who had not (14 men and one 

woman). Of the 29 male practitioners reporting a history of child sexual abuse, six (29%) 

had engaged in sex with clients. This was compared with seven (6%) of the remaining 

109 men who reported no sexual abuse history. A Z-test comparing the two proportions 

revealed a significant difference between the two groups. Clearly, not all counsellors with 

a history of childhood sexual abuse sexually exploit or abuse clients, and nor do all those 

who sexually violate clients have a history of childhood abuse, but it is a cautionary note. 

Current stress  

The stress a counsellor encounters on a daily basis might include the considerable 

pressure of working in or on a counselling business, and the general pressures of events 

that occur in the lives of ordinary people, such as marriage, divorce, raising a family, 

managing the financial pressure of the household and so on. These stressors may further 

be compounded by the impacts of earlier traumatic events. However, in contrast to the 

latent effects of trauma, it is likely counsellors are aware they are experiencing stress, and 

likely the impacts that stress may have on their professional and personal performance. 

Stress was identified as stemming from on the job factors for counsellors, including 

compassion fatigue and burnout (Cushway & Tyler, 1994), which can lead to 
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considerable personal and professional strain that in turn results in impairment (Faber, 

1983).  

The relationship between stress, distress, impairment and improper behaviour 

The relationship between stress, distress, and impairment is well recognised 

(Barnett & Hillard, 2001; Gabbard, 1991; Pope, Tabachnick & Keith-Spiegel, 1987). 

Stress is a normal part of life and stressors range from minor (e.g. missing an 

appointment) to major (such as divorce). High levels of stress are associated with 

comorbid conditions such as low self-esteem in counsellors (Butler & Constantine, 2005), 

anxiety and depression in medical students (Ogden & Mtandabari, 1997), and substance 

abuse in psychologists (Thoreson, Nathan, Skorina & Kilburg, 1983). Distress as intense 

unresolved stress can make it difficult for an individual to manage (American 

Psychological Association, 2015). Examples may include the immense stress a counsellor 

might feel following a recent divorce, or the regular pressures of operating a viable 

counselling business. Pope, Tabachnick and Keith-Spiegel (1987) surveyed members of 

the American Psychological Association (APA) and found that 59% of psychologists 

reported working when too distressed to be effective. 

Excessive distress can lead to impairment that may compromise the counsellor’s 

professional functioning to the degree that it may harm the client and impact the delivery 

of effective services. Research examining distress amongst professional psychologists 

conducted by Prochaska and Norcross (1983) found that 82% of respondents identified 

they had some form of distress that was defined as “anxious or depressed moods, somatic 

complaints, lowered self-esteem, and feelings of confusion and helplessness about their 

problems” (p. 644). According to the American Psychological Association (2015), it is 

not the stress or even the distress that leads to impairment, rather inappropriate or 
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unsuccessful attempts to manage stress (American Psychological Association, 2015; Guy, 

Polestra & Stark, 1989).  

Impairment infers that the counsellor’s professional performance is compromised. 

The Australian Counselling Association code of ethics stipulates that members monitor 

themselves for signs of impairment and “refrain from providing professional services 

when such impairment is likely to harm a client or others” (Australian Counselling 

Association, 2014, p. 9). However, impairment can affect the counsellor’s awareness such 

that the individual is unable to recognise, or denies (Ino, Tatsuki & Nishikwawa, 2001) 

the seriousness of their condition.  Consequently, the probability of inappropriate, 

unethical, or possibly illegal behaviour is considerable (American Psychological 

Association, 2015), see Figure 2.  

 
Figure 2. The stress-distress-impairment continuum 

 
 
Counsellors who do not adequately deal with psychological conflict and 

unresolved trauma are more likely to experience disruptions in their empathic abilities 

(Everall & Paulson, 2004). This disruption often interferes with the therapeutic process, 

resulting in sub-optimal performance and potentially jeopardising client care. Counsellors 

falling into this category are also more likely to have difficulty maintaining a professional 

distance and engage in boundary violations (Neumann & Gamble, 1995). 

Counsellor personality as a risk factor 

Some personality traits are likely to be more conducive to effective counselling 

practice than others. For example, being open may make a counsellor less judgmental of a 

client’s behaviour, being emotionally stable might make them less reactive and better able 

to be empathetic rather than sympathetic, and being more extraverted than introverted 
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might assist the counsellor to draw the client out. It stands to reason though that if there 

are traits of advantage, there are also bound to be traits that will make a counsellor less 

effective. This section explores a number of traits that may play a part in explaining 

transgressing behaviour. In particular, the focus is on traits that may interact with 

previous and potentially unresolved trauma to increase the likelihood of boundary 

crossings and violations. 

Selfish gains  

In ordinary relationships, indeed in ordinary conversations, there is a need to share 

approximately equally. That includes the time focused on each party to the relationship, 

the amount of talking versus listening, the amount of disclosure, and so on. That balance 

does not apply to a counselling relationship. The counsellor may well share some of 

themselves in order to build rapport and promote a sense of trust, but otherwise a 

significantly disproportionate focus must be afforded the client.  

Counsellors who seek fulfilment of their own needs may blur objective reasoning 

when faced with decision-making processes related to duty of care (Geldard & Geldard, 

2009).  The term ‘needs’ in this sense equates to the counsellor leveraging the therapeutic 

process to work out his or her own vulnerabilities and problems (see Witmer & Young, 

1996). For example, redirecting dialogue toward personal issues of interest to the 

counsellor for the resolution of the counsellor’s concerns or problems — and thus not 

supporting the client on his or her journey— is clearly placing the counsellor’s needs 

above those of the client.  

The counsellor might also encourage the client to follow a specific course of 

action that is more to the benefit of the counsellor than the client (Geldard & Geldard, 

2009), such as directing the client to engage in sexual activity that fulfils the counsellor’s 

sexual fantasies. In one particular case a counsellor named Dawes was diagnosed as 
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having zooaphillia — an erotic fixation on animals — and was found by a Civil and 

Administrative Tribunal to have actively encouraged his client to engage in sexual acts 

with animals in the fulfilment of his personal sexual fantasies.  

Selfish gains need not always be considered in terms of sexual deviancy. 

Counsellors who need their clients too much may exploit them, tending to keep them 

‘needy’ and dependent (Stierlin, 1972). Counsellors who require too little from their 

clients, in terms of their own psychological needs, may lack the motivation to invest 

sufficiently in the therapeutic process and, in turn, have insufficient empathic connection 

with clients. Successfully recognising and then adjusting behaviours to ensure that the 

median point between needing the client too much and too little ensures a level of balance 

concerning personal motivations.  

Narcissistic pathology  

Pathological narcissism — a distorted sense of importance or ability — is often 

associated with a compensatory need to feel special (Epstein & Simon, 1990).  This 

condition of specialness becomes a self-reinforcing, protective strategy to maintain self-

esteem and a technique for screening out external disappointment. Such a condition can 

provide an individual with a sense of entitlement and enable self-justification for using 

others as if they were objects rather than individuals (Epstein & Simon, 1990). As a 

coping strategy, individuals displaying narcissistic behaviours tend to withdraw inwards 

and seek internalised gratification. A fearful child escaping further rejection because of 

abuse avoids interactions, preferring to create grandiose fantasies of acceptance and love 

(Freud, 1914).  

In this sense, unresolved trauma arising from childhood abuse may lead to 

narcissistic pathology. As such, this pathological protection, the condition of specialness, 

results in the individual ignoring the rules that govern interactions between “ordinary”, 
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well-adjusted people (Epstein & Simon, 1990). Counsellors who ignore the rules — 

counsellor client etiquette, societal rules, social norms etc. — may intentionally and 

deliberately breach codes of conduct in the therapeutic setting, which can result in a 

reduction in client welfare, which may be deemed to be misconduct and malpractice. 

Twemlow and Gabbard (1989) studied and worked with numerous exploitative therapists 

with narcissistic problems, noting that such individuals tend to rationalise their special 

condition in such a way as to excuse their behaviour.  

Dependency  

Dependency typically relates to infant development and encapsulates the essential 

needs of human attachment, including love, affection, shelter, protection, security, food, 

and warmth (Ainsworth, 1969; Segen, 1992). Social Learning Theory regards dependency 

as an interpersonal relationship beginning with an infant’s symbiotic dependence and 

attachment to the mother (Ainsworth, 1969). Dependency is resolved when a child 

successfully journeys from complete reliance upon a primary caregiver to meet their own 

physical and psychological needs through the development of a necessary self-concept 

(Bowlby, 1958; Fairbairn, 1952). Bornstein (1994) suggests that children unable to 

adequately develop personal security and successfully separate from mother experience 

dependence issues in adulthood.  

Unlike attachment theory, dependency is not constrained to specific stages of 

development. Rather, its “nature and expression” alter throughout life (Harrison, 2011, p. 

21). An individual’s dependency alters over time in accordance with changing situational 

and interpersonal factors (Harrison, 2011), influencing their capacity to balance 

interdependency, intimacy, and autonomy (Steele, van der Hart & Nijenhuis, 2001). As 

such, an individual who is unsuccessful in separating from an important person, 

potentially because of trauma, may have unresolved, or continual traumas. For example, 
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relational separation, such as a loss of a partner or spouse due to divorce or marriage 

breakdown, may result in the ongoing effects of the trauma leading to residual 

dependency issues.   

Epstein and Simon (1990) suggest a counsellor’s residual dependency issues can 

manifest in therapy when the counsellor employs excessive disclosure of personal 

problems and concerns. Actually, disclosing thoughts and feelings is associated with 

improved wellbeing (Pennebaker, 1997; Pennebaker, Kiecolt-Glaser & Glaser, 1988), as 

long as it is the client who is the one providing the disclosure as part of the therapeutic 

process, and not the counsellor using excessive forms of disclosure — potentially 

disguised as part of the therapy — to derive some personal benefit. Here a client may 

express sympathy for the counsellor’s situation and attempt to comfort and assist the 

counsellor. Thus, in this example, a switch occurs in the working alliance, the counsellor 

and their issues now become the subject of focus in the session. Such action may be seen 

as an attempt to secure emotional, or other, support from the client. In doing so the 

counsellor may attempt to optimise selfish gains, potentially stymieing client progress.  

Maintaining professional esteem  

For many people their vocation is more than a job and becomes part of who they 

are – this would apply to counselling to at least the same degree as other careers. 

However, for those who became counsellors after and because of some seminal life-

altering event such as a trauma, their role as a counsellor may well seem more like a 

calling, even a destiny. Those individuals may go to significant effort, even if it is not 

deliberate and conscious, to protect that sense of answering the call and being an effective 

practitioner, to protect and enhance levels of professional esteem.  
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Identity feedback mechanisms and motivations for behaviour 

Individuals are motivated to verify their self-concept by gathering feedback and 

evidence from social interactions (Higgins, 1987; Swann, 1983; Swann, Pelham, & Krull, 

1989). Social interactions are also a way of communicating with others in an effort to 

obtain positive feedback thus enhancing a self-concept, that is, to gather positive 

feedback from others (Swann 1983). Social interactions are typically an external process 

of communication transference between the individual and social environment (Bandura, 

1989). Two sources of identity feedback include self-verification and self-enhancement.  

 Self-verification is the process whereby individuals strive to ensure the stability 

of self-conceptions, be they positive or negative (Swann, 1983; Sedikides & Strube, 

1995). Individuals engage in behaviours designed to signal to those around them that they 

would like to be seen as he or she sees themselves. Thus a counsellor could seek positive 

feedback from others that they are doing a good job at being a counsellor. Objective 

evidence of such success might be the amount of business they have, especially if it is via 

referrals from existing or past clients, or it might be the impact of their work in terms of 

helping clients deal with issues and who then no longer need support or help. A 

counsellor with more fragile or uncertain professional esteem might seek reassurance 

from existing clients, or even engineer situations that make their impact more obvious. 

Such manipulations would clearly be unethical, even if they were not deliberate.  

Verification seeks to confirm perceptions. Self-enhancement seeks to increase the 

self-concept – akin to buffering the self for protective purposes. It is concerned with 

increasing positivity and decreasing negativity of the self-concept (Leary, 2007; Snyder, 

Stephan, & Rosenfield, 1976). The consumption of self-referent information gained 

through social interactions and evaluations provided by people in our lives, which may 

include clients, maximises the positivity of one’s self-concept (Sedikides & Strube, 
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1995). A hallmark of self-enhancement is the use of social comparisons, especially 

comparisons with targets that place ‘the self’ in a favourable position (Brown, 1991). 

Both conditions act as a mechanism that verifies and confirms personal self-conceptions 

(Swan, 1983).  

According to Gregg, Sedikides and Gebauer (2011), an individual’s motivation to 

self-enhance and self-verify falls into three categories. First, individuals are often 

concerned with the accuracy of their identities, thus self-assessing and favouring true self-

constructs over false constructs (Trope, 1980). Second, individuals are concerned with 

valence — attractiveness, positive and negative — of their identities, thus seeking out 

positive over negative feedback (Sedikides & Gregg, 2008). Third, individuals are 

concerned with the consistency of their identities, thus they are likely to favour familiar 

self-constructs over those that are novel (Swann, Rentfrow & Guinn, 2003).  

The consequences of such motivations may be considered both good and bad, 

(Gregg, Sedikides & Gebauer, 2011). On a psychological level, motivations to pursue 

positive identity feedback (self-enhancement and self-verification) can be seen as a 

positive step for individuals attempting to improve their mental well-being and health. 

However, such motivations may result in negative consequences if the motivation is so 

strong that the acquisition of positive feedback comes at any cost — to the individual and 

those around her or him. In the professional working environment, Lonnqviust, Leikas, 

Verkaslo and Paunonem (2008) found that individuals who persistently and excessively 

hold positive views of themselves have poorer outcomes in terms of occupational 

performance, however the underlying mechanisms concerning why this occurs remain 

elusive.  

Research supports an association between an individual’s identity and their 

behaviour (Brown & Lohr, 1987; Hagger, Anderson, Kyriakaki & Darkings, 2006; 
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DeCelles, DeRue, Margolis & Ceranic, 2012; Stets & Carter, 2012). It is posited that self-

identity perceptions may induce intentional behaviour by acting as a source of 

information when individuals make plans to act in certain ways. In a study examining the 

psychological processes underlying health related behaviours, Hagger, Anderson, 

Kyriakaki and Darkings, (2006) found that aspects of identity impact behaviour. Their 

participants (N = 525) completed several measures with results of a structural equation 

modelling process indicating that social identity influenced positive attitudes and 

subjective norms in perceived behaviour control. The results suggest that aspects of 

identity are influential in the decision-making process relating to health behaviours. The 

aforementioned research raises an important question, to what extent does the relationship 

between an individual’s health concerns (mental or other) influence or induce behaviours 

— positive and negative — in order to improve well-being? 

Self-deception 

In some cases, misconduct and malpractice may be the result of a counsellor’s 

self-deception (Epstein & Simon, 1990).  In other words, while certain behaviours are 

occurring the counsellor is not aware of the impact of their actions and may not regard 

such behaviours as a problem. This lack of awareness is problematic as a counsellor’s 

behaviours can significantly interfere with the provision of counselling services. An 

example might include the repression or denial of feelings that the counsellor is not 

coping due to stress and distress associated with trauma. In spite of contrary evidence, the 

individual ignores, avoids and diminishes awareness of personal problems blocking 

attention and creating what Goleman (1998) calls a blind spot. Such behaviour may be 

difficult for others, including supervisors, to uncover or identify. Due to the powerful 

nature of self-deception, Gabbard (1994) suggests that supervisors must assume that all 

counsellors are at risk of transgressing.  



PAUL D. KREMER 80 

A number of plausible suggestions have been provided as to why unresolved 

trauma might increase the risk of misconduct and malpractice behaviours. Whilst each is 

detailed in isolation, the reality is that any combination of these factors may produce a 

complex condition affecting counsellor performance. For example, counsellors may 

derive advantage through selfish acts impacting the therapeutic relationship, and yet he or 

she may be oblivious to the problems those behaviours cause.  

Personal identity 

Personal identity relates to the ways individuals attempt to make sense of some 

facet or portion of their self-concept (Hogg, 2003). Oyserman, Elmore and Smith (2009) 

posit that individuals hold a collection of ‘identities’ that form the foundations of self-

concept. Baumeister (1999) defines the self-concept as an individual’s belief constructed 

from personal attributes regarding who and what ‘the self’ is. Self-concept theory 

proposes that individuals perceive and interpret their existence from externally located 

feedback (McAdam, 1986). An individual’s perception of success, or failure, is associated 

with the ways in which individuals view themselves and their relationships with others 

(McAdam, 1986). 

Counsellor identity 

Identity is a collection of personal traits, characteristics, social roles and group 

memberships that define an individual (Oyserman, Elmore & Smith, 2009). Further, the 

individual typically consists of multiple identities to suit various situations and roles and 

demands. These identities provide an orientation through which individuals derive 

personal meaning given a specific situation or environment (Oyserman, 2009), typically 

in response to contextual and environmental cues that mediate and moderate who an 

individual thinks they are (Oyserman, 2009). The relationship between the self and 

identity is both a product of a particular situation and influencer of behaviour in situations 



UNRESOLVED TRAUMA, MISCONDUCT & MALPRACTICE   
 

81 

(Oyserman, Elmore, & Smith, 2009). However, social psychology and sociological 

literature typically views personal and social identities as separate concepts (Brewer & 

Roccas, 2001; Hogg, 2003).  

Social identity 

Social identities relate to the understanding that one is a member or affiliate of a 

group. This membership conveys meaning, rank and status compared others within the 

same groups and in difference groups (Oyserman, Elmore & Smith, 2009). For example, 

an individual may hold membership of a collective known as counsellors, and display 

behaviours based on what the individual believes members of this particular group do and 

how they act in society. Thus social identity is the distinctive characteristics shared by 

members of a particular social sector or group (Brown & Lohr, 1987). 

Under the umbrella of social identity, Oyserman, Elmore and Smith (2009) posit 

that individuals engage in social roles. Social roles are aligned with membership of a 

particular group, requiring another person to play a complementary role. In order to be a 

professional counsellor one requires clients who recognise one’s role. Personal identities 

may differ from social identity and social roles or may be linked to some or all identities 

(Owens, Robinson & Smith-Lovin, 2010).  

Moral identity  

Moral identity, generally speaking, is defined as the degree to which the idea of 

‘morality’- determining what is right or wrong, good or bad, acceptable and unacceptable 

in society - forms part of an individual’s personal identity (Swanson, 2010). It concerns 

the psychological implications relating to moral associations that define the moral-self 

(Aquino & Reed, 2002). The most influential theory relating to moral development is 

Piaget’s (1932) cognitive-developmental model, later expanded by Kohlberg (1971). The 

primary thesis of the cognitive-development model is that an individual’s moral reasoning 
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predicts her or his moral behaviour. In contrast, socio-cognitive theories (Bandura, 1999; 

Bandura, Barbaranelli, Caprara, & Pastorelli, 1996) suggest moral standards and self-

sanctions are essential components of moral behaviour. According to Aquino and Reed 

(2002), the essential difference between the two theories is that the cognitive– 

developmental model emphasises moral reasoning, and the socio-cognitive model 

highlights self-regulatory mechanisms. Both aspects are important because without self-

regulatory mechanisms an individual’s ability to engage in complex moral reasoning may 

have a significant effect on moral behaviour (Aquino & Reed, 2002). 

Moral identity is one self-regulatory mechanism that prompts moral behaviours 

and actions (Erikson, 1964; Hart, Atkins & Ford, 1998). Not unlike other identities, an 

individual’s moral identity is associated with certain beliefs, attitudes, and behaviours 

(Aquino & Reed, 2002). In the words of Damon and Hart (1992), 

   
“there are both theoretical and empirical reasons to believe that the centrality of 
morality to self may be the single most powerful determiner of concordance 
between moral judgment and conduct…People whose self-concept is organized 
around their moral beliefs are highly likely to translate those beliefs into action 
consistently throughout their lives” (p. 455) 

 

The concept of moral identity being multifaceted and comprised of social and 

self-regulated components is not new. Nor is the notion that an individual’s sense of who 

they are should relate to their actions and behaviour. Moral identity is comprised of other 

identity components (social identity and the self-concept) mediating the relationship 

between moral thought and action (Aquino & Reed, 2002). 

Trauma and identity 

The ways in which individuals compose life stories is related to personal identity 

(Berntsen & Rubin, 2007). According to Fitzgerald (1988), life stories are defined as a 

“set of stories that define who we are in narrative rather than declarative terms” (p. 269). 
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McAdams (2001) shares a similar notion of identity to that of Fitzgerald (1988), 

describing it as taking the form of a personal story. Given that major traumatic events are 

significant points in the lives of those who go through them, it stands to reason that the 

trauma and its aftermath will be a major chapter in that life story, and perhaps change the 

direction of the whole book from that point forward. Berntsen and Rubin (2007) argue 

that if the memory of trauma is viewed as a central turning point in an individual’s life 

story, it could also be a primary component of personal identity.  

Traumatic events can harm self-perception (Pennebaker, Kiecolt-Glaser & Glaser, 

1988) and disrupt a coherent life narrative reflecting who an individual was, who they are 

now, and who they wish to be in the future (McAdams, 1996). According to Resick 

(1993), traumatic events create considerable upheaval in psychological functioning for a 

considerable time, even the rest of the individual’s life. Resolving trauma through an 

understanding of the traumatic event is an important part of recovery (Pennebaker, 

Kiecolt-Glaser & Glaser, 1988).  

Disclosing personal thoughts and feelings concerning traumatic life events is 

associated with improved wellbeing (Pennebaker, 1997; Pennebaker, Kiecolt-Glaser & 

Glaser, 1988). Trauma disclosure is associated with self-enhancement resulting in a more 

resilient self-concept (Pyszczynski, Greenberg, Solomon & Schimel, 2004; Taylor & 

Sherman, 2008). Conversely, inhibiting one’s thoughts and feelings about trauma is 

associated with long-term stress and disease (Pennebaker, Kiecolt-Glaser & Glaser, 

1988). Two pioneers of psychosomatic and health psychology, Alexander (1950) and 

Selye (1976), provide support for the relationship between psychological conflict, anxiety 

and stress, and increased disease. Therefore, it seems logical that a reduction in 

psychological conflict shall reduce illness (Pennebaker, Kiecolt-Glaser & Glaser, 1988). 
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Literature concerning how to resolve and deal with trauma most effectively 

usually centres around how individuals make sense of, understand and/or assimilate 

traumatic experience (Breuer & Freud, 1955; Hemenover, 2003; Pennebaker, Kiecolt-

Glaser & Glaser, 1988). Breuer and Freud (1955) theorised that talking about thoughts 

and feelings associated with traumatic events is associated with a reduction in ‘hysterical 

symptoms’, or in more modern terms, somatic symptoms (Tasca, Rapetti, Carta & Fadda, 

2012).  

Pennebaker, Kiecolt-Glaser and Glaser (1988) suggest that confronting trauma 

may be beneficial for two important reasons. Firstly, individuals no longer need to inhibit 

or hold onto concerning thoughts and feelings from others within social networks, 

including family. Secondly, individuals confronting trauma may assimilate, resolve and 

make sense of the event, allowing the individual to move forward in life and become who 

they wish to be in the future (McAdams, 1996). Reframing trauma recovery from an 

isolated individual event into a social process provides another avenue of exploration. A 

social identity framework, according to Muldoon and Lowe (2012), allows identity to be 

viewed within a social context as individuals attempt to reintegrate the traumatic event.  

Individuals who survive trauma often remark they are not the same person they 

were prior to the traumatic event (Brison, 2002; Crossley, 2000). Traumatic events can 

shape identity (Berntsen & Rubin, 2006). Traumatic memory forms a central component 

of personal identity, marking a turning point in an individual’s life story. Perel and Saul 

(1989) found trauma for some has a cross-generational influence on the identity of family 

members of Holocaust survivors. Abramson and Seligman (1978) suggest resolving and 

integrating traumatic events into personal identity likely supports certain internal, stable 

global characteristics. That is, trauma is seen as being causally associated with [un]stable 
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characteristics of the self which are said to hold across different situations/events in one’s 

life.  

Crossley (2000) argues the lived experience is disrupted by traumatic events 

resulting in a deconstruction of the afflicted individual’s world. Following the incident, 

suffering is often lessened through the meaning individuals attach to their experiences 

(Brody, 1987). This reconfiguration of personal meaning restores a degree of order and 

connection to self-identity (Crossley, 2000). In this sense, the use of storytelling and other 

forms of communication appears part of the healing process. For many, making sense of 

‘trauma’ is part of ‘reconstructing their world’ however, it is often a very different place 

once completed.   
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Chapter 5: Understanding how unresolved trauma might lead to  

misconduct and malpractice  

Ethical standards outline certain ways of acting and behaving that are aligned with 

what is expected of a professional working as a counsellor. However, counsellors, 

psychologists, psychiatrists and other mental health professionals do not always say and 

do things that are fully in accordance with ethical principles, or the law for that matter. 

Counsellors who breach ethics standards expose their clients to potential harm and can be 

judged guilty of malpractice. The harm extends to the wider profession through an 

erosion of trust when often salacious details are promulgated by media, and to others who 

might be put off seeking help for psychological issues. The need for the counsellor to be 

seen as trustworthy is not a corollary of counselling as a profession, but rather is part of 

the essence of the profession (Bond, 2010).  

Misconduct, and sometimes malpractice, damages the therapeutic relationship, 

violates the treatment contract, and may exacerbate a client’s underlying mental health 

problems (Epstein & Simon, 1990; Borys & Pope, 1989). For these reasons alone, 

understanding the causal factors of misconduct and malpractice is of paramount 

importance in protecting clients and maintaining counselling as a profession.  

One avenue of investigation that may expand an understanding of the cause of 

misconduct and malpractice is an individuals’ motivation for becoming a counsellor. For 

example, individuals who enter the helping profession, including counselling, in order to 

resolve their own psychological trauma (Elliott & Guy, 1993; Frank & Paris, 1987; Hardy 

& Calhoun, 1997; Sussman, 2007) may be at greater risk of breaching their profession’s 

ethical standards and engaging in misconduct and malpractice behaviours due to the 

latent impacts of ongoing traumatic experience (Duncan & Miller, 2008; Geldard & 



UNRESOLVED TRAUMA, MISCONDUCT & MALPRACTICE   
 

87 

Geldard, 2009). This chapter ponders why an individual might attempt to resolve personal 

psychological trauma by training to work as a counsellor.  

Resolving personal psychological trauma by training to work as a counsellor 

 Students entering counselling courses indicate that a primary motivator for entry 

is to assist people who, like them, have suffered (Ellis, 1972; Sussman, 2007). Indeed, 

many counselling students think that life experience qualifies them for entry into the 

counselling profession (Frank & Paris, 1987; Richardson, Sheean & Bambling, 2009). In 

1972 Albert Ellis noted that many students undertaking clinical psychology training had 

previously suffered from anxiety and depression, had attended some form of 

psychotherapy, and then decided to undertake a career in counselling. Similarly, 

Hutchinson’s (2011) interviews with students conducted as part of a graduate counselling 

program found that students often attempted to find better ways to focus interpersonal or 

social energy. In some cases students expressed they had overcome some major life 

challenges, including addiction and relationship breakdown (Hutchinson, 2011).  

Dryden and Spurling (1989) found that many practising counsellors had 

experienced significant episodes of emotional distress in their childhood. Elliot and Guy’s 

(1993) large-scale study comparing 340 female mental health workers with 2,623 women 

in other professions found that the former group had higher instances of childhood 

physical abuse, sexual molestation, parental alcoholism, psychiatric hospitalisation and 

family dysfunction in their background compared to other professions. 

Indeed, Jung’s (1946) perspective on the relevance of life challenges to 

counselling was that a counsellor’s experience with their own personal vulnerabilities 

made the individual more capable of helping others. Jung (1951) suggested the 

experience of personal trauma activated some form of increased empathic ability, 

allowing greater connection to clients. Jung further suggested that only a wounded healer 
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could effectively heal others. In line with Jung’s postulation, Sussman (2007) also 

considered that those who have understood and mastered their own psychopathology have 

enhanced abilities to understand and help others. The key point was that the experience of 

trauma is a prerequisite to the development of empathy and compassion (Jung, 1951; 

Sussman, 2007), and that these were desirable characteristics in competent counsellors.  

Training as a counsellor may provide a form of protection by masking suffering. 

Individuals who become helpers may protect the psychologically conflicted aspects of the 

self from future suffering, thus transforming them from a potential casualty into the 

strong, powerful and courageous survivor. The desire to become a counsellor may, in 

fact, be a consequence of what could be termed self-therapy. Similar to the concept of 

self-medication, in which individuals use a variety of drugs (legal and illegal) to provide a 

form of treatment for mental illnesses (Khantzian, 2003), self-therapy can be viewed as 

the pursuit of self-induced healing interventions for the resolution of unresolved trauma 

or other problems and concerns. Consequently, the aim of this study is to develop a 

theory for the relationship between a counsellor’s unresolved trauma and the increased 

risk of misconduct and malpractice in practice. 

Method 

Participants  

The participants were 419 Australians who provided counselling services. They 

included counsellors, psychologists, social workers, and psychotherapists. The sample 

consisted of 253 women and 52 men – 3 identified as “other” and 111 did not respond to 

the gender question. Respondents ranged in age from 25 to 76 years (M = 52 years, SD = 

11) with an average of 12 years, and with a range between one and 42 years of practice 

experience (SD = 9). Of these participants, at the time of completing the survey 388 

(93%) were practising, 23 (5%) were non-practicing, and 8 (2%) were students in 
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training. The students in training were asked to respond to the questions as if they were 

already in practice. The greater number of respondents were based in New South Wales 

(n = 145), followed by Victoria (n = 130), Queensland (n = 92), Western Australia (n = 

46), Tasmania (n = 36), and South Australia (n = 30).  Some respondents indicated that 

they provided services in multiple locations.  

Measures 

Unresolved Trauma. Unresolved trauma was explored using a self-report measure 

that asked about personal life distress rather than a clinically diagnosable Criterion A 

disorder such as PTSD (DSM5; American Psychiatric Association, 2013). All participants 

were asked to respond ‘yes’ or ‘no’ to the question “Have you suffered a significant 

traumatic event during your life?” A follow-up question asked “Are you still experiencing 

the effects of the trauma?” Participants responding in the affirmative to both questions 

were classified as having unresolved trauma.  

Qualitative Responses. Participants were invited to provide a descriptor 

concerning their reasons for entry into the counselling profession, and also a taster of the 

type of trauma they experienced.  

Impact Event Scale Revised (IES-R). An assessment of participant scores from the 

Impact Event Scale Revised screen (Weiss & Marmar, 1997) were used for subjective 

categorisations of unresolved trauma. Participants who indicated they were still 

experiencing the effects of past trauma were asked to provide information on the nature 

of the trauma.  

The IES-R is a self-administered 22-item questionnaire. It covers the three 

clusters of symptoms for Posttraumatic Stress Disorder (PTSD) identified in the DSM-5 

(American Psychiatric Association, 2013) - intrusion, avoidance, and hyperarousal. The 

IES-R is not a diagnostic tool; rather it is a screen for PTSD. Given the exploratory nature 
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of the present study, the IES-R measure is used to explore the effects of symptoms that 

could be associated with PTSD due to self-reported trauma, not clinically diagnosable 

trauma.  

Responses are used to gauge the impact of a traumatic event and evaluate 

recovery. Respondents were asked to indicate on a five-point Likert scale their level of 

distress for each item, with 0 indicating a symptom does not occur at all; 1 = a little bit; 2 

= moderately; 3 = quite a bit; and 4 = extremely. Cronbach’s reliability coefficients for 

the three subscales is high, with alpha for intrusion ranging from α = .87 to .92, for 

avoidance ranging from α = .84 to .86, and for hyperarousal ranging from α = .79 to .90 

(Briere, 1997). Test-retest correlation coefficients for the subscales are: intrusion = .57, 

avoidance = .51, and hyperarousal = .59. However, in this particular study, only the total 

scores were used to assess the number of participants scoring above the cut-off indicators 

for the presence of PTSD symptoms relating to their recorded subjective trauma. 

Rejection, Enhancement and Verification Scale Revised (REVS- R). The REVS is 

an adaptation of a scale developed by Bloch (2004) exploring self-enhancement, self-

verification and rejection. Initially, the instrument was developed to measure participants’ 

responses to relationship feedback, including self-enhancement, self-verification and 

rejection.  For the current study, the instrument was modified by replacing the term 

‘friend’ with ‘client’ to bolster face validity to the population of interest. Therefore, the 

28-item instrument measured participant responses on a five-point Likert scale (1 = 

strongly disagree to 5 = strongly agree) to statements including: My clients know who I 

am deep inside, my clients value me as a person, and my clients don’t understand me. 

Cronbach’s reliability coefficients for the three factors (in the original, unadjusted 

instrument) are: Rejection α = .93, Enhancement α = .88 and Verification α = .88.  
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Ethics of Practice Questionnaire Revised (EPQ-R). The EPQ was developed by 

Pope, Tabachnick and Keith-Spiegel (1987) to measure the extent to which participants 

agreed that particular behaviours in the course of providing therapeutic services are 

ethical. The original 83-item instrument was reduced to 47 items for the present study. 

Items were selected based on relevance to a diverse population of interest — one that 

contains both regulated and unregulated counsellors in Australia. The items removed 

from the original EPQ-83 (see Appendix 7) were considered repetitive in nature and were 

deemed to be adequately covered by similar items elsewhere within the instrument — for 

example, the removal of ‘having a client address you by your first name’ and retaining 

‘addressing client by his or her first name’ — and perceived relevance to a diverse 

population of counselling professionals (general counsellors, psychologists, social works 

etc.). An example of such an item includes ‘utilising involuntary hospitalisation’ which is 

not applicable to unregulated counsellors and generally registered psychologists in 

Australia. 

Demographic Questionnaire. Questions were included to establish gender, age, 

area of practice, level of education, industry association status, and engagement with 

supervisory services.  

Procedure 

Ethics approval was received from Monash University Human Research Ethics 

Committee (Approval Number CF13/2485 - 2013001319). Approval was given to 

promote the study through industry associations and direct contact with organisations 

promoting mental health services online across Australia. Participants were emailed a link 

to access an online survey hosted by Qualtrics (www.qualtrics.com). Professionals 

willing to participate completed the set of questionnaires within 35-40 minutes. The 

present study administered several instruments — including the Impact Event Scale - 
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Revised, the Rejection, Enhancement and Verification Scale - Revised, and the Ethics in 

Practice Question - Revised, which is not a focus of this study but is part of the larger 

project — along with several questions regarding trauma history, motivations for working 

as a professional counsellor, and several open text fields for qualitative responses.  

Descriptive data were analysed using Microsoft Excel (Microsoft 2010). 

Qualitative data were initially reviewed in order to achieve a level of familiarisation. The 

open-end question response data were transposed into Microsoft Excel (Microsoft 2010) 

and categorised by theme using a unique identifier. Responses were reviewed and 

coordinated into various overarching themes.  The data were condensed into thematic 

content and overall theme names were assigned.  

Results & Discussion 

The first aim of this study was to examine why individuals enter the counselling 

profession, and to identify the extent to which trauma plays a part in their counselling 

career. The second aim was to develop a theory for the relationship between a 

counsellor’s unresolved trauma and the risk of misconduct and malpractice in practice. 

Of all participants, 63% (n = 266 of 419) indicated that they had experienced 

significant trauma at some point in their life. The average score on self-reported trauma 

was 4.1 out of a possible 5 (M = 4.12, SD = .89), indicating that trauma was of a 

considerable concern. These participants were then asked, did the trauma experienced 

provide a catalyst, or a motivation, to begin a career in counselling? – 61% (n = 163) of 

those who had experienced trauma indicated “yes, it did”.   

Investigating further, the 163 participants who had become therapists after 

experiencing trauma were asked, is the area in which you practice related in any way to 

the trauma experienced? a quarter of these participants (n =101, 62%) answered “yes”.  

Finally, these 101 participants were asked are you still experiencing the effects of the 
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trauma? 90% of participants (n = 91) indicated “yes” they were still experiencing 

traumatic effects. This subgroup was then asked to complete the IES-R (Weiss & 

Marmar, 1997) screening tool. Figure 3 provides a flow diagram of the progressive 

subsets of participants self-selecting into the subgroup of interest – people who had 

become counsellors due in large part to the experience of an earlier significant trauma 

that may still have an impact upon them. 

 

Figure 3. Participant inclusion flow diagram  
 

Based on the IES-R, 9 respondents had scores exceeding the threshold for 

Posttraumatic Stress Disorder (PTSD) (though a more detailed session with the client 

would be required to consider a formal diagnosis). Only one of the nine respondents 

indicated they were not currently working as a counsellor, but they did not say why they 
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were not currently counselling. Thus 22% of counsellors participating in the present study 

fit the description for what Jung (1951) termed the wounded healer.   

Thematic analysis  

The qualitative responses offered by study participants as to why they entered the 

counselling profession centred around a number common themes, these included; 1. A 

desire to assist others, 2. Valuing relationships with others, 3. Due to past experience, 4. 

As a career change, 5. Having empathy for others, 6. For personal growth, and 7. To 

resolve personal trauma. Below are some of the participant’s responses as representatives 

of the seven primary themes. 

Theme 1. ‘A desire to assist others’  

“The thought of helping people appealed to me.”  
 
“To assist people to create the life they desire, to find happiness and to assist others 
to heal.” 
 
“To help others improve and understand their issues.”  
 
“I like seeing people get better, grow and blossom and if I can be of some assistance, 
that’s good.” 
 
“I believe counselling can assist people experiencing emotional distress through 
identifying their own already acquired skills in addition to learning new ones.” 

 
Theme 2. ‘Valuing relationships with others’ 

“Relationships are one of my passions.” 
 
“I really enjoy working with people.” 
 
“To learn to interact with people.” 
 
“I believe that people can learn to form more satisfying relationships and that this will 
contribute to a more peaceful world.” 

 

Theme 3. ‘Due to past experience’ 

“After 22 years in therapy myself under one of Australia’s finest, I believe I am well-
equipped to now assist clients on their journey.” 
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“I had been in my own psychotherapy weekly for 4 years and felt that I could offer 
something back.” 
 
“I experienced some helpful personal development in my 20s and admired the skills 
of therapists.” 

 
Theme 4. ‘As a career change’ 

“I was in charge of HR department of my own company in Europe and found I 
wanted to learn more about psychology - liked it so much that I changed career.” 
 
“It is an industry that I have felt drawn to for many years.” 
 
“This is a career change where increasing age is an asset and I hope to continue, 
productively, in this field for a long time.” 
 
“Necessary career change as I was made redundant at Department of Primary 
Industries.” 

 

Theme 5. ‘Having empathy for others’ 

“I have empathy for persons going through tough times.” 
 
“I believed my empathetic nature would suit well for this role.” 
 
“I felt drawn to helping people in this way, and many people over the years would 
talk to me and share their emotional burdens.” 
 
“I like to connect with people who are struggling and delight in their relief and 
pleasure as they deal with what was so difficult.” 

 

Theme 6. ‘For personal growth’ 

“I was hungry for personal growth and development.” 
 
“My own learning and development after overcoming anxiety and relationship 
issues.” 
 
“Personal life experiences e.g. my youth, ethnicity, abortion, marriage, divorce, four 
children with eldest severely & multiply disabled, grief & loss, church involvement, 
unemployment, financial limitations.” 
 
“I wanted to overcome fears and anxiety etc. it was challenging and wanted to know 
more about doing this for myself and others.” 

 

Theme 7. ‘To resolve personal trauma’ 
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“To help break the intergenerational cycle of trauma abuse and dysfunction.” 
 
“My father was an abusive alcoholic, I wanted to understand addiction, behaviours 
etc.” 
 
“To overcome grief and abandonment issues coupled with relationship issues - to 
help overcome obstacles and have better relations with others” 
 
“A need to understand my own traumatic childhood.” 
 
“Marriage breakdown needed to be addressed.” 
 

The aforementioned responses, and overarching themes, indicate that for some the 

journey into counselling includes great emotional turmoil and instability. Noble and 

Walker (1997) argue that for some, liminality — a transitional period or phase akin to a 

rite of passage — may provide the catalyst to entering the counselling profession in order 

for the individual to find answers too strong, deeply personal inner drives that demand 

resolution (Ford, 1963). Liminality involves isolation, estrangement, social survival, 

threats to personal identity, and a departure from old pathways in the pursuit of new (Van 

Gennep, 1960). This separation produces emotional upheaval in which new coping 

mechanisms are formulated. In this way, becoming a counsellor and traversing a period of 

liminality could represent or function as post-traumatic growth and thus serve an 

individual well; not just in terms of healing but also longer-term personal development.  

Keller and Schneider (1976) hypothesised that an important motivation for some 

entering the counselling profession was the need to resolve an identity crisis. The 

resolution of an identity crisis creates feelings of adequacy, worth and increases levels of 

self-esteem (Cast & Burke, 2002). Keller and Schneider (1976) interviewed students 

about their motivations for training. Their hypothesis that entering counselling to resolve 

an identity crisis as supported through results of psychological testing and observation. 

For others, entry into counselling may somehow support a desire for personal growth as a 

consequence of supporting others. In this context, helping others consists of leveraging 
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the therapeutic process at the expense of the client for selfish gains, which may be 

associated with increasing self-esteem through self-enhancement and self-verification of 

an idealised self-concept (see Rogers, 1959). Finally, unconscious motivations for 

becoming a counsellor may also play a part for many who believe, initially at least, that 

they had undertaken a career for professional reasons only to discover that personal 

reasons also dictated the decision (Henry, Sirns & Spray, 1971).   

A taxonomy for entry into the counselling profession  

It appears that some individuals enter the counselling profession attempting to 

resolve a traumatic event they have experienced in the past. It is proposed that there are 

three categories of individual entering training as a counsellor. The first category includes 

those individuals who enter in a deliberate, calculated bid to help themselves. This 

category of individuals seems to strive to improve their personal position, seeking out 

counselling, psychology and associated courses as a means to undertake a journey of self-

discovery and healing or other intentions. Once qualified and given access to clients, the 

deliberate process of benefit-harvesting continues as interactions with clients serve as a 

mechanism or instrument for further gains. This is potentially the point at which client 

care may be compromised. This group can be classified as being ‘pre-mediators’ and are 

the group most likely to be of greatest concern for professional bodies. It is likely that this 

first group represents a very small portion of the overall number of individuals who enter 

the profession. Estimates of the proportion of those counsellors who will be accused of 

misconduct and malpractice in Australia is approximately 2% of registered counsellors 

(Grenyer & Lewis, 2012).  

The second category includes those individuals who enter for the myriad of 

reasons outside of resolving personal trauma — indeed they may never have experienced 

trauma. Yet this group of individuals may still find benefit from participating in the 



PAUL D. KREMER 98 

various courses and programs and working with clients. Whilst it is true that some of the 

counsellors within this group may well transgress professional boundaries, they will not 

do so due to pre-existing unresolved trauma. However, the resolution of other trauma 

conditions — vicarious traumatisation for example — is a possibility during their career.  

The final category includes individuals who undertake training as a counsellor for 

personal benefit — self-improvement and/or the resolution of trauma — however they do 

not set out or intend to benefit from client interactions. Such individuals may enter 

training programs and once qualified think that they are mended or healed. The 

counsellors within this category may unintentionally slide down the slippery slope toward 

misconduct and malpractice typically due to blind spots or absence of effective self-

reflective practice. Twemlow and Gabbard (1989) suggest that every counsellor struggles 

with the temptation to take personal gratification from the therapeutic situation.  

A theory of why unresolved trauma might increase the risk of misconduct and 

malpractice 

It is theorised that unresolved trauma impinges upon the counsellor’s ability to 

provide safe, objective and effective therapeutic services to clients. Whilst there is a 

paucity of evidence to support this claim, Jackson and Nuttall (2001) provides some 

insight. They identified a direct relationship between trauma and misconduct/malpractice 

by surveying social workers, psychiatrists, and psychologists (N = 323). Their findings 

revealed three out of five (60%) male therapists who reported a high degree of 

psychological trauma were four times more likely to engage in boundary violations of a 

sexual nature than those without a history of trauma. Whilst a direct relationship appears 

to exist between psychological trauma and misconduct and malpractice, the various 

mechanisms explaining exactly how this might occur remain elusive. One particular 
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factor that might assist in providing an explanation for this phenomenon is a counsellor’s 

attempt to protect or enhance their self-concept.  

A counsellor’s unresolved trauma may interfere with aspects of the self-concept, 

which may in turn affect clarity in judgment. Whilst not strictly isolated as a phenomenon 

associated exclusively with counsellors with unresolved trauma, self-verification — the 

tendency to seek only information or evidence that confirms an often initial and intuitive 

self-concept (Swann, 1983; Klayman & Ha, 1987; Wason & Johnson-Laird, 1972; 

Sedikides & Strube, 1995) — may play a part in explaining how a counsellor can 

continue to work with clients whilst possibly impaired. For example, a counsellor 

performing poorly in therapy due to unresolved trauma, and seemingly unable to assist 

clients, may wonder ‘am I a competent counsellor?’. Based on previous behaviour the 

counsellor may conclude they are in fact a great counsellor. The counsellor then sets out 

to find, or only accept, data to confirm this hypothesis, thus ensuring the integrity of the 

self-concept that embodies the individual being ‘a competent counsellor’. The counsellor 

looks for instances in which he or she performed well in sessions, rather than instances in 

which performance was poor (Kunda, 1990; Pyszczynski & Greenberg, 1987). The result 

is the creation of a blind spot concerning the truth about the counsellor’s capacity to 

support others.  

The creation of blind spots may be a defensive mechanism aimed at supporting an 

already fragile self-concept due to the unresolved trauma with which the counsellor is 

burdened. It is possible that the desire to hold onto a self-conceptualised identity is so 

strong it circumvents reality. As individuals strive to ensure the stability of self-

conceptions, be it positive or negative (Sedikides & Strube, 1995) they engage in 

behaviours designed to demonstrate to those around them the way they see themselves. 

Other behaviours may include only attending social environments that are more 
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compatible with self-conceptions of who the counsellor thinks they are. This notion of 

selecting suitable environments may also translate into counselling practice. The 

counsellor may select clients with whom they wish to engage, rejecting or avoiding others 

in order to support personal conceptualisations of who they are. This may place the 

discarded client’s welfare in jeopardy and breach professional etiquette or violate codes 

of conduct.  

Whilst verifying only seeks to confirm perceptions, self-enhancement seeks to 

increase the self-concept – akin to buffering the self for protective purposes. It is 

concerned with increasing positivity and decreasing negativity of the self-concept (Leary, 

2007; Snyder, Stephan, & Rosenfield, 1976). The consumption of self-referent 

information gained through social interactions and evaluations provided by people in our 

lives, which may include clients, maximises the positivity of one’s self-concept 

(Sedikides & Strube, 1995). A hallmark of self-enhancement is the use of social 

comparison, especially comparisons to targets that place the self in a favourable position 

(Brown, 1991). The garnering, or harvesting, of clients — potentially those who have 

given favourable social feedback — may come at the client’s expense. Client-centred, 

goal-oriented counselling practice may give way to a counsellor-lead social interaction 

for the benefit of the counsellor, and in the process violate multiple codes of conduct.   

Implications for professionals  

Life experience can assist counsellors in understanding the complexities of life. 

However, this appears to be useful only when the counsellor understands the distinction 

between personal and client motives in counselling (Richardson, Sheean & Bambling, 

2009). Counsellors should not attempt to encourage clients to follow pathways that appeal 

to the counsellor, but rather provoke thought and action based on the client’s own ideas 

and strategies, even if they fail. Counsellors should provide clients with, metaphorically 
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speaking, scaffolding to assist them in transitioning through difficult life events and 

empower personal growth.  If a counsellor — afflicted with unresolved trauma — 

attempts to search for answers through assisting clients to find answers to similar personal 

problems, then the therapeutic process can become less about client welfare and 

potentially becomes more about the counsellor’s welfare.  

Counsellors may extract ideas and concepts from clients that benefit the 

counsellor’s personal healing, potentially as a higher priority to supporting clients in their 

journey. Counsellors experiencing significant life events in which the causal factors 

cannot be determined, such as events deemed to be an act of god or those in which the 

perpetrator is never identified, or the victim cannot process the events due to post-

traumatic stress, may result in the counsellor seeking alternative methods of closure. A 

counsellor’s exploration of solutions to personal problems through the use and 

manipulation of a client is of considerable concern. Once the client’s journey becomes a 

means to an end (Kant, 1996) – that end is the counsellors’ selfish gains – and a 

considerable dilemma is apparent. Counsellors should strive to support clients with their 

own journey. 

A counsellor’s unresolved trauma experience might interfere with their ability to 

provide effective support to clients. Potentially, this group may be at greater risk of 

breaching professional ethical standards and engage in misconduct or malpractice. This 

chapter suggests a number of potential causal mechanisms – selfish gains, narcissistic 

pathology, dependency, self-concept biases, and self-deception (see Chapter 4) – in 

explaining the reasons why misconduct and malpractice might occur because of a 

counsellor’s unresolved trauma. In isolation, or as a complex of factors, these 

mechanisms provide an important consideration, a warning signal, to counsellors that 

behaviours identified here may not be in the best interests of client welfare.  
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Two practical strategies in the prevention of malpractice, thus mitigating 

suggested causal mechanisms, are that counsellors should always keep the client’s 

wellbeing ahead of personal gains, and undertaking self-reflective practice may eliminate 

self-deceptive behaviours ensuring professional services are provided objectively. 

Finally, future research could assess the validity of the suggested causal variables (self-

verification, self-enhancement, exploitative behaviours) as mediators in the relationship 

between unresolved trauma and ethical behaviours in practice. In the next chapter the 

research examining what others have theorised in explaining malpractice and misconduct 

is explored, followed by the presentation of a holistic model that might explain why 

misconduct and malpractice occurs.
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Chapter 6: Constructing a multi-factor causality model of  

misconduct and malpractice 

There are multiple factors involved in the likelihood that a counsellor will breach 

ethical boundaries. Some of those factors are situational, some are intrapsychic and others 

may be interpersonal. Like many human behaviours it is likely that no single factor drives 

the behaviour, but rather it is a complex interaction of factors across a period of time that 

may culminate in harm to the client. This chapter canvases the literature for attempts at 

explaining the causal mechanisms of misconduct and malpractice – three frameworks 

were found. The chapter concludes with the development of a new model to explain how 

counsellors come to commit misconduct and malpractice. 

Simon’s (1989) Neo-Freudian hypothesis 

Simon (1989) advanced the idea that a counsellor’s unconscious motivations drive 

unethical behaviours, ultimately resulting in negative behavioural consequences 

(transgressions) for the client. Simon’s (1989) theory stems from Neo-Freudian 

psychology, expanding on Freud’s work of Topographic and Structural theory (Freud, 

1953; 1964). Freud’s (1953) topographic theory views the mind as having three distinct 

facets: the conscious, pre-conscious and unconscious. Viewing the mind as a metaphoric 

‘iceberg’, Freud (1953) argued that the smallest portion, the tip of the iceberg, contains 

conscious, readily accessible thoughts. Just below the surface, in the pre-conscious, 

memories are readily accessible and can be brought into consciousness. The remainder, 

the unconscious, Freud argued was not accessible to awareness and contains immoral 

urges, selfish needs, irrational wishes, unacceptable sexual desires and fears (Friedman & 

Schustack, 2010). Such feelings and thoughts are said to exert influence on our conscious 

awareness and behaviours from the unconscious. In Simon’s (1989) approach these 
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unconscious motivators play a pivotal role in counsellor boundary crossing and 

violations.  

Simon (1989) posits that counsellor boundary violations start out as subtle or 

seemingly harmless behaviours growing and developing in severity over time until an 

overt case of misconduct and malpractice occurs. For example, a counsellor hugging a 

client in sympathy within a therapeutic context constitutes innocuous behaviour. 

However, if the same counsellor’s hugging behaviour becomes recurrent, gradually 

building in intimacy, then it is reasonably foreseeable that such behaviour constitutes a 

boundary violation. The intimation here is that unconscious desires, specifically pleasure-

seeking impulses, manifest over time into behaviours that if left unchecked (due to the 

counsellor’s lack of self-awareness or within the supervisory working alliance) can have a 

detrimental impact on the provision of ethical services. In order to assess if such 

exploitative behaviours occurred in practice, Epstein and Simon (1990) developed the 

Exploitation Index as an early warning indicator of boundary violations.  

The Exploitation Index is a multi-factorial self-assessment questionnaire 

examining six causal subdomains –  eroticism, exhibitionism, dependency, power 

seeking, greediness, and enabling. Epstein, Simon and Kay (1992) administered the 

Exploitation Index to 532 psychiatrists in the United States in an attempt to identify 

exploitative behaviours. The results of their study revealed that 43% of participants 

indicated at the conclusion of the survey that some of their behaviours may have been 

counterproductive to the therapeutic alliance.  

Simon’s (1989) concept for why counsellors might transgress rests on the premise 

that the ‘bad factor’ is some form of unconscious state of mind or personality, possibly an 

over-inflated ego or extreme narcissism that ultimately leads to wrongdoing. Simon’s 

(1989) concept may seem highly plausible, though like much of the work contained 
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within the psychodynamic domain, this theory is not empirically testable. However, given 

the accumulation of cases over time and the development of the Exploitation Index, 

Simon’s theory has gained some degree of acceptance for practitioners within the 

psychodynamic domain (Hoop, Di Pasquale, Hernandez & Roberts, 2008).   

Jackson and Nuttall’s (2001) victim-to-victimiser cycle 

Jackson and Nuttall’s (2001) concept focuses exclusively on sexual boundary 

violations. They suggest therapists who experienced childhood sexual abuse in the past 

are more likely to sexually exploit clients. The notion of a victim-to-victimiser cycle is 

not new. Empirical evidence suggests that the cycle is especially prevalent in males 

(Glasser, Kolvin, Campbell, Glasser, Leitch, & Farrelly, 2001; Hilton and Mezey, 1996; 

Knopp, 1984). Jackson and Nuttall (2001) surveyed 323 mental health practitioners, 138 

(43%) men and 185 (57%) women, categorising participants into ‘no abuse’ and ‘child 

sexual abuse’ categories. They also categorised those who had had sex with clients and 

those who had not (14 males and 1 female). Of the 29 male therapists reporting a history 

of child sexual abuse six (29%) had engaged in sex with clients compared with seven 

(6%) of the remaining 109 men who reported no sexual abuse history.  

In a related study, Hilton and Mezey (1996) found an association between child 

sexual abuse perpetrators and a history of sexual victimisation. They found that the more 

deviant the population of abusers the higher the instance of victimisation. They also 

found that a perpetrator’s choice of victim was dependent upon the victim’s 

characteristics, such as age, and that perpetrators tend to abuse victims in a similar way to 

that of their own abuse experience (Hilton & Mezey, 1996).  

A causal explanation as to why counsellors with a history of childhood sexual 

abuse engage in sexual violations may be that the counsellor has not resolved personal 

victimisation issues and may seek recurring and inappropriate “sexual behaviour as a re-
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enactment of personal trauma” (Jackson & Nuttall, 2001, p. 202).Counsellors may also 

search for the “illusion of intimacy and connectedness” (Schwartz, 1992, p. 338), 

engaging in sexual manipulation, exploitation, and hypersexual behaviour, pursuing 

clients for gratification (Jackson & Nuttall, 2001). However, clearly, not all counsellors 

with a history of childhood sexual abuse sexually exploit or abuse clients, and nor do all 

counsellors who sexually violate clients have a history of childhood abuse. Indeed, not all 

malpractice cases are of a sexual nature, and so at best this can only be part of a larger 

picture.  

Celenza and Gabbard’s (2003) three-factor theory 

Celenza and Gabbard’s (2003) three-factor concept of malpractice shares 

similarities with Bandura’s (1989) model of triadic reciprocal causation. It proposes that 

causal mechanisms of transgressions fall into one or more of the following categories: 

situational, intrapsychic conflict, and interpersonal factors. In essence, this model 

suggests that a counsellor’s behaviour mutually influences and is influenced by personal 

(intrapsychic), social (interpersonal), and environmental (situational) factors.  

Situational factors are concerned with context and environment. They may impact 

a counsellor’s professional practice within a number of domains, including aspects of 

their personal life or within the therapeutic context — the working alliance. Situational 

factors may be so strong that in therapy a ‘role reversal’ occurs, where the counsellor 

discloses personal concerns to the client in an overt and excessive way (Gabbard & 

Celenza, 2003). For example, a counsellor may be in the midst of a life crisis, such as a 

divorce, misconduct/malpractice litigation, or bankruptcy (Gabbard & Lester, 1995). The 

counsellor’s disclosure of personal information in this scenario is not for the benefit of 

the client, but the counsellor. Hence, the roles are reversed. This might allow the 
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counsellor to obtain empathy or sympathy from the client – selfish gains — making 

therapy about them rather than the client. This constitutes a boundary violation.  

Intrapsychic factors vary considerably but, typically, concern internalized 

conflicts between opposing drives, motives, or impulses. Typically, according to Gabbard 

and Celenza (2003), these conflicts fall into two domains: unconscious guilt for male 

counsellors “usually coinciding with a childhood history of having felt responsible for 

mother’s unhappiness” (Gabbard & Celenza, 2003, p. 486), and the need for affirmation 

and recognition, typically because of neglect in early life.  

Interpersonal factors primarily focus on transference and counter-transference.  

Transference is the process by which clients make personal assumptions about their 

counsellors by attributing to them qualities taken from past important relationships in 

their lives, including childhood relationships with parents (Freud, 1958). Freud indicated 

that transference was a universal concept and could equally apply to the counsellor 

(Freud, 1958). Countertransference relates to the counsellor’s attribution of qualities 

towards clients, which disrupt the therapeutic alliance, such as a counsellor interacting 

with a client in a sexualised way due to strong sexualised feelings for the client (Gabbard 

& Celenza, 2003).  

Considerations following a review of the models 

Each of the concepts discussed is a piece of an interconnected puzzle. Simon’s 

(1989) theory suggests the unconscious motivations of counsellors drive unethical 

behaviours, ultimately resulting in negative consequences for clients, and counsellors. 

Unethical behaviour begins as innocuous boundary crossings to head down the slippery 

slope (Glass, 2003) to violations and onward to misconduct/malpractice. Counsellors are 

likely to be unaware of gathering slipperiness, however the “id” is continually driving 

down that path, disguising intention. Perhaps a weaker “super ego” is unable to assert its 
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influence (e.g. via ethics and professional training), thus leading to a domination of one 

unconscious drive over the others. It is possible that the slipperiness is the increasing 

unconscious desire or temptation to, for example, engage in a physical sexual relationship 

with a client. Whilst the slope, or more precisely the gradient of the slope, might 

represent the succumbing to the temptation for the relationship. 

Jackson and Nuttall’s (2001) framework suggests therapists having experienced 

childhood sexual abuse in their past are more likely to sexually exploit clients. Whilst this 

theory relates exclusively to sexual boundary violations, it is important as it firmly 

anchors the explanation of misconduct/malpractice behaviour to a specific event in the 

counsellor’s history. Jackson and Nuttall’s (2001) theory suggests that childhood sexual 

abuse creates a mechanism for them to exhibit exploitative behaviours later in life. 

However, this theory fails to provide an understanding of how or why life course events, 

such as childhood abuse, actually create this mechanism.  

The three-factor theory of Gabbard and Celenza (2003) proposes that 

mechanisms, or reasons for behaviours, fall into one or more of the following categories: 

situational, intrapsychic conflict and interpersonal factors. Here Gabbard and Celenza 

(2003) attempt to categorise behaviour through an exploration of the influences on them 

and the resultant behaviours across multiple levels - personal, social and environmental. 

Gabbard and Celenza’s (2003) model provides an excellent framework for the 

development of a comprehensive model, however it does not provide inter-linkages 

between factors/variables. In other words, it fails to demonstrate potential causal 

pathways from behaviour activation/inception through to outcomes and consequences.   

Constructing a multifactor model of causation  

A more comprehensive and holistic model is required to better understand 

potential casual mechanisms for misconduct and malpractice, one that can be tested, and 
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can provide real opportunity for intervention. The focus of the model on offer is the 

influence of trauma on identity feedback of the professional counsellor and their 

propensity to engage in misconduct and malpractice. The model is depicted in Figure 4. 

In brief, the focus of the model is the counsellor’s behaviour, and whether it is ethical or 

unethical (block 11). In an immediate sense that behaviour is determined by the 

counsellor’s identity (or collection of identity components – block 4). That identity is the 

outcome of an interaction between the counsellor’s social network, their membership of a 

professional body, their training, and their exposure to stressors and major life events and 

how they dealt with them.   
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Figure 4. A multifactorial model for the pathway by which unresolved trauma leads to 
misconduct and malpractice (the numbers relate to the explanatory text).  

 

Many counsellors enter the industry after some significant life event, often but not 

always a trauma of some sort (1). This influence is shown in the upper left corner of the 

figure and represents a historic, but no less powerful, impact. Beside it are the current 

stressors of everyday life, whether they are professional or personal. In either (or both) 
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case, the impact of those external events can have positive or negative impacts (3) for the 

individual as a person, and as a counsellor. The positive pathway results in a number of 

potential strengths, including personal growth (potentially post-traumatic growth - 

Zerubavel & Wright, 2012), experience of successful personal introspection and self-

reflection, and clinical insight. The likelihood of travelling the positive path will likely be 

increased if they received professional assistance to deal with their problems, possess 

high levels of resilience, have a strong social network, have developed practises for 

dealing with stress (e.g. meditation or exercise), and so on.  

In contrast, the negative pathway represents an individual who is (or was) 

overwhelmed by the trauma and stressors, did not have help, does not have significant 

others to call upon, is not resilient, and so on. Rather than being equipped with traits that 

will serve them well as individuals and counsellors, these individuals pose a risk to their 

clients (and themselves), even if they believe they are on top of things, that is, 

erroneously believe that they have successfully resolved the past trauma and are coping 

well with daily and life’s stressors.  

Rather than achieving post-traumatic growth, they are more likely to experience 

chronic dysfunction (Zerubavel & Wright, 2012). It is possible to switch from the 

negative to the positive pathway (or return to the positive pathway) by seeking help, 

building resilience and so on, but this requires a level of self-reflection; the earlier the 

switch, before significant pressure builds, the better. The pathway travelled – positive or 

negative –  plays a part in shaping the counsellor, in determining their identity. This is an 

ongoing process because major life events may strike at any time, regular stressors occur 

on a daily basis, and the individual can change how they react, help may be sought at any 

time, the social circle alters as friends come and go and family changes, personal 

resources such as resilience can be deliberately enhanced (or can be dented), and so on.  
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Zerubavel and Wright (2012) argue that due to the dynamic nature of trauma 

recovery inherent uncertainty surrounds a counsellor’s future psychological functioning. 

Counsellors best placed to leverage their experience and help clients are those who have 

experienced personal growth or recovery. Those who have descended into a pit of 

personal deterioration are not likely to be sufficiently supportive of clients due to their 

significant and ongoing impairment (Gabbard, 1995). 

At the model’s core (4) is the counsellor’s identity, which is the ultimate arbiter 

and driver of their behaviour, and in this model is comprised of a collection of identity 

aspects: moral identity (Blasi, 1983; Hardy & Carlo, 2005), personal identity (Oyserman, 

2009), group affiliation (Smith & Terry, 2003), and social identity and social roles 

(Oyserman, Elmore & Smith, 2009).  Group affiliation involves identifying with a group, 

taking note of the similarities between the self and other group members, and/or effecting 

change in order to fit into the group. For example, part of a counsellor’s identity will 

involve perceiving oneself as part of the counselling profession and thus sharing traits 

with others who belong to the group known as ‘counsellors’, or specific sub-groups such 

as psychologist or social worker or any of the other counselling roles included here under 

the heading of ‘counsellor’ (see Chapter 1 for further discussion).  

Social identity relates to the distinctive characteristics shared by members of a 

particular social sector or group (Bradford Brown & Lohr, 1987). Social roles are aligned 

with membership of a particular group requiring another individual to play a 

complementary role in social or professional interactions, including being a client of a 

counsellor (Oyserman, Elmore & Smith, 2009).  

Moral identity is the degree to which the idea of ‘morality’- determining what is 

right or wrong, good or bad, acceptable and unacceptable in society - forms part of an 

individual’s personal identity (Swanson, 2010). Personal identity relates to the ways that 
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individuals attempt to make sense of some facet or portion of the self-concept (Hogg, 

2003). 

Oyserman, Elmore and Smith (2009) posit that it is the collection of these 

‘identities’ that form the foundations of self-concept. Baumeister (1999) defines the self-

concept as an individual's belief constructed from personal attributes regarding who and 

what ‘the self’ is. Self-concept theory proposes that individuals perceive and interpret 

their existence from externally located feedback (McAdam, 1986). An individual’s 

perception of success, or failure, is associated with the ways in which individuals view 

themselves and their relationships with others (McAdam, 1986).  

Self-enhancement and self-verification are illustrated as identity feedback 

processes (5). The counsellor uses feedback loops to transmit and receive information 

across social networks, continually confirming and bolstering identity and the self-

concept. According to Higgins (1987), Swann (1983), and Swann, Pelham, and Krull 

(1989), individuals are motivated to verify their self-concept by gathering feedback and 

evidence from social interactions. Social interactions are also a way of communicating 

with others in an effort to obtain positive feedback, thus enhancing a self-concept, that is, 

to gather positive feedback from others (see Chapter 4 for further discussion). Importantly 

this does not include communicating with clients to obtain feedback for verification or 

enhancement purposes.  

There are likely to be factors that influence a counsellor’s identity, specifically 

moral identity (6 & 7). They include the standard and duration of education and training 

an individual receives in becoming and maintaining professional counsellor status, and 

the industry environment (regulated or unregulated) in which they practice. In Australia, 

the term ‘counsellor’, unlike ‘psychologist’, is not a regulated one. As such, anyone can 

begin counselling without formal qualifications and training. Therefore, the extent to 
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which an individual receives training about ethical conduct when working with clients 

can range from non-existent to a professional doctorate. Likewise, along this continuum 

industry association standards and governmental regulation are also likely to influence 

moral identity (see Chapter 2 for further discussion). 

An individual’s identity is inextricably linked to their behaviour (Bradford Brown 

& Lohr, 1987; DeCelles, DeRue, Margolis & Ceranic, 2012; Stets & Carter, 2012). Thus 

the model provides a link between identity collection and counselling practise (see 8). 

However, interactions with clients are influenced by environmental and situational 

factors, as well as characteristics of the client. Client factors (9) might include the client’s 

perceived strength or vulnerability, the relationship between their presenting concerns and 

the counsellor’s own issues, and the level of vulnerability a client exhibits (Simon & 

Epstein, 1990). Environmental factors (10) might include the privacy of the consulting 

rooms or meeting a client in a social setting (Gabbard, 1995). 

All of these factors ultimately influence whether the professional behaviours are 

ethical or unethical (11), or occupy the overlapping zone in which subjective evaluation 

determines the ethical nature of counsellors’ actions. It is here that clinical boundaries are 

formed and maintained (Glass, 2003).   

Boundaries are a primary component of the therapeutic relationship (Pope & 

Keith-Spiegel, 2008). Setting appropriate boundaries and working within their confines 

ensures appropriate behaviour is displayed in practice (Langs, 1979). Spruiell (1983) 

suggests that most counsellors operate responsibly within and across multiple boundaries. 

Examples of the types of boundaries experienced in counselling include: time, place, 

environment (office and the broader category of social interaction), money, gifts, scope 

and type of service, language (verbal and non-verbal), disclosure, proximity, and contact 

(Gutheil & Gabbard, 1993).  
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Boundary crossings are considered minor transgressions associated with 

constructive processes in therapy, which do not lead to harm (Gutheil & Gabbard, 1993; 

Glass, 2003). An example might be to innocently hug a client for reassurance or to 

celebrate a breakthrough, or allow a session to run over time. On the other hand, 

boundary violations are concerned with client harm associated with unethical behaviour 

and actions occurring from a misuse of power and/or exploitation (Zur, 2004). Examples 

of boundary violations include sexual assault, and emotional and physical abuse. The 

term boundary transgression is often used as an overarching concept to describe both 

crossings and violations (Gutheil & Gabbard, 1998).  

Glass (2003) proposed a model (see Figure 6) to assist with understanding the 

relative position of boundary crossings and violations, and associated ‘grey areas’, in 

therapy. The model features two primary domains: ethical practice and malpractice. At 

the intersection and overlaid across the primary domains are two overlapping ovals 

representing boundary crossings and boundary violations. The model is explained using 

the numbering system below. 
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Figure 5. A model depicting the relationship between boundary crossings and boundary 
violations (Glass, 2003). 

 

As previously discussed, most boundary crossings (1) are benign and not harmful 

to clients or counsellors. Boundary crossings are often viewed as single events, distinct 

moments in therapy that alter the character and limits of the therapeutic alliance (Glass, 

2003). Boundary crossings are part of a pattern of behaviours used in conventional 

therapy (Glass, 2003). Moving to the left of the model provides a spectrum of boundary 

crossings.  The grey area (2) is the small wedge of boundary crossings situated outside of 

ethical behaviours or those associated with malpractice. Boundary crossings 

representative of this location might include charging a higher fee for wealthier clients 

(Glass, 2003). Whilst such interventions aim to adapt or modify boundaries, the client 

may view them as intrusive. Yet, such behaviours are not steps down a slippery slope.  
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When boundary crossings become prolific, sustained, aggregated (3), 

unquestioned and unconnected to any obvious therapy they may be on the verge of 

misconduct or malpractice. Glass (2003) argues clients experiencing aggregated boundary 

crossings are denied effective treatment. They instead become so enmeshed — over-

involvement with a client that blurs the boundaries leading to issues of personal and 

professional separation — with the counsellor that neither party can relinquish. An 

example of aggregated boundary crossing is a mutual friendship or companionship that 

displaces the therapeutic process. Initially the consultations concerned client-directed 

goals however the relationship transitioned into a friendship in which sessions would 

discuss movies or books. The sessions seemed to be stuck in a rut and both the counsellor 

and the client build a dependence upon the sessions for mutual benefit at the expense of 

the initial professional agreement.  

Overt forms of boundary violations (4) include gross violations of confidentiality, 

financial and other forms of exploitation, dual relationships and so on. The most familiar 

form, according to Glass (2003), is sexual contact between counsellor and client. As 

previously mentioned, boundary violations result from the misuse of power or 

exploitative behaviours resulting in negligence of client care. Such behaviours have the 

potential to cause serious harm to not only the client – exacerbating existing conditions - 

but also the counsellor – if found guilty a loss of employment, livelihood, registration and 

membership.  

Boundary violations that fall into this grey area (5) are considered to depart from 

established normal practice. Yet they are not so egregious that they cannot be worked 

through with a supervisor and with the client (Glass, 2003). For example, inappropriately 

discussing a client with the client’s spouse’s therapist without the proper consent, or 

unintentionally giving a bill to the wrong client thereby exposing another client’s 
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personal details. Glass (2003) argues that non-sexual touching also rests in this category. 

For example, giving a client a hug or a pat on the shoulder. These acts may be uninvited, 

possibly welcomed, however could be threatening to the client.  

Pseudoboundary violations (6) occur when clients subjectively interpret 

interventions as being boundary violations, when in reality they exist in the realm of 

ethical behaviour (Glass, 2003). For example, mandatory reporting of child sexual abuse. 

In such cases the client may feel aggrieved from a breach of confidentiality regarding 

some personal circumstance or situations. However, mental health practitioners may be 

required to discuss such disclosures in therapy to a third party for action. Glass (2003) 

argues such action is for the client’s or a third parties’ best interests, however, 

acknowledges that clients may feel it is unwarranted and a violation of his/her 

boundaries. In such instances the law of the land may transcend an extension of an ethical 

principle erroneously assumed by the client, for example that confidentiality it all-

encompassing and inviolate.  

Finally, the Slippery Slope. Glass (2003) does not explicitly describe this portion 

of the model. However, the inference drawn is that boundary violations that persist or 

have serious consequences result in a snowballing effect or action. Small repetitive 

behaviours that seem innocuous at first gather momentum ending in a harmful situation. 

The reaction from clients may be to notify an industry or governmental body and 

subsequent investigation, panel or court hearing. The outcomes from such a process may 

include a charge and conviction or record of misconduct and malpractice. 

In order to test elements of the proposed model, the investigations in the following 

studies were undertaken. The first (Chapter 7) explores the attitudes of regulated and 

unregulated counsellors toward behaviours in practice to determine if a difference exists 

between counsellors in their responses to items exploring attitudes toward ethical and 
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unethical behaviours in practice. The second study (Chapter 8) seeks to understand how 

identity feedback acts as a mediator in the relationship between unresolved trauma and 

attitudes toward boundary crossings and violations. 
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Chapter 7: Does regulatory status influence counsellors’ attitudes and actual ethical 

behaviour in practice? 

In Australia counsellors can be regulated or unregulated, and the latter group can 

voluntarily belong to an association and be subject to their rules and guides, or entirely self-

regulated. Regulated practitioners must have completed a course sanctioned by AHPRA and 

be registered. Clients of regulated practitioners have options for recourse for unsatisfactory 

services through AHPRA in the form of a panel or tribunal system (in addition to ‘ordinary’ 

civil processes). Unregulated practitioners may or may not be members of any number of 

professional associations in Australia, none of which have any real power to sanction 

members beyond cancelling their membership, which does not stop the counsellor continuing 

to practice. Clients of unregulated practitioners can seek redress through consumer law 

processes, which provide a framework for the protection of consumers from deceptive and 

unconscionable conduct (consumerlaw.gov.au, 2015). The intent protections are to provide 

consumers certain assurances from unsafe and defective goods and services (Australian 

Consumer Law, 2014). There is conjecture regarding the appropriateness of consumer law to 

protect the public from poorly delivered mental health services (Council of Australian 

Governments, 2015). Indeed, the Department of Health (2011) in Victoria and the Australian 

Health Ministers’ Advisory Council (2011) raised concerns about a small, but significant, 

number of individuals consistently demonstrating a pattern of unethical behaviour. The first, 

and arguably most important, line of protection for clients — of both regulated and 

unregulated practitioners — is the counsellor’s personal moral code and their experience and 

training. Tribunals and other legal processes come into play after something has gone wrong, 

and so can be classed as reactive protection.  

In the counselling profession codes of ethics are intended to proactively protect 

clients — and practitioners and the profession and the community more generally — by 
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guiding professional behaviour. Further, all regulated practitioners and all unregulated 

practitioners that belong to professional associations have committed to abide by a suitable 

code of ethics. However, studies have shown found a discrepancy between knowledge of the 

way one ought to act and actual behaviour (Bernard & Jara, 1986; Smith, McGuire, Abbott & 

Blau, 1991; Wilkins, McGuire, Abbott & Blau, 1990). It appears that knowing and promising 

to follow a particular code of behaviour does not always guarantee adherence. In some 

instances, non-compliance may be intentional, premeditated or entirely deliberate to take 

advantage of the client. In other cases, malicious forethought may not have been present. 

The process of counselling, it could be argued, is somewhat ‘unnatural’ for a social 

interdependent species. For example, when conversing with another person it is natural for 

each member of the dyad to share stories, experiences and views to an equal depth. Further, 

greater depth (and more personally meaningful and sensitive) of sharing fosters emotional 

intimacy and is a foundational element of romantic relationships and thus is evolutionarily 

adaptive. However, in counselling such open and matched two-way sharing is considered 

unethical, only the client should expose such sensitive detail while the practitioner must share 

no more than is necessary to build rapport. A problem arises in determining the level that is 

necessary. The minimum amount and depth that the practitioner ‘needs’ to disclose will vary 

between clients and stage of treatment and so cannot easily be defined as part of training. It is 

not difficult to imagine a practitioner unintentionally or inadvertently sharing a bit too much 

information and fostering intimacy that progressively develops into an inappropriate 

interaction between practitioner and client, an interaction that would be considered ‘natural’ 

in other circumstances.  

Conversational inequality is but one example of behaviour expected of a counsellor 

that would not be adaptive in interactions outside the practitioner-client relationship. There is 

a constant tension between what might feel, and be, right in the outside world, and what is 



PAUL D. KREMER 122 

right and expected in the client-counsellor relationship. It appears that when ethical 

guidelines are unclear, counsellors revert to their own judgements and value systems and use 

personal interpretations of what the code might actually mean rather than its actual intent 

(Jennings, Sovereign, Bottoroff, Mussell & Vye, 2005). That judgement will be impacted by 

a range of personal qualities such as locus of control, economic value orientation, political 

value orientation, Machiavellianism and moral cognitive development, all of which have 

been found to be significantly correlated with moral decisions-making behaviours (Hegarty & 

Sims, 1978; Trevino & Youngblood, 1990). Pope (2003) suggests in order to act ethically 

counsellors need to develop ethical behaviours through an educational process, integrating 

new and reinforcing existing knowledge into practice. Thus, it is not sufficient to simply be 

aware of appropriate codes of ethics, regulations or policy, counsellors need to create an 

approach that is actively and deliberately - with the support from a supervisor — aimed at 

fulfilling ethical responsibilities. 

A pertinent question arises then, whether regulated practitioners more adept at 

resolving ethical dilemmas, or are they any more likely to breach ethical guidelines? Thus 

does the regulated/unregulated dichotomy provide proactive protection for clients by 

equipping them to be more ethical decision makers, or does it only provide better reactive 

protection through a better redress process?  If Trevino and Youngblood (1990) are correct in 

their assertion that factors other than regulation are involved in ethical behaviours, then there 

should be no differences between regulated and unregulated counsellors and what they 

understand constitutes unethical and ethical behaviours in practice.  

Method 

This study is part of a larger project. As such, the content contained within this 

method section also pertains to other studies. However, the specific detail is provided in this 

chapter.  
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Participants  

Participants were 419 Australian ‘counsellors’, including counsellors, psychologists, 

social workers, and psychotherapists, Table 6 provides a specific breakdown of the 

participant categories. The sample included 253 females and 52 males – 3 identified as 

“other” and 111 did not respond to the gender question. Respondents ranged in age from 25 

to 76 years (M = 52 years, SD = 11) with an average of 12 years of practice experience 

ranging from one to 44 years’ service (SD = 9).  

 

Table 6. Self-reported “type” of Counselling Professional, Split into Regulated vs Non-
regulated Roles 

 

Category Regulated Non 
Unregulated 

Category 
Total 

Percentage of 
Overall Total 

Counsellor 10 194 204 49.6% 

Psychologist 71 0 71 17.3% 

Psychotherapist 3 62 65 15.8% 

Social Worker 0 24 24 5.8% 

Hypnotherapist 0 9 9 2.2% 

Lecturer/Instructor 1 7 8 1.9% 

Therapist 0 7 7 1.7% 

Life Coach 0 2 2 0.5% 

Minister 0 1 1 0.2% 

Mental Health Nurse 0 1 1 0.2% 

Other 0 19 19 4.6% 

Unknown 0 0 8 0.1% 

Total 85 310 411 100% 
Note. 8 of the 419 participants did not respond to this question 
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Participants were recruited through direct contact by email using publicly listed 

addresses. Those addresses were sourced using a Firefox browser add-on to scour the internet 

for providers of counselling services in Australia, harvesting email addresses that ended in 

.au. An email was sent to the owners of the email address inviting them to participate in the 

study. Advertisements were also placed with industry associations (on websites, in 

newsletters, etc.) such as the Australian Psychological Society and the Australian Counselling 

Association. The advertisements carried an internet address to access the survey directly.  

A total of 1575 separate email addresses were acquired and placed into a customised 

participant panel in Qualtrics for distribution. 105 emails (6.7% of email addresses collected) 

bounced, that is they did not reach the intended person and the email exchange server sent 

back a “do not recognise email address” message. Sixty-two (4%) participants commenced 

surveys half of them (31) completed the survey. Promotion within industry associations 

including Australian Psychological Society, Australian Counselling Association and the 

Psychotherapist and Counselling Federation of Australia produced 422 survey completions.   

A priori power analysis was conducted using G*Power 3.1.9.2 (Faul, Erdfelder, 

Buchner & Lang, 2009). It was estimated that to achieve a power of .95, for a medium effect 

size to be detected (Cohen’s f 2 = .25, ! = .05) a sample size of 90 participants is required. 

Therefore, the final sample size of 419 was deemed adequate.  

Measures 

Ethics of Practice Questionnaire Revised (EPQ-R). The EPQ was developed by Pope, 

Tabachnick, and Keith-Spiegel (1987) to measure the extent to which practitioners agreed 

that particular behaviours in the course of providing therapeutic services are ethical. The 

original 83-item instrument was reduced to 47 items for the present study to reduce impost on 

participants completing a number of instruments as part of a larger study and to increase 

completion rates. Some items removed from the original EPQ-83 (Appendix 7) were 
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considered repetitive and deemed to be adequately covered by similar items elsewhere within 

the instrument — for example, ‘having a client address you by your first name’ was removed 

and ‘addressing client by his or her first name’ was retained. Other items were removed to 

optimise relevance for a diverse population of counselling professionals (general counsellors, 

psychologists, social works etc.). For example, ‘utilising involuntary hospitalisation’ not 

applicable to unregulated counsellors and most registered psychologists in Australia and so 

was removed. 

For the purposes of the present study the author divided items into three sub-

categories based on an extensive review of various Australian codes of conduct (Australian 

Psychological Association, The Australian Counselling Association and The Psychotherapists 

and Counsellors Federation of Australia) and a review of the relevant literature concerning 

the ethical status of each item. The author and supervisors independently reviewed the 

selection (inter-rater reliability 97.2%) and a consensus was reached about the 

inclusion/exclusion of items in the EPQ-47. The author undertook an item analysis of the 

three categories revealing the following reliability outcomes (Cronbach’s Alpha): behaviours 

considered ethical (! = .75), those associated with incompetence/unprofessionalism (! = 

.72), and those associated with boundary crossings or violations (! = .80). Participants were 

asked to rate (“Unquestionably no” to “Unquestionably yes”) their agreement with a series of 

statements, such as “Being sexually attracted to a client,” and “Advertising for services.” 

Then rate (“Never” to “Frequently”) the likely occurrence of these behaviours in their 

practice. They were also asked to indicate who had initiated such behaviour when it had 

occurred. 

Demographic Questionnaire. Questions were included to establish gender, age, area 

of practice, level of education, industry association status and engagement with supervisory 

services 
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Procedure 

Before commencing the study, ethics approval was received from Monash University 

Human Research Ethics Committee (Approval Number CF13/2485 - 2013001319).  

Approval was given to create awareness of the study through industry associations and direct 

contact with organisations promoting mental health services online across Australia. 

Counsellors received an email with a link to access an online survey hosted by Qualtrics 

(www.qualtrics.com). Professionals willing to participate provided implied consent and 

completed the questionnaire within a 35 to 40-minute period.  Data were downloaded, 

collated, scored and analysed using Microsoft Excel and SPSS. All analyses were conducted 

at a 95% significance level.  

An inductive process was used to analyse participant’s responses to individual items 

in order to focus on the most poignant results. Consequently, only the most salient and novel 

themes are presented.  

Results 

Data were screened for missing values, outliers and normality. Ten outliers were 

located within the Boundary Crossings and Violations data and were ‘winzorized’ 

(Keselman, Algina, Lix, Wilcox, & Deering, 2008) to be within +/- two standard deviations 

from the mean to dampen their impact on the data.  

Of the 419 counsellors, 388 (93%) were currently practising, 23 (5%) were not, and 8 

(2%) were students in training.  Student counsellors were asked to respond to the subsequent 

questions as though they were already in practice. The largest proportion of respondents 

offered therapeutic services within both metro and rural settings. The largest number of 

respondents were located in the state of New South Wales (n = 145), followed by Victoria (n 

= 130), Queensland (n = 92), Western Australia (n = 46), Tasmania (n = 36), and then the 



UNRESOLVED TRAUMA, MISCONDUCT & MALPRACTICE 
  

 

 

127 

state of South Australia (n = 30).  Respondents indicated they provided services in multiple 

states, hence the total sum of the states of location exceeded the total number of respondents. 

Table 7 provides descriptive statistics for the overall means for the three component 

measures for the EPQ-47, then parses the data further into the mean scores for regulated and 

unregulated counsellors within each of the subdomains.  

 
Table 7. Descriptive Statistics for Ethical, Incompetent/Unprofessional and Boundary 
Crossings and Violations 

 

Behaviours Industry  
Status N Mean Standard 

Deviation 

EPQ-47 Overall score 
Regulated 

Unregulated 

54 

225 

63.34 

60.05 

10.57 

14.37 

EPQ-47 subscales     

Ethical behaviours in practise1 Regulated 54 31.67 5.62 

 Unregulated 225 29.34 6.82 

Incompetent/Unprofessional2 Regulated 54 11.02 1.96 

 Unregulated 225 10.49 2.77 

Boundary Crossings & 

Violations3  

Regulated 54 20.65 2.99 

Unregulated 225 20.22 4.78 

Note: 1. Scores can range 19-95; 2. Scores can range 0-50; 3.  Scores can range 15-75. 

 

There was no statistical difference in the overall total mean scores for regulated and 

unregulated counsellors. The mean scores for beliefs in whether specified behaviours were 

ethical differed statistically between regulated and unregulated counsellors F(1,277) = 4.98, p 

= .027, with a medium effect size of r2 = .18. However, the difference between regulated and 
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unregulated counsellors’ mean scores for attitudes toward behaviours that were classified as 

Incompetent/Unprofessional did not differ statistically F(1, 277) =,1.74 p = .189.  

The Boundary Crossings and Violations data violated homogeneity of variance and so 

Welch’s F Ratio has been used (see Field, Miles & Field, 2012); again the difference between 

the two counsellor groups was non-significant FW(1, 277) = .393, p = .411.    

The EPQ asks participants how often the various behaviours had been experienced in 

professional practice, and who initiated the behaviours. Frequency responses in any category 

at, or fewer than, 10% were eliminated allowing for greater clarity, except where the result is 

of importance to the overall thesis of the paper. In what follows, the novel findings from the 

analysis presented in three categories: ethical behaviours in practice, behaviours considered 

incompetent or unprofessional, and boundary crossings or violation behaviours.  

Ethical behaviours in practice  

Frequency distribution data of participant responses to what they believe constitutes 

ethical behaviours in practice is in Table 8.  
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Table 8. Frequency Distribution of Responses Toward Ethical Behaviours in Practice 
 

Ethical Occurrence Initiated
Item 1 2 3 4 5 1 2 3 4 5 N/A 1 2 3 4

2 Charging a client no fee for therapy 13% 51% . 11% 16% 26% 37% 15% . . 11% 42% . 16% .
4 Advertising your services . . . 18% 68% . . 22% 19% 36% . 78% . . .
6 Filing an ethics complaint against a colleague . 37% . 13% 35% 59% 29% . . . . 18% . . .
7 Telling a client you are angry at him or her 54% 35% . . . 65% 25% . . . . 20% . . .
9 Terminating therapy if client cannot pay 23% 33% 19% 16% . 48% 29% . . . 15% 12% . 12% .

12 Having clients take tests (e.g., MMPI, Neo PI-R) at home 46% 14% 34% . . 69% 7% . . . 21% . . . .
16 Using a collection agency to collect late fees 29% 26% 25% . 13% 73% . . . . 18% . . . .
19 Accepting a client's gift worth at least $50 62% 28% . . . 73% 18% . . . . . 14% . .
21 Accepting only male or female clients 35% 26% 15% 13% 12% 68% . . . . 14% 12% . . .
23 Raising the fee during the course of therapy 44% 31% . . . 56% 21% 12% . . 11% 24% . . .
24 Breaking confidentiality if client is suicidal . . . 17% 68% 18% 35% 28% . . . 46% . 23% .
25 Allowing a client to run up a large unpaid bill 59% 26% 12% . . 65% 20% . . . 12% 12% . . .
26 Accepting goods (rather than money) as payment 55% 31% . . . 79% 11% . . . . . . . .
28 Breaking confidentiality to report child abuse . . 12% . 76% 26% 35% 25% . . . 49% . . .
30 Addressing client by his or her first name . . . 15% 82% . . . . 90% . 34% . 61% .
31 Crying in the presence of a client 17% 58% . 12% . 32% 51% 15% . . . 37% . 19% .
36 Telling clients of your disappointment in them 63% 27% . . . 70% 22% . . . . 20% . . .
40 Using a lawsuit to collect fees from clients 38% 26% 29% . . 76% . . . . 18% . . . .
42 Avoiding certain clients for fear of being sued 26% 31% 30% . . 61% 21% . . . 16% 16% . . .
44 Being sexually attracted to a client 61% 16% 13% . . 69% 21% . . . . 13% . . .
46 Engaging in sexual fantasy about a client 79% . . . . 79% 12% . . . . 11% . . .

Notes: Black cells indicate the primary and grey cells indicate secondary salient items in analysis 
Ethical: 1 = unquestionably not; 2 = under rare circumstances; 3 = don't know/not sure; 4 = under many circumstances; 5 =unquestionably yes. 
Occurrence: 1 = never; 2 = rarely; 3 = sometimes; 4 = fairly often; 5 = very often; NA=not applicable.  
Initiated: 1 = I did; 2 = the client; 3 = It was mutual; 4 = Not sure/Cannot recall; 5 = Never Occurred; 
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The results indicate that 37% of counsellors believed ‘filing a complaint against a 

colleague’ was a behaviour that should only occur under rare circumstances, and 18% of 

counsellors had actually filed a report against a colleague.  Approximately a quarter of 

counsellors (28%) indicated under rare circumstances it was ethical to ‘accept a gift worth at 

least $50’, with 18% of counsellors revealing they had done so on rare occasions, and in 14% 

of cases it was initiated by the client. Counsellor’s responses were more evenly divided on 

the issue of ‘terminating therapy if a client could not pay for the service’. Whilst 56% of 

counsellors indicated it was either unquestionably not ethical or only ethical under rare 

circumstances, 35% of counsellors stated they did not know or yes, under many 

circumstances it was ethical to do so; 12% of counsellors actually had cancelled therapy due 

to non-payment, with 12% indicating it was through mutual agreement. A large portion 

(38%) of counsellors indicated ‘engaging in legal action to collect fees’ is unquestionably 

unethical or may only occur under rare circumstances. However, 29% of counsellors did not 

know or were not sure if such action was ethical and a small number of counsellors (2%) 

initiated taking action against a client. A majority of counsellors (85%) indicated ‘they would 

break confidentiality if a client indicated they were suicidal’. In approximately a quarter of 

the cases (23%), breaking confidentiality was by mutual agreement between counsellor and 

client, while in 46% of cases the counsellor initiated the action. Seventy-six percent of 

counsellors indicated it was ethical to ‘breach confidentiality if confronted with a case of 

child abuse’ with 12% indicating they were not sure or did not know. Breaching 

confidentially for child abuse happened rarely (25%) and the counsellor reported the abuse 

(49%).  

Behaviours Considered Incompetent/Unprofessional. Frequency distribution data of 

counsellor’s responses to what they understand constitutes incompetent and/or unprofessional 

behaviours in practice is in Table 9. 
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Table 9. Frequency Distribution of Responses Toward Unprofessional or Incompetent Behaviours in Practice 
 

Ethical Occurrence Initiated
Item 1 2 3 4 5 1 2 3 4 5 N/A 1 2 3 4

5 Limiting treatment notes to name, date, and fee 60% 17% 14% . . 75% 11% . . . . 15% . . .
11 Seeing a minor client without parental consent 53% 33% . . . 70% 19% . . . . 9% . . .
13 Altering a diagnosis to meet insurance criteria 81% . . . . 44% . . . . 54% . . . .
14 Telling a client: "I'm sexually attracted to you." 90% . . . . 92% . . . . . . . . .
15 Refusing to let clients read their case notes 49% 25% 11% . . 66% 22% . . . . 10% . . .
20 Working when too distressed to be effective 64% 27% . . . 54% 35% . . . . 33% . . .
22 Not allowing client access to testing reports 52% 25% 17% . . 65% 11% . . . 20% . . . .
33 Accepting a client's decision to commit suicide 63% 25% 7% 2% 3% 73% 14% 5% 6% 9% 7% 5% 2%
34 Refusing to disclose a diagnosis to a client 47% 30% 16% . . 64% 16% . . . 16% 15% . . .
35 Leading nude group therapy 76% 6% 14% . . 88% 88% . . . 12% . . . 49%
45 Providing services outside areas of competence 74% 20% . . . 66% 24% . . . . 11% . . .

Notes: Black cells indicate the primary and grey cells indicate secondary salient items in analysis 
Ethical: 1 = unquestionably not; 2 = under rare circumstances; 3 = don't know/not sure; 4 = under many circumstances; 5 =unquestionably yes. 
Occurrence: 1 = never; 2 = rarely; 3 = sometimes; 4 = fairly often; 5 = very often; NA=not applicable.  
Initiated: 1 = I did; 2 = the client; 3 = It was mutual; 4 = Not sure/Cannot recall; 5 = Never Occurred; 
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Counsellors generally agreed that ‘limiting client’s notes to a name, date and fee’ did 

not constitute ethical behaviour (77%). However, a small subset (14%) did not know or were 

unsure of the ethical status of such behaviour and 15% of counsellors engaged in such 

behaviour. The majority of counsellors (74%) agreed it was unquestionably not or under rare 

circumstances ethical to ‘refuse a client access to read case notes’. A small minority (11%) 

did not know or were not sure about the ethical status of this behaviour.   

Approximately a quarter (27%) of counsellors indicated that under rare circumstances 

it was ‘ethical to work with clients whilst too distressed to be effective’. Thirty-five percent 

of counsellors indicating such behaviours occurred only on the rare occasion, whilst 33% 

indicated they engaged in such behaviour. A quarter of counsellors (25%) felt that under rare 

circumstances it was ethical ‘to accept a client’s decision to commit suicide’. A further 7% 

did not know or were unsure about the ethical status and 5% indicated under many 

circumstances and unquestionably, yes, this was ethical. Approximately 10% of counsellors 

indicating this had occurred on the rare occasion in practice.  

Five percent of counsellors indicated that such behaviours were mutually agreed 

between client and counsellor. A number of counsellors (30%) indicated under rare 

circumstances it was ethical to ‘withhold a diagnosis from a client’. However, caution is 

advised when reviewing this result. The majority of counsellors in the present study are not 

permitted to make a diagnosis as this falls outside the scope of competence and training. This 

is reflected in the response rate the initiation section in which majority (82%) responding 

such behaviour was ‘not applicable’.  

The majority of counsellor’s (76%) responses to the item ‘leading nude group 

therapy’ indicated it was unquestionability not ethical, with a smaller portion (14%) of 

counsellors indicating they had no idea of the ethical status of such behaviours. However, 

under the section for initiation of such behaviour, counsellors indicated a near 50/50 split 
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between not sure/cannot recall and never occurred. This result leads the author to the 

conclusion the question may have been poorly worded resulting in confusion for respondents. 

Finally, in this section, 20% of counsellors indicated that under rare circumstances it was 

ethical to provide services ‘outside of the counsellor’s area of expertise’. Such behaviour, 

according to counsellor’s responses, occurred rarely and 11% indicated they had engaged in 

this behaviour in practice. 

Behaviours Considered Boundary Crossings or Violations. Frequency distribution 

data of participant responses to what they understand constitutes boundary crossing and 

violation behaviours in practice are in Table 10.  
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Table 10. Frequency Distribution of Responses Toward Boundary Crossings or Violations Behaviours in Practice 

 

Ethical Occurrence Initiated
Item 1 2 3 4 5 1 2 3 4 5 N/A 1 2 3 4

1 Becoming social friends with a former client 41% 49% . . . 64% 26% . . . . . . 17% .
3 Providing therapy to one of your friends 67% 28% . . . 66% 25% . . . . . . 13% .
8 Hugging a client 11% 71% . 14% . 14% 55% 26% . . . . 39% 39% .

10 Accepting services from a client in lieu of fee 65% 25% . . . 78% 13% . . . . 5% . 4% .
14 Telling a client: "I'm sexually attracted to you." 90% . . . . 92% . . . . . . . . .
18 Using self-disclosure or rapport as a therapy technique . 47% . 26% 18% . 35% 40% 13% . . 79% . 11% .
27 Using sexual surrogates with clients 72% . 19% . . 85% . . . . 11% . . . .
29 Inviting clients to a party or social event 85% . . . . 88% . . . . . . . . .
32 Asking favours (e.g., a ride home) from clients 82% 15% . . . 89% . . . . . . . . .
37 Discussing clients (without names) with friends 58% 33% . . . 45% 38% 13% . . . 22% . . 24%
38 Providing therapy to your student or supervisee 52% 32% . . . 64% 20% . . . . . . 13% .
39 Giving gifts or commissions to those who refer clients to you 81% . . . . 85% . . . . . . . . 47%
41 Becoming sexually involved with a former client 79% 15% . . . 91% . . . . . 2% . . .
43 Going into business with a client 90% . . . . 90% . . . . . . . . .
47 Directly soliciting a person to be a client 72% 16% . . . 80% 11% . . . . . . . .

Notes: Black cells indicate the primary and grey cells indicate secondary salient items in analysis 
Ethical: 1 = unquestionably not; 2 = under rare circumstances; 3 = don't know/not sure; 4 = under many circumstances; 5 =unquestionably yes. 
Occurrence: 1 = never; 2 = rarely; 3 = sometimes; 4 = fairly often; 5 = very often; NA=not applicable.  
Initiated: 1 = I did; 2 = the client; 3 = It was mutual; 4 = Not sure/Cannot recall; 5 = Never Occurred; 
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Approximately half of all counsellors (49%) indicated under rare circumstances it 

was ethical to ‘become social friends with former clients’. However, the majority 

indicated this had never happened, while 17% indicated a relationship had occurred by 

mutual agreement. Likewise, when exploring the question of ‘engaging with an 

acquainted client’ many counsellors (67%) viewed this as unquestionably not ethical, yet 

13% indicated through mutual agreement between counsellor and client this actually 

occurred.   

A minority of counsellors (14%) indicated that under many circumstances it was 

ethically acceptable to ‘hug a client’ in practise. Participants indicated an even split in the 

initiation of such behaviour between the counsellor (39%) and through mutual agreement 

with clients (39%). With regard to ‘using self-disclosure as a therapeutic technique’, 

counsellor responses ranged from under rare circumstances (47%), under many 

circumstances (26%) to unquestionably yes (18%). Fifty-three percent of counsellors 

indicated such behaviour occurred sometimes or fairly often, and 79% of counsellors 

initiated such behaviour. A small number (11%) responded such behaviour was through 

mutual agreement.  

In response to the item ‘use of sexual surrogates in therapy’, approximately 20% 

of counsellors indicated that they did not know the ethical status of such behaviour, whilst 

the remainder (72%) indicated unequivocally not ethical. This result may reflect 

participant unfamiliarity of the term ‘surrogate’, thus raising doubts about the question’s 

usefulness within the survey. The ambiguity of the item may have contributed to this 

unexpected result. Approximately one-third of counsellors (33%) indicated ‘engaging in 

conversation with close friends about clients (withholding names)’ was ethical under rare 

circumstances. Half of all counsellors who responded to this item (51%) indicated they 
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engaged in such activity rarely or sometimes. Twenty-two percent of counsellors 

indicated they initiated such behaviour.   

Counsellors (32%) indicated under rare circumstances it was ethical to ‘provide 

therapy to a supervisee or student’ and 20% indicated this occurred on the rare occasion, 

and through mutual agreement (13%). This question must be considered in light of the 

fact not all counsellors in the present study are supervisors. The majority of counsellors 

(79%) indicated that ‘engaging in a sexual relationship with a former client’ was not 

ethical. Yet, a small minority (2%) indicated they initiated such behaviour.   

Discussion 

The present study aimed to explore differences between regulated and unregulated 

counsellors and their attitudes toward what constitutes unethical and ethical behaviours in 

practice. The hypothesis that there would be no significant differences between regulated 

and unregulated counsellors and what they understood constituted unethical and ethical 

behaviours in practice was partially supported. Findings from the analysis indicated no 

significant difference between regulated or unregulated professionals in terms of 

unprofessional/incompetent and boundary crossing/violation behaviours. This finding 

suggests, regardless of regulatory status, counsellors are able to discern equally 

behaviours that are considered unethical in practice. Yet, in terms of behaviours 

considered to be ethical in practice, regulated counsellors mean scores significantly 

differed from unregulated. This result may be interpreted as regulated professionals 

potentially having a greater consideration for what constitutes acting in an ethical manner, 

and may be reflective of regulated counsellors completing more years of tertiary 

education coupled with the very prescriptive requirements determined by AHPRA to 

become a regulated professional. The evidence presented here suggests that Trevino and 
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Youngblood (1990) are correct that other factors outside of regulation are responsible for 

ethical behaviours. 

The results were then examined in terms of counsellor’s responses to what they 

considered unethical and ethical behaviour, frequency of occurrence in practice, and who 

initiated the behaviour.  In what follows, a discussion of counsellor responses for each of 

the three categories (Ethical, Incompetent/Unprofessional, and Boundary Crossings and 

Violations). For various reasons the following section should be read with caution. First, 

the study does not tell us why counsellors rated certain behaviours as common, rare, 

ethical or unethical, only that they did so on this occasion. Second, there may be 

discrepancies between behaviours reported by counsellors in the present study and actual 

patterns of behaviour. Third, there may also be a concern about the extent to which each 

item conveys the actual complexity of ethical/unethical situations in real life (Sullivan, 

2002).  

Reporting a colleague  

In a United States psychologist survey only 58% of counsellors believe filing an 

ethics complaint about a colleague was an ethical act (Pope, Tabachnick, & Keith-

Spiegel, 1987). Similarly, Tabachnick, Keith-Spiegel, and Pope (1991) found in their 

study 21% of psychologists’ reported they had never ignored unethical behaviour of 

colleagues. Comparing these findings to the present study we find approximately half 

(48%) of counsellors felt that under many circumstances such behaviour was 

unquestionably ethical. Whilst approximately one third expressed only under rare 

circumstances is ‘making a complaint about a colleague’ ethical. A failure or decision not 

to act in making a complaint may be associated with the ‘whistleblower’ phenomenon. 

Whistle-blowers potentially face the risk of reprisal and other punishing consequences 

resulting from speaking out (Simon, 1978). Other potential explanations for this may 
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include, first, inaction may reflect the protective and compassionate nature of individuals 

comprising the counselling industry. Rather than report observed instances of breaches, 

counsellors may opt for direct communication with the individual concerned anticipating 

reparation of the situation following shortly after. Second, it may be very difficult to 

assess if suspected misconduct actually occurred because therapeutic sessions are not 

public forums. Thus, counsellors suspecting misconduct and malpractice cannot, with any 

certainty, evaluate the performance and conduct of a colleague with great ease to affirm 

suspicions. 

Non-payment of fees  

Many counsellors dismissed the notion of terminating therapeutic services 

because of non-payment of fees. Counsellors may feel that service provision should 

continue, even at a personal cost to them, in order to support and maintain a duty of care 

to clients. It would appear for some counsellors their duty extends beyond the 

contractual/transactional nature of a business relationship. In support of this notion, the 

American Counseling Association (2014) suggests counsellors establish fee structures 

given the financial status and location of the practice. The creation of undue hardship 

because of extravagant fees is seen as a contravention of the ethical code of conduct and 

places client wellbeing as the primary function of counsellors and counselling 

organisations.  

In addition, some counsellors in the present study indicated it was unethical to 

engage in legal action to recover lost income from clients who did not pay for services. 

Such findings highlight an important issue when conducting business in this sector, the 

tension between a duty of care to a client and an ability to make a fair profit can affect 

business operations - specifically cash flow. A philosophical question counsellors might 
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ask themselves is ‘to what extent is my business prepared to operate as a charity and as a 

wealth creating venture?’  

Accepting gifts 

Some counsellors in the present study indicated that clients have given gifts worth 

at least $50 in addition to fees already paid for services, (i.e. the gift was not in exchange 

for services). Zur (2015) highlights that many Australian codes of ethics or guidelines do 

not broach the subject of gift giving and acceptance, including the Australian 

Psychological Society, Australian Counselling Association and the Psychotherapists and 

Counsellors Federation of Australia and the Australian Association of Social Workers. 

However, the American Psychological Association (2015; APA) does cite a number of 

provisions including that psychologists should endeavour to value clients and do no harm. 

An important question a counsellor should answer when considering accepting or 

rejecting a gift is, will such action create harm? Second, counsellors should consider if 

such action is exploitative or likely to damage the therapeutic relationship (American 

Psychological Association, 2015).  

The American Counseling Association (2014) states that counsellors should 

understand the challenges concerning the acceptance or rejection of gifts in an 

environmental context. For example, some cultures offer small tidings as a token of 

appreciation, respect and gratitude. the American Counseling Association (2014) advises 

counsellors to consider several factors before making a decision concerning gifts. 

Suggested considerations include: the nature of the therapeutic alliance, the actual or 

perceived value of the gift, the client’s perceived motivation for giving the gift, and the 

counsellor’s personal motivations for accepting or rejecting. 
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Confidentiality and reporting 

The sanctity of the therapeutic relationship rests on several essential ingredients 

including trust between counsellor and client (Ardito & Rabellino, 2012). Clients are 

willing to share their innermost fears and private thoughts based on the understanding the 

counsellor will keep the client’s confidence (Duncan, Williams, & Knowles, 2013). There 

are scenarios when a counsellor must breach client confidence such as when a client 

indicates that they are suicidal or the counsellor has suspicions for child sexual abuse.  the 

present study indicated where such action occurred, it was by the counsellor’s initiation 

that the breach of confidence occurred- which is to be expected given mandatory 

reporting regimes for all professionals. However approximately a quarter of counsellors 

responded it was by mutual agreement with clients for prevention of suicide. The latter 

was an unexpected finding.  

Such a finding might reflect society’s acceptance that discussing suicide is a 

plausible strategy for prevention compared to a lack of disclosure due to stigmatisation of 

mental health concerns. Advertising messages and communication from events such as ‘R 

U Ok? Day’(https://ruok.org.au/) might influence client decisions to approach such 

stigmatised topics with counsellors, thereby leading to collaborative solutions, including 

working together to disclose suicide and seek appropriate interventions. A small 

percentage of counsellors indicated they don’t know or are unsure about the ethical status 

of breaching client confidence to report child sexual abuse. Counsellors in this category 

may respond due to ignorance associated with mandatory reporting or the counsellors 

simply do not work with minors.  

Case notes 

Another important component of the therapeutic relationship is the collection of 

data and note taking. The majority of counsellors within the present study indicated it was 
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not ethical or they were unsure about the ethical status of allowing a client access to their 

records. This was a surprising finding. The Australian Psychological Society (2012; APS) 

stipulates it is permissible for clients to access their notes. However, the APS suggest 

counsellors facilitate access to client case notes and associated data with caution, as such 

documents may require professional interpretation or explanation to avoid potential client 

distress due to the nature of the content.  

Keeping detailed and accurate notes is important for client welfare and 

development in therapy for a number of reasons. First, if the counsellor is no longer able 

to work with the client the notes should be of sufficient quality that a referred counsellor 

can continue therapy (Australian Psychological Society, 2012; Australian Association of 

Social Workers, 2015). Second, case notes, some would argue, are in part the client’s 

confidential property.  

It is possibly that conflicting or a lack of information accurate information 

concerning keeping, marinating and issuing case notes to clients is in part responsible for 

the findings in the present study. There may be a dynamic interplay that creates confusion 

for counsellors. On the one hand counselling educators — in universities, and colleges — 

may advise students that the client notes are the property of the client. Whilst, on the 

other hand business policy and legislation may stipulate client notes belong to the 

organisation, in which counsellors may be employed. The tension created by these 

conflicting guidelines, rules and policies may be the key driver of uncertainty in practice. 

Incapacity to support clients 

A minority of counsellors in the present study reported that on the rare occasion 

they worked with clients when too distressed to be effective. The relationship between 

stress, distress, and impairment is well recognised (Barnett & Hillard, 2001; Gabbard, 

1991; Pope, Tabachnick & Keith-Spiegel, 1987). Stress is a normal part of life and 
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stressors range from minor (missing an appointment) to major (such as a death in the 

family). High levels of stress are associated with comorbid conditions. For example, low 

self-esteem in counsellors (Butler & Constantine, 2005), anxiety and depression in 

medical students (Ogden & Mtandabari, 1997) and substance abuse in psychologists 

(Thoreson, Nathan, Skorina & Kilburg, 1983). Distress is intense unresolved stress 

making it difficult for an individual to manage (American Psychological Association, 

2015). Excessive distress can lead to impairment that may compromise the counsellor’s 

professional functioning to the degree that it may harm the client and affect the delivery 

of effective services.  

Several plausible reasons for this behaviour include, for commercial/business 

reasons and/or on the balance of probabilities the best course of action was to continue 

servicing the client. Counsellors operating their business activities as a ‘sole trader’ may 

experience a loss of income if they do not meet with clients. Economic factors may 

outweigh personal factors when evaluating such behaviours. It is conceivable that earning 

an income not only supports the counsellor personally but potentially the counsellor’s 

dependent family. Therefore, when assessing the choice whether to see clients or not the 

decision may relate more to a comparison between the needs of the one versus the needs 

of the many. Likewise, on the balance of probabilities between working when too 

distressed to be effective and the benefit, or not, to the client, counsellors may decide it 

prudent to work when distressed. For example, a high care client may be suicidal. On the 

balance of probabilities, it may be beneficial for the counsellor to meet with the client as 

not attending may harm the client more. 

Socialisation with clients  

A large portion of counsellors in the present study viewed becoming social friends 

with a former client as unethical. Almost 50% of those counsellors accepted that under 
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rare circumstances this was a permissible practice. Likewise, a small minority indicated 

that they and their client mutually agreed to engage in social activities. Caution is advised 

when considering this particular result as what is not known is the time differential 

between the last therapeutic session and the beginning of the social relationship. 

Many counselling codes of conduct stipulate that a counsellor and client wait at 

least two years following the final client consultation before a relationship can commence 

(Australian Counselling Association, 2012; Australian Psychological Society, 2012). The 

rationale for this policy is the prevention of a dual relationship situation. Counsellors and 

their clients who meet both professionally and socially may blur the boundaries between 

what is therapy and what is personal/social. Similarly, in the cases where counsellors 

provide services to existing acquaintances may alter the nature of the therapeutic alliance 

leading to a dual relationship situation. 

Using self-disclosure and rapport as a therapeutic technique  

Counsellor responses in the present study indicate the complex nature of 

disclosure and rapport as a therapeutic technique with an almost even split at either end of 

the ethics continuum - somewhat ethical to unquestionably so. Epstein (1994) suggests 

counsellors refrain from personal revelations in order to maintain focus on the client and 

their concerns. Overt disclosure may indicate the counsellor is unable/incapable of 

maintaining his or her professional role. Barnett (1998) concurs with Epstein (1994) 

adding that disclosure may jeopardise clearly defined boundaries required within a 

professional relationship.  

Countering such views, Lazarus and Zur (2002) suggest clients are more 

intelligent than some would give credit. As such, relaxing boundaries can still ensure the 

integrity of the professional relationship and remain ethical as long as the counsellor 

ensures such action has a therapeutic intent (Lazarus & Zur, 2002). The mutuality of 
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disclosure may assist the therapist create an emotional bond and enhance the therapeutic 

relationship. However, disclosure should not only focus the relationship between 

counsellor and client rather support or scaffold the client in attaining their predetermined 

therapeutic goals. Counsellors employing disclosure or rapport as a therapeutic technique 

should consider boundary crossings and violations assessing the risk of harm against 

benefits to the client (Audet, 2011).  

Engaging in sexual relationships with a former client  

Responses in the present study indicated that a small minority of counsellors 

initiated a sexual relationship with a former client. However, it is not known if such 

behaviour was within the guidelines of the relevant codes of ethics for those individuals. 

Codes of conduct are very specific about engaging with past, present or future clients for 

the purposes of having a sexual relationship. the Australian Psychological Society (2007), 

the Psychotherapy and Counselling Federation of Australia (2011; 2015) and the 

Australian Counselling Association (2014) code of ethics also refer to two years’ 

separation. The Australian Psychological Society (2007, p. 29) code C.4.3 states 

psychologists who wish to engage in sexual activity with former clients may do so 

following a two-year period from termination of service. However, this should be first 

explored with a senior psychologist. The reason, given in the code, is to assess any risks 

and vulnerabilities and to ensure the psychologist encourages the former client to seek 

independent counselling about the matter. Behnke (2004) suggests sexual relationships 

with former clients are more complicated in terms of ethics. The passing of time may 

decrease the intensity or the likelihood that such a relationship will result in harm. 

Completely forbidding such relationships may inhibit the clients right to exercise 

autonomy and choice in choosing personal relationships.  
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Limitations 

Results here should be considered a reasonable starting point for the exploration 

of the ethical behaviours in practice phenomenon in Australia. Further, additional 

research could be conducted to attest to the reliability of the findings within the present 

study.  

The authors acknowledge that the original EPQ (Pope, Tabachnick, & Keith-

Spiegel, 1987) specifically measured ethical behaviours for regulated psychologists in the 

United States. As such, some of the situations may not directly apply to unregulated 

practitioners. For example, unregulated counsellors are forbidden to administer certain 

psychological instruments without appropriate training, therefore questions relating to 

diagnosis and the administration of test/s are not completely relevant.  However, given 

the vast majority of counsellors have membership with an industry association requiring a 

minimum diploma level qualification, including an ethics component, answering such 

questions was deemed by the authors as appropriate and items were included.  

Care must be taken when making inferences about results from the present study 

to the broader population/s of interest. The sample collected here looks specifically at a 

function, counselling. The amorphous nature of the population of interest provides a 

challenge when addressing generalizability - transferability from the sample to the parent 

population - and generality - application beyond a specific group - in participant selection 

(Orlinsky & Ronnestad, 2005). Of course the amorphous nature of the sample increases 

generalisability of the findings.  

Conclusions 

The present study investigated if differences in regulation affect ethical 

behaviours in practice. Evidence from regulated bodies and unregulated industry 

associations identifies a small minority of counsellors transgress ethical bounds resulting 
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in client harm (Australian Health Practitioners Regulation Agency, 2014; Australian 

Counselling Association, 2012; Psychotherapists and Counsellors Federation of Australia, 

2011). However, there is much debate given to regulated and unregulated counsellors that 

focus on protecting the public in the prevention of harm.  

As Pope (2003) suggests, in order act ethically counsellors need to develop ethical 

behaviours through an educational process integrating new and reinforcing exiting 

knowledge and placing this into practice. It is not sufficient, Pope (1990) says, to simply 

be aware of appropriate codes of ethics, regulation or policy. Therefore, other factors are 

involved in explaining these findings. The present study found no difference in 

prevalence rates for instances of serious misconduct between unregulated and unregulated 

counselling professionals. This result indicates an almost identical likelihood ethical and 

unethical conduct is associated with engaging the services of a regulated or an 

unregulated counsellor in Australia. Yet, evidence from course programs demonstrates 

that there are considerable differences in the level of training and education to associated 

with securing status as a regulated versus unregulated counsellor.  

The regulatory stream (producing psychologist/psychiatrists etc.), with its 

stringent training and supervision, does not appear to produce practitioners that are less 

ethical than unregulated counsellors. However, regulated counsellors may have a greater 

awareness of what constitutes ethical behaviour. The evidence presented here suggests 

that Trevino and Youngblood (1990) may be correct that factors outside of regulations - 

moral reasoning and decision-making – are based on personal qualities regardless of the 

level of regulation and associated education and training. The present study provides 

consumers with a certain degree of confidence that risks associated with visiting a 

regulated or unregulated counsellor appear to be near identical. However, what this paper 

does not explore is the counsellor’s capacity to effectively support and resolve the client’s 
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concerns. Consumers of counselling services are still required to make a selection based 

on their needs and desired outcomes. There are obvious differences in the support 

provided by regulated and unregulated counsellors and consumers would be wise to 

consult a General Practitioner in the first instance to ensure the best possible care. 
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Chapter 8: Unresolved trauma, identity feedback, and boundary crossings and 

violations 

An important determinant of an effective therapeutic relationship is the 

counsellor’s ability to maintain and respect professional boundaries (Jackson & Nuttall, 

2001; Pope, Tabachnick & Keith-Spiegel, 1987). Further, most counsellors commit to 

various codes of ethics that include provisions around boundaries. However, various 

industry associations report boundary crossings and violations by their members each 

year. The reasons why these crossings and breaches occur are often complex and their 

relationship with other factors remains empirically unclear. Two suggested factors that 

may assist in a greater understanding are the influence of a counsellor’s past traumatic 

experience — more specifically their unresolved trauma — and the role of identity 

feedback — principally self-enhancement and self-verification — in protecting the 

counsellor from trauma-related effects. The present study seeks to examine the extent to 

which counsellors with unresolved trauma are influenced by the need to self-verify or 

self-enhance, and the impact this has on their attitudes toward boundary crossings and 

violations in their professional practice.   

Many enter the helping professions, including counselling, in order to address 

their own unresolved trauma, also referred to as psychological conflict (Elliott & Guy, 

1993; Hardy & Calhoun, 1997; Sussman, 2007) – consciously and deliberately or 

otherwise. As we have seen in Chapter 5, 91 participants (out of 419 – 22%) indicated 

unresolved trauma, with a further nine individuals exhibiting scores exceeding the 

screening threshold (scores over 30) indicating the likelihood of symptoms related to 

Posttraumatic Stress Disorder (PTSD). Only one of the nine individuals indicated they 

were not currently working as a counsellor, and only four of these nine counsellors were 

currently in therapy for their concerns. The projected prevalence rates for counsellors 
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within unresolved trauma currently practicing in Australia was determined to be 

approximately 1 in 5 counsellors, or about 20%.   

Unresolved trauma is defined as an individual’s failure to complete a process of 

consolidation following a traumatic incident (O’Donnell, et. al, 2012; Stovall-McClough 

& Cloitre, 2003; Walker, 2003). Unresolved trauma may be the result of an individual 

experiencing significant loss, relationship breakdown, abuse, neglect, or victimization. 

These events can be re-experienced through intrusive and distressing thoughts, 

flashbacks, sleep problems, hyper-vigilance, hyper-arousal and avoidance behaviours 

(Australian Centre for Posttraumatic Mental Health, 2013).  

Everall and Paulson (2004) suggest that counsellors suffering from re-

experiencing traumatic events, distress and hyper-arousal are at risk of violating ethical 

bounds. Serious breach/es of ethical guidelines may be the result of exploiting clients 

through various means, including repetitive boundary crossings and violations, creating 

dual role situations, or through role reversal in order to meet personal needs (Everall & 

Paulson, 2004). Smith and Moss (2009) propose that mental health concerns can affect 

the individual to a degree that it compromises the counsellor’s effectiveness, resulting in 

substandard clinical care. Counsellors neglecting their mental health increase the 

possibility of impairment and hence affect the provision of effective services (Baker, 

2003; Barnett, Baker, Elman, & Schoener, 2007).  

Counsellors who disregard personal mental health concerns may not recognise the 

impact it has on their professional functioning and the effects on clients. Pope Tabachnick 

and Keith-Spiegel (1987) found that 85% of APA psychotherapists indicated it was 

unethical to work when too distressed because of personal concerns. Yet, 60% revealed 

they had done so. Similarly, Guy, Poelstra, and Stark (1989) found that 36.7% of 
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distressed counsellors believed their distress decreased the quality of the care provided to 

clients, and 4.6% indicated that the quality of care was inadequate.  

In terms of evidence for a direct relationship between trauma and unethical 

practice, Jackson and Nuttall (2001) surveyed 323 mental health practitioners (138 men 

and 185 women). They categorised participants into ‘no abuse’ and ‘child sexual abuse’ 

groups. They segregated the data further into those who had had sex with clients (14 

males and one female) and those who had not. Of the 29 male practitioners reporting a 

history of child sexual abuse six (29%) had engaged in sex with clients, significantly 

higher than the 6% of the remaining 109 men who reported no sexual abuse history. 

However not all counsellors with a history of childhood sexual abuse sexually exploit or 

abuse clients, and nor do all those who sexually violate clients have a history of childhood 

abuse. 

Unresolved trauma may lead to situations in which individuals find themselves 

affected by two strong motives, desires or values that cannot be solved simultaneously, 

referred to as ‘interpersonal conflicts’ (Lewin, 1939); in other words, the tension created 

when an individual in the counselling profession is motivated to resolve personal trauma 

whilst simultaneously resolving the problems and concerns of others in need. In some 

instances, the individual is unable to identify the source of their tension or distress and as 

a result is unable to make rational judgements (Janis & Mann, 1977).  

Behaviour, according to Lewin’s (1939) seminal Field Theory of Conflict, is a 

function of the person, their environment, and intrapersonal conflict/s resulting from 

contradictory situations. Lewin (1939) argues there are three intrapersonal conflicts: 

‘Approach-Approach’ conflict occurs when the individual is forced to make a choice 

between two positive outcomes, or goals, that are equally motivating;  ‘Avoidance-

Avoidance’ conflict occurs when the individual is forced to make a choice between two 
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negative courses of action; and ‘Approach-Avoidance’ conflicts occur when the 

individual is faced with the choice of actions or outcomes that attract and repel at the 

same time (Mangal, 1987).  

Arguably, the most difficult conflict to contend with is ‘Approach-Avoidance’ 

conflict. An individual conflicted within this category may be motivated towards 

behaviours that are considered wrong, evil or degrading, yet at the same time the 

attraction to the behaviour is so powerful the individual becomes restless without acting 

upon it (Mangal, 1987). An example of ‘Approach-Avoidance’ conflict for a counsellor 

may include a counsellor who places client welfare in jeopardy in order to garner 

increased levels of identity feedback. Here the counsellor might be torn between working 

with the client for the client’s benefit and exploiting the client for personal benefit to 

resolve personal trauma. In this scenario a counsellor might be motivated to use self-

enhancement and self-verification — two forms of identity feedback — to bolster or 

support the self-concept (Sedikides & Strube, 1995), thus protecting the counsellor from 

the effects of unresolved trauma.  

Self-enhancement concerns an individual’s attempts to gather only positive 

feedback in support of a pre-existing self-concept (Sedikides & Strube, 1995), such as a 

counsellor desperate to be seen in a highly positive light by others. Such a strategy has 

been validated as a way of maintaining a healthy level of self-esteem (Leary, 2007). Self-

verification is a motivation to reinforce a pre-existing self-concept (Bloch, 2004), such as 

a drive to have the client form the same positive view of them as a counsellor as they see 

themselves. The interaction may create a condition in which the counsellor feels valued 

and satisfied (Swann, 1986; 1987). However, within the therapeutic relationship there are 

professional boundaries that need to be respected.   
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Crossing professional boundaries can range from harmless deviations from 

behaviours considered normal within the therapeutic alliance through to serious breaches 

resulting in considerable client harm (Norris, Gutheil, & Strasburger, 2003). Boundary 

crossings may include giving a client a hug whilst boundary violations may include 

physical or sexual abuse and other exploitative behaviours. Within therapy, a counsellor 

might begin an exploitative relationship attempting to attenuate unresolved trauma and/or 

personal conflicts.  

Pyszczynski, Greenberg, Solomon and Schimel (2004) suggest that individuals are 

motivated to pursue positive feedback and self-evaluations because high levels of self-

esteem reduce anxiety-related defensive behaviours protecting the self-concept. Taylor 

and Sherman (2008) propose that this occurs because individuals use self-enhancement in 

order to maintain or improve psychological health when grappling with unresolved 

trauma. Some support for Taylor and Sherman’s argument from Butler and Constantine 

(2005), who found counsellors experiencing high levels of stress — specifically 

emotional exhaustion and depersonalization (i.e., developing negative and unfeeling 

attitudes toward others) — were found to have lower collective self-esteem. Collective 

self-esteem is a term used to describe how an individual’s identity and personal 

characteristics relate to those of particular groups. Certainly, successfully resolving stress 

is paramount for a long career in counselling (Guy, Poelstra, & Stark, 1989). 

The relationship between stress, distress, and impairment is well recognised 

(Barnett & Hillard, 2001; Gabbard, 1991; Pope, Tabachnick & Keith-Spiegel, 1987). 

Although stress is a normal part of life and stressors range from minor (e.g. missing an 

appointment) to major (such as a death in the family), high levels of stress are associated 

with comorbid conditions, for example low self-esteem in counsellors (Butler & 

Constantine, 2005), anxiety and depression in medical students (Ogden & Mtandabari, 
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1997) and substance abuse in psychologists (Thoreson, Nathan, Skorina & Kilburg, 

1983). Intense unresolved stress in a counsellor may occur following a recent divorce, or 

those with some form of substance abuse. Pope, Tabachnick and Keith-Spiegel (1987) 

reported that 59% of psychologists worked when they were too distressed to be effective. 

Arguably, excessive distress can lead to impairment that may compromise the 

counsellor’s professional functioning to the degree that it may interfere with support for 

clients and influence the delivery of effective services (Everall & Paulson, 2004). 

Research examining distress amongst professional psychologists conducted by Prochaska 

and Norcross (1983) found that 82% of respondents identified they had some form of 

distress that was defined as “anxious or depressed moods, somatic complaints, lowered 

self-esteem, and feelings of confusion and helplessness about their problems” (p. 644). 

According to the American Psychological Association, it is not stress or even the distress 

that leads to impairment, rather inappropriate or unsuccessful attempts to manage stress 

(American Psychological Association, 2015; Guy, Polestra & Stark, 1989).  

Impairment can affect a counsellor’s awareness such that the individual is unable 

to recognise the seriousness of their condition (Ino, Tatsuki & Nishikwawa, 2001) or 

denies the seriousness of their condition (American Psychological Association, 2015). 

Consequently, the probability of inappropriate, unethical, or possibly illegal, behaviour is 

considerable (American Psychological Association, 2015). In a study examining 

conflicted therapists and ethical violations, Jackson and Nuttall (2001) concluded that the 

mere presence of a history of psychological conflict increased the likelihood of 

malpractice by a factor of four.   

The present study aims to determine the extent to which counsellors reporting 

unresolved trauma are influenced by a need to self-verify or self-enhance, and what effect 

this has on their attitudes toward boundary crossings and violations. It was predicted, 
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therefore, that the relationship between unresolved trauma and client boundary crossings 

and violations would be mediated by self-enhancement and self-verification.   

Method 

The current study is part of a larger project and the contents of the method section, 

specifically information concerning participants and measures utilised, have been fully 

explained in Chapter 7.  

Design   

A measurement-of-mediation design was used. Research in a new area typically 

focuses on establishing evidence of a relationship between variables to understand if the 

association is causal or because of a spurious phenomenon (Hayes, 2012).  Mediation 

analysis is beneficial when seeking to answer the question of ‘how’ variables interact 

with each other (Hayes, 2007; MacKinnon, Fairchild & Fritz, 2007). The present study 

employs a mediation analysis program called PROCESS (Preacher & Hayes, 2004). It 

uses a bootstrapping technique to determine a mediation model.  PROCESS uses a least 

squares or logistic regression-based path analytic framework for estimating the direct and 

indirect effects within simple and multiple mediator models (Hayes, 2014). The program 

provided a regression analysis for the overall model and the inter-linkages between the 

variables that calculated the upper and lower confidence intervals and provided a 

probability that mediation, or moderation, was occurring in the constructed model. 

Procedure 

Ethics approval was received from Monash University Human Research Ethics 

Committee (Approval Number CF13/2485 - 2013001319).  Approval was given to 

promote the study through industry associations and direct contact with organisations 

promoting mental health services online across Australia. Participants were emailed a link 

to access an online survey hosted by Qualtrics (www.qualtrics.com). Professionals 
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willing to participate completed the set of questionnaires within 35-40 minutes. The 

present study utilised the total score for the IES- R subsets of the primary scale for the 

REVS-R (self-verification and self-enhancement), and subsets of the EPQ-R (boundary 

crossings and violations). Only participants indicating the presence of subjective 

unresolved trauma completed the IES-R measure.  Data were screened for missing values, 

outliers and normality.  Ten outliers were located within the Boundary Crossings data and 

three within the Impact Event Scale-Revised participant data; these data points were 

winzorized (Keselman, Algina, Lix, Wilcox, & Deering, 2008) and adjusted within +/- 

two standard deviations from the mean to dampen their impact on the data.  

A critical note on mediation analysis  

Mediation analysis has become very popular in the field of psychology because 

conducting such analysis/es seems to allow the researcher the opportunity to draw causal 

conclusion from correlational data (Trafimow, 2015). However, this is illusory (Grice, 

Cohn, Ramsey & Chaney, 2015; Kline, 2015; Trafimow, 2015) because correlation does 

not equal causation (Trafimow, 2015). Mediation analysis is a useful technique when the 

end goal is to understand how changes are transmitted from a casual variable via a 

mediating, or intervening variable/s, leading to changes in an outcome variable (Little, 

2013). An important, and often misguided, assumption in mediation analysis is that all 

corresponding directional specifications for the variables of interest are correct (Kline, 

2015). That is, an assumption is made that X is a cause of M and Y and Y is also caused 

by M, see Figure 6.  
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Figure 6. Model of a typical mediation analysis 
 
Kline (2016) claims that many researchers believe, falsely, that directionality is tested in 

mediation analysis. The truth is that directionality is assumed to be accurate prior to 

conducting any analysis (Kline, 2015).  

Consider a simple three-variable mediation model. Such a model provides six 

possible directions of causal flow (X!M!Y; X!Y!M; M!X!Y; M!Y!X; 

Y!X!M; Y!M!X). Hayes (2012) suggests that strong theory or logical impossibility 

precludes some of the more unlikely options. Within this thesis, mediation models and 

selected variable directionality is based on a comprehensive literature review. For 

example, some participants in this thesis self-reported experiencing some form of 

unresolved trauma. Participants are then asked about their attitudes toward ethical 

behaviours in practice. Such a relationship can only have one direction due to the 

sequence of events in time. First, the trauma is experienced and then attitudes toward 

ethical behaviours are provided. The mediation variable self-enhancement, is a continual 

process occurring as part of normal social interactions, and thus each variable within the 

model is part of a logical sequence of events occurring naturally for participants and 

providing the rationale for directionality. 
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Bootstrapping technique  

The concept of ‘bootstrapping’ in statistics has gained considerable momentum in 

recent years. Bootstrapping is recommended for small samples (n = <100) analyses (see 

Preacher & Hayes, 2004; Preacher, Rucker, & Hayes, 2007) and provides an alternative 

statistical method to that of standard non-parametric testing. Bootstrapping is a 

resampling technique that assumes the sample derived from a population of interest is in 

fact the population. The statistic of interest, say a regression, is re-sampled repeatedly to 

provide a statistical inference (Mooney & Duval, 1993; Preacher & Hayes, 2004). The re-

sampling process many include as little as 1000 and in excess of 10,000 subsamples.  

A primary premise upon which bootstrapping operates is that the empirically 

derived sample is actually representative of, or mirrors, the population. However, an issue 

emerges over the treatment of sample data prior to running bootstrapping analysis. Should 

the data be left in its ‘raw state’, or should it be ‘cleansed’ reducing the impact of 

outliers? 

Strictly speaking bootstrapping is considered a non-parametric analysis. As such a 

major assumption is that the sample must mirror the population of interest (Mooney & 

Duval, 1993; Preacher & Hayes, 2004; Preacher, Rucker, & Hayes, 2007). Non-

parametric techniques are used in situations where the assumptions of normality are 

violated (Field, 2000). Samples that are quite small (n = <100) and overly skewed and 

samples with outliers that violate normality tests are prime candidates for non-parametric 

techniques. The aforementioned reasons provide a strong argument for why we should 

not ‘cleanse’ raw data and simply use the bootstrapping option in association with our 

selected statistical technique. However, there are a number of other factors to consider.  

Data sets that violate normality assumptions should be screened for three 

fundamental reasons: errors, atypical values (Garner, Stapanian, & Fitzgerald, 1991), and 
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passive participant’s scores. Errors can include incorrectly entered values or errors in 

transposition and values that are entirely improbably (e.g. an individual weight as a 

negative number or having a blood pressure of 1190 mmHg). Atypical values may 

indicate an actual case with actual values, which is very interesting in and of its self, 

requiring further exploration. Yet such responses skew the data considerably distorting 

representations about the population. It could be argued that ‘atypical responses’ are an 

important characteristic of analysis. However, a pertinent question remains ‘who can 

ultimately adjudicate on such things’? Finally, passive participants may provide non-

committal responses and those choosing a high or low point on a Likert Scale for all 

responses can skew the data. The author of the present study determined that ensuring the 

data is not highly skewed, even when using the non-parametric bootstrapping technique, 

is the preferred approach based on the argument that errors, passive participants, and 

atypical values may be present. Therefore, data has been cleansed. Where appropriate this 

has been reported within the methodology section.  

Results 

Missing data were replaced using mean replacement. All statistical analyses were 

conducted using a 95% confidence level. Individual predictor variables were assessed for 

outliers using Mahalanobis Distance, with a critical Chi Square value of 10.83 ("2 (1, N = 

111) = 10.83, p = .001). Further, the mediation and regression analysis predictor variables 

were assessed for outliers using Mahalanobis Distance and a critical value of 16.27 ("2 (3, 

N = 112) = 16.27, p = .001). No residual outliers were located. Casewise diagnostics were 

run on the data set, the analysis revealing no additional outliers (>|3 SD|).  

The Impact Event Scale Revised screen was used to determine the nature of the 

trauma experienced by the participants – see Table 11. Whilst ‘Anxiety and/or 
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Depression’ ranked number 1 in the list, participants generally indicated its comorbidity 

with a secondary condition.  

 
Table 11. Frequency and Percentage Breakdown of Type of Self-Reported Trauma 

 
Category of Trauma  Frequency Percentage 

Anxiety and/or Depression [Note: Comorbid Condition] 17 13% 

Physical Abuse  12 9% 

Child sexual abuse 12 9% 

Family member with mental health concerns  12 9% 

Family violence  11 8% 

Loss and Grief  7 5% 

Post-traumatic Stress Disorder   7 5% 

Physical health concerns  7 5% 

Bullying   6 5% 

Attachment concerns  5 4% 

Accident and injury  4 3% 

Developmental trauma  4 3% 

Breakdown (psychological)  3 2% 

Divorce  3 2% 

Alcoholism (within the family) 3 2% 

Cancer  3 2% 

Assault   2 2% 

Rape  2 2% 

Suicidal ideation  2 2% 

Dysfunctional family  2 2% 

Eating disorder 2 2% 

Miscarriage  1 1% 

Workplace related stress 1 1% 

Drug addiction  1 1% 

Torture   1 1% 

Financial stress 1 1% 

Sleep Disorder 1 1% 

Total  132 100% 

Note: Participants were able to indicate multiple traumas  
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Descriptive data for the variables are found in Table 12.  

 
Table 12. Descriptive Statistics for Impact Event Scale, Self-enhancement, Self-verification, 
and Boundary Crossings and Violations 
 

Variable            Mean 
Std. 

Deviation 
Range Skewness Kurtosis 

Impact Event Scale 11.76 9.51 0-88 .66 -.50 

Self-enhancement 26.67 3.70 8-40 -.028 .90 

Self-verification  29.09 2.72 9-45 -.27 .43 

Boundary Crossings & 
Violations  28.29 5.77 0-75 .67 .70 

 
Intercorrelation Analyses. As recommended for small samples (n <101), 

bootstrapping (see Preacher & Hayes, 2004) was used to calculate a Pearson’s Correlation 

Coefficient. Based on 10000 bootstrapped samples using bias-correction and accelerated 

95% confidence intervals the analysis revealed a significant correlation between all 

variables except for self-verification, which was removed from further analysis. 71 

participants completed all three measures required to conduct mediation analysis. 

Participant’s scores on the Impact Event Scale-Revised were significantly correlated with 

scores on the self-enhancement sub-scale, and scores on the self-enhancement sub-scale 

were significantly correlated with attitudes toward boundary crossings and violations in 

practice, see Table 13. 
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Table 13. Intercorrelational Analyses for Mediation Variables 
 

Variables 
 

Comparison N 
 

Confidence 
Intervals 

(lower/upper) 
r Sig. r2 

Impact Event 
Scale Self-enhancement 71 .047 / .525 .29 .015 .08 

 
Impact Event 

Scale 
Self-verification 71  

-.066 / .306 .12 .318 .01 

Self-enhancement 
 

Boundary Crossings 
& Violations 71  

.164 / .578 .40 .001 .16 

 
Self-verification 

 

Boundary Crossings 
& Violations 71 

 
 

-.110 / .391 
.16 .198 .03 

 
Impact Event 

Scale 
 

Boundary Crossings 
& Violations 71  

-074 / .459 .27 .022 .07 

Note. 95% confidence interval, participants that did not complete all measures were excluded from analysis. 
 

Mediation Analyses: A meditation analysis was conducted to determine whether 

self-enhancement and self-verification were mediators of the relationship between 

unresolved trauma and attitudes toward boundary crossings and violations in practice (see 

Figure 7).  It was based on 10000 bootstrapped samples using bias-corrected and 

accelerated 95% confidence intervals (as per Preacher & Hayes, 2004) showed that 

unresolved trauma had a significant total effect on attitudes toward boundary crossings 

and violations in practice (TE = .19, se = .08, p = .022), a non-significant residual direct 

effect (DE = .12, se = .08, p = .14), and a significant indirect effect for self-enhancement 

(IE = .08, se = .04, LLCI = .014, ULCI = .19). 
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Figure 7. Diagram of the mediation analysis coefficients between the variables, ** p 
< .01. 
 

As zero is not in the 95% confidence interval, and so the indirect effect for self-

enhancement is significantly different from zero at p < .05 (two tailed). Therefore, self-

enhancement indirectly mediated the relationship between unresolved trauma and 

attitudes toward boundary crossings and violations in practice with a medium effect size 

of 10% (k2 = .10; Preacher & Kelley, 2011). 

Discussion 

The present study aimed to determine the extent to which counsellors indicating 

unresolved trauma were influenced by the need to self-verify or self-enhance, and what 

effect this has on their attitudes toward boundary crossings and violations. There was 

partial support for the prediction that the relationship between unresolved trauma and 

client boundary crossings and violations is mediated by self-enhancement and self-

verification. Results indicated self-enhancement indirectly mediated the relationship 

between unresolved trauma and boundary crossings and violations, however self-

verification did not.  
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In line with those of Leary (2007), findings from the present study indicated 

participants with higher scores on the IES-R may be more likely to seek out self-

enhancing, or positive identity feedback, potentially wanting to be seen in a positive light 

by others. Counsellors with unresolved trauma in the present study may have been 

motivated to seek out increased levels or to sustain levels of self-esteem (Bandura, 1997). 

Pyszczynski, Greenberg, Solomon and Schimel (2004) suggest that individuals may be 

motivated to pursue positive self-evaluations as a strategy for increasing levels of self-

esteem. This acts as a buffer and reduces anxiety-related defensive behaviours that, in 

turn, protect the self-concept. Importantly, self-enhancement may be useful in preserving 

or cultivating psychological health. This is especially useful when individuals are 

grappling with challenging life events, including experiencing significant trauma (Taylor 

& Sherman, 2008).  

In order to garner sufficient positive feedback, counsellors with unresolved trauma 

may be likely to indicate more relaxed attitudes toward boundary crossings and violations 

with clients in the therapeutic relationship. For example, counsellors establishing an 

extra-ordinary social relationship with a client in parallel with the therapeutic relationship 

may create a dual relationship — that is often cited as leading to malpractice (Caudill, 

2015). Whilst still in the context of therapy, it may be that counsellors with unresolved 

trauma have different goals, or objectives, compared to a counsellor without unresolved 

trauma. The goal may be to seek out self-enhancing feedback from the therapeutic 

alliance that would not otherwise be sought had the condition not existed. This may result 

in a split in the therapeutic alliance with the counsellor potentially focused on the needs 

of the self and not those of the client.  

This split in the therapeutic alliance situation might create what Lewin (1939) 

terms an ‘Approach-Approach’ conflict. The counsellor may be forced into making a 
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choice between two positive outcomes, or goals, that are equally motivating, such as a 

choice between working toward client oriented goals (resulting in fees for therapeutic 

services) or the opportunity to extract some form of social feedback. Whilst is not 

unethical to garner social feedback — and therefore enjoyment — from the therapeutic 

relationship, excessive crossing or violations of professional boundaries can result in 

client harm (Glass, 2003). 

Findings from the present study suggest that engaging in positive relationships 

with clients may provide confirmatory feedback following which the counsellor may feel 

better about him or herself. This finding is consistent with that reported by Katz and 

Beach (2000) who found that individuals seek relationships with others who provide 

positive reinforcement, viewing these relationships favourably. Whilst codes of ethics 

contain instructions against engaging in dual relationships, Gottlieb (1993) suggests that 

this is aspirational in nature and difficult to avoid in practice. However, because of the 

potential for serious harm some dual relationships have been specifically forbidden, 

especially sexual relationships (American Counseling Association, 2014).  

A possible explanation for the finding that self-verification was not a significant 

mediator might be because counsellors in the present study already know who they are. 

This notion of knowing might stem from their professional identity, which is reinforced 

by other feedback within the counselling environment and not associated with clients, 

such as the application of labels or titles. For example, individuals completing from a 

three-year undergraduate university (or other training institution) degree might feel a title 

or label is bestowed upon them. Events such as graduation ceremonies may provide 

further validation or confirmation of the status the individual holds within the counselling 

profession. This, it is argued, might provide these counsellors’ adequate verification of 

the self.  
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The impacts of trauma 

It is clear from the diversity of self-report data in the present study that events 

leading to a counsellor’s trauma, or source/s of distress, are complex. Presumably the 

resolution of some of the more serious concerns require considerable intervention/s and 

support and raises the question about competency and capacity (Ivey & Partington, 2014). 

For example, to what degree are counsellors with a history of trauma potentially 

compromised such that they should not engage in a therapeutic alliance with clients with 

similar trauma related concerns to those of the counsellor? Counsellors interacting with 

clients presenting with similar concerns may trigger or activate intrusive thoughts 

associated with the past or ongoing trauma.  

In the present study anxiety and/or depression were comorbid with many of the 

concerns reported by counsellors. Of some concern, nine participants in the present study 

indicated scores above the cut-off threshold on the IES-R and eight of the nine were still 

practicing. This finding raises another question about the adequacy of supervision as 

traumatised counsellors may not be honest with supervisors about the challenges they 

face or may be unaware of the extent of the impact it has on clients.  

Practical implications  

Engaging in self-enhancing behaviour may also be a catalyst for transgressing 

boundaries, potentially placing client welfare at risk. Innocuous attempts to self-enhance 

might assist traumatised counsellors by providing them with an opportunity to continue to 

work as a professional without harming the client. However, at the intersection between a 

counsellor’s personal and professional life is the requirement for counsellors to be aware 

of the degree to which such behaviours overlap. Counsellors in such a predicament should 

take precautions to prevent client harm. At all times the primary focus for all counsellors 
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should be the client (Hill, 2005; Horvath & Bedi, 2002). Without an effective client-

counsellor working alliance the success of therapy is considerably undermined. 

Limitations and future research 

One limitation of the present study is that mediation analysis examines the 

relationships between the predictor and criterion variables at but a single point in time. As 

such, there is still a question as if this phenomenon persists over the longer term. 

Secondly, it is unlikely all therapists who have suffered trauma exploit their clients, and 

not all therapists who violate their duty of care toward clients have a history of trauma. A 

third limitation relates to the adjudication of behaviours considered unethical is a highly 

complex and subjective process requiring considerable investigation and debate to 

achieve consensus about what constitutes ethical and unethical behaviours given the facts 

of specific scenarios. Finally, caution is advised when discussing the results of the 

mediation analysis as the present study only provides evidence for a small effect.  

Future research might also develop a diagnostic instrument or screen for 

administered to counselling supervisees in the presence of supervisors as a means to 

assess their potential for exploitative behaviours in practice. Such a tool or screen may 

also be of use when identifying at risk counsellors and directing them toward support 

services — in the form of personal counselling and/or additional training and education. It 

is important to recognize, however, that such an instrument could only suggest the 

potential to engage in behaviours that might lead to misconduct and/or malpractice (Perry 

& Sheldon, 1995, in Jackson & Nuttal, 2001). A follow-up study may compare and 

contrast the findings from participants who deliberately transgressed ethical bounds, 

investigating the relationship between attitudes toward items on the EPQ-R and actual 

transgressing behaviours.  
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Conclusions 

Previous research suggests that a counsellors’ traumatic experience provides a 

catalyst or motivation to begin a career in counselling. However, such motivations need 

to be carefully considered in light of the impacts from any negative effects of trauma 

including influencing a counsellors’ capacity to deliver effective counselling services. 

Counsellors with unresolved trauma working with clients suffering from similar trauma 

related concerns may need to consider the effect of trauma related triggers. For example, 

issues relating to transference — emotional transmission from client to the counsellor — 

and/or countertransference — the emotional transmission from counsellor to client 

(Racker, 2012).  

The present study suggests that attitudes toward boundary crossings and violations 

is indirectly mediated by the counsellor’s need to self-enhance. In other words, our 

understanding of the relationship between a counsellor’s unresolved trauma and their 

potential for increased boundary crossings and violations is better explained when 

examining the concept of self-enhancement. Therefore, in order to reduce or mitigate the 

impacts of personal trauma counsellors expressed a desire for self-enhancing feedback 

from clients potentially to bolster personal identity (Pyszczynski, Greenberg, Solomon & 

Schimel, 2004). In doing so, these counsellors may have more relaxed attitudes to 

professional boundaries in order to increase opportunities to secure as much identity 

feedback as possible. If counsellor attitudes translate into actual behaviours in practice, 

then such behaviours may result in negligence — breaching a duty of care owed to a 

client. Such behaviours may potentially result in misconduct and malpractice.  
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Chapter 9a: General discussion  

An important determinant of an effective working alliance is the counsellor’s 

capacity for empathic attunement (Bordin, 1979, Horvath & Luborsky, 1993; Lustig, 

Strauser, Rice & Rucker, 2002). Empathy arises from understanding a person’s situation 

and their associated emotions. Jung (1951) argued that to truly understand, and then 

properly assist, someone in psychological distress, it helps if the counsellor has had a 

similar experience. This is perhaps intuitively understood since many individuals enter 

helping professions such as counselling after going through their own traumatic event 

(see Chapter 5). In many cases, they have made a conscious decision that their own 

experiences of dealing with a trauma will be of assistance to others, and that their success 

in surviving the ordeal will offer salutary lessons to others. The veracity of this 

expectation is predicated on the assumption that the counsellor has successfully resolved 

their previous trauma. If it remains unresolved when the counsellor begins seeing clients 

it may have a deleterious impact on the client. This might occur through the counsellor 

using interaction with the client to deal with their own inner conflict, and it may be 

intentional or unintentional, or it may arise suddenly and expectedly. 

 One potential effect of an unresolved trauma may be a level of self-doubt or 

reduced self-efficacy as a counsellor, which in turn would detract from a positive self-

identity as an effective helper. To mitigate this negative-state the counsellor might be 

motivated to pursue positive self-evaluation, because raising one’s self-esteem reduces 

anxiety-related defensive behaviours, protecting the self-concept (Pyszczynski, 

Greenberg, Solomon & Schimel, 2004). Self-concept perceptions, the way we view 

ourselves, may induce certain behaviours and can influence the way we act and how we 

plan to act in the future (Hagger, Anderson, Kyriakaki & Darkings, 2006; Ramirez, 

Dennhardt, Baldwin, Murphy & Lindgre, 2016). Consequently, aspects of identity are 
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influential in the decision-making process, specifically when considering health-oriented 

behaviours (Hagger, Anderson, Kyriakaki & Darkings, 2006). This raises an important 

question: to what extent does an individual’s mental health concerns influence their 

behaviours — positive and negative — in order to improve well-being? One theory 

offered by Taylor and Sherman (2008) suggests that self-enhancement (positive social 

feedback) is useful in maintaining or improving psychological health when grappling 

with challenging life events, including trauma.   

Counsellors with unresolved trauma, and therefore who may be dysfunctional or 

impaired (Guy, 1987), appear to be at greater risk of transgressing ethical boundaries than 

those who have dealt with or resolved their trauma. This, in turn, may lead to client 

neglect or harm and result in a charge of misconduct or malpractice. Notwithstanding 

efforts by various industry bodies and associations to eliminate misconduct and 

malpractice behaviours, the literature reveals that relatively little is known about the 

reasons why misconduct and malpractice behaviours occur. This thesis sought to bridge 

this gap by exploring the relationship between the effects of counsellors’ unresolved 

trauma on their identity and the impacts this might have on their attitudes toward 

behaviours (ethical and unethical) in practice.   

Answering the thesis aims and hypotheses 

This thesis set-out to address six aims and three hypotheses, with an overall 

objective of examining the reasons why counsellor misconduct and malpractice occurs. 

The six aims and their associated hypotheses are revisited here and each is addressed in 

turn. 

 
Aim 1: Investigate the prevalence of serious misconduct in the regulated and unregulated 

counselling industry.  
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With no nationally coordinated reporting structure it is difficult assembling data 

for general counsellors as they exist in an unregulated industry. The prevalence rates 

presented in Chapter 2 are likely an underestimate of the reality of the misconduct and 

malpractice problem. Plus, there still remains the illusion that all counselling activities are 

indeed regulated to some extent. The public, it appears, shares a common misconception 

that unregulated general counsellors are in fact fully or partially governmentally 

regulated, and that unregulated counsellors have sufficient qualifications to practice 

(Hodges, 2011). 

 A survey about the views of Australians (N = 18,485) regarding their views on 

qualifications and regulatory requirements for practicing as general counsellors was 

conducted (Hodges, 2011). A majority, 63% of respondents, indicated that they believed a 

degree (bachelor or postgraduate) was required to practice general counselling and when 

asked ‘who would you make a serious complaint about a general counsellor to’, 37% 

responded to a governmental body or authority, 29% would go to the police, 41% would 

complain to the counsellor’s employer and 41% would contact the counsellor’s 

professional association (participants were able to provide multiple responses to items). 

Responding to an item about a counsellor being found guilty of a serious issue, 91% of 

respondents indicated they believed the counsellor would be struck-off or banned from 

practicing. Such misconceptions amongst the public can create confusion regarding where 

to go to report abuse at the hands of a counsellor, resulting in a report not being made at 

all, or not being recorded. This would compound the problem of under-reporting 

instances of misconduct and malpractice in Australia. The Unregistered Health 

Practitioners Act 2012 (New South Wales) provides some form of safety net for the 

public against those not within the regulated industry. 
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The number of complaints resulting in panel reviews and tribunal hearings for 

counselling professionals (regulated and unregulated) have generally increased over the 

last five years — even when accounting for increases in the population over time (see 

Chapter 2). For regulated counsellors (psychologists) the costs for handling complaints 

has increased over the last few years. However, relative to other professions, psychology 

ranks as the third highest on a per capita basis with notifications concluding in a hearing 

or tribunal. This finding suggests that for the population of psychologists transgressing 

behaviours are occurring more frequently than by professionals in other regulated 

industries — such as osteopathy and chiropracty.  

There may be several reasons for the increase in complaints and relatively high 

ranking. First, a lack of change in the ways government regulators and industry bodies 

and associations have addressed the problem of misconduct and malpractice behaviours. 

Secondly, an increased awareness of mental health in communities across Australia may 

equate to increased demand for mental health services, and potentially the demand is 

outstripping supply, impacting upon the quality of services provided and hence more 

complaints. Indeed, a decline in jobs growth in the sector has been recorded in recent 

years (2013-2015; Australian Bureau of Statistics, 2015). As such, counsellors are under 

more pressure to take on more clients, possibly at the expense of personal welfare. 

Finally, the abundance of information and the connectedness of social media may have 

created an increased awareness amongst clients regarding unacceptable behaviour by 

counsellors, leading to more complaints of poor conduct.  

 
Hypothesis 1: That the nationally standardised system of training, assessment, 

qualification and oversight will result in fewer instances of misconduct by regulated 

counselling practitioners than by unregulated counselling practitioners. 
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In Australia, both regulated and unregulated counselling professionals provide a 

diverse array of mental health services. Public perception about differentials in the 

standard of care provided by regulated and unregulated counselling professionals suggest 

an imbalance of potential risks, thus clients may preference counselling services based on 

training, education and regulation. The hypothesis that regulated counsellors provide a 

more risk-free service relative to unregulated counsellors is an attractive one, but has not 

been tested empirically. This is primarily due to the problems associated with collecting 

appropriate and complete data on the incidence of misconduct and malpractice from 

various industry associations.  

The hypothesis that the nationally standardised system of training, assessment, 

qualification and oversight will result in fewer instances of misconduct by regulated 

counselling practitioners than by unregulated counselling practitioners was not supported. 

Following an analysis, there was no statistical difference between the two populations for 

instances of recorded misconduct. This finding provides evidence that somewhat refutes 

the common [mis]perception that regulated counsellors (psychology and psychiatry) are 

safer. However, additional research is required to verify the reliability of this finding. In 

order to do this, a practical solution regarding the lack of a national dataset (regulated and 

unregulated) is required.  

Besides those few counsellors – regulated and unregulated – who transgress each 

year, the findings from the study in Chapter 2 are encouraging, as it appears — albeit on 

the basis of a very crude analysis — that the risks associated with attending ‘counsellors’ 

are not significantly higher when seeking support from unregulated versus regulated 

counsellors. Jones and Armstrong (2011) suggest a duty of care is imposed upon all 

counsellors, ensuring the ethical delivery of services and preserving a level of 

responsibility to do no harm or wrong to a client/s, a claim supported by the results 
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reported here.  It is important that appropriate levels of competence, inclusive of ethical 

practice, match the type of services provided, resulting in effective outcomes for clients 

(Jones & Armstrong, 2011). As such, evidence from studies within this thesis and from a 

review of the literature suggests that the implementation of additional regulation and 

control may not improve sufficiently improve the issues of misconduct and malpractice 

alone. It is clear that an investigation regarding the underlying mechanisms for why 

misconduct and malpractice occur was warranted.   

 
Aim 2: Identify explanatory themes that might assist in explaining why misconduct and 

malpractice behaviours might occur. 

  
Previous research has examined the types of interactions, or risk factors, related to 

misconduct and malpractice (see Novotney, 2016). The study in Chapter 3 explores 

counsellors’ explanations concerning why misconduct and malpractice behaviours occur. 

Much of the past research into misconduct and malpractice transgressions have sought to 

categorise ethical violations and calculate prevalence rates (Grenyer & Lewis, 2012; 

Pope, Tabachnick & Keith-Spiegel, 1987; Wilbert & Fulero, 1988). Such approaches are 

important, however, they operate at a rather superficial level not really getting to the core 

of the issues that underlie the statistics. In order to gain additional insights into the 

misconduct and malpractice phenomenon, an examination of court decision document 

data for transgressing regulated counsellors was undertaken.  

A thematic analysis of tribunal decision documents for a five-year period from 

2008-13 (see Chapter 3) revealed several potential reasons for misconduct and 

malpractice amongst registered psychologists. Explanations (or excuses or justifications) 

offered by counsellors found guilty of charges included use and abuse of legal and illicit 

substances and impairment due to mental disorders or unresolved trauma. The study also 
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found that men were not involved in misconduct or malpractice more often than women. 

This evidence contests a perceived risk factor that being male increases the likelihood of 

committing misconduct and malpractice (Bouhoutsos, Holroyd, Lerman, Forer & 

Greenberg, 1983). In isolation these explanations are insufficient to create a condition for 

transgressing. In a related field of study, Finkhelor (1984) developed a four-factor model 

to explain the sexualised abuse of children. Finkhelor’s model is of particular relevance 

here as the activities mimic, or can partially mimic, some of the suggested process 

involved in transgressing behaviours identified within the study in Chapter 3. Finkhelor’s 

model suggests that in order for individuals to transgress he or she must meet four 

conditions: (a) be motivated to do so, (b) overcome internal inhibitions, (c) overcome any 

external constraints, and (d) overcome any resistance from the client.  

Finkhelor’s (1984) model may not be entirely appropriate in explaining all of 

counsellor transgression behaviours, because not all counsellors intend to transgress 

(Simon, 1989; Glass, 2003). Yet, for predators who do have intentions to breach 

boundaries, Finkhelor’s model fits extremely well, as we seen next.  

The evidence from the study in Chapter 3 suggests that some counsellors who 

transgressed [ab]used illicit and legal substances. These may have been as a form of 

‘encouragement’ in overcoming internal inhibitions — the second stage in Finkhelor’s 

model – an idea supported by Hetherington (2000). Explanations for transgressing 

behaviours provided to the courts may have been bilateral, first, potentially the removal 

of internal inhibitions, and second, the use of drugs and alcohol may provide a plausible 

excuse or reason for transgressing behaviours — ‘the drugs made me do it’ so to speak. 

As such, those who want to commit intentional misconduct and harm badly enough will 

simply go ahead and do it. They are not likely to turn to alcohol and drugs to help them 
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do it. However, being on alcohol or drugs may make them more likely to do it because 

their inhibitions down.  

External constraints to transgressing, the third factor in Finkhelor’s model, may be 

removed through the coordination and arrangement of isolation and privacy situations 

with clients. In several cases in Chapter 3, the use of drugs and alcohol with clients 

occurred in locations such as the homes of transgressing counsellors, or within the 

confines and privacy of the counselling rooms, or in social settings — cafes, bars and 

restaurants. This finding supports the previous work of Simon (1989) that exploitation of 

clients frequently occurs away from the counselling rooms. As such, these interactions 

within social or personal environments may somehow legitimise transgressing behaviours 

within the context of ‘a relationship’ (Hetherington, 2000). Inviting clients to social 

events might also be seen as a way of overcoming client resistance to counsellor 

advances. Overcoming client resistance is minimised by the counsellor through a 

‘selection process’. Counsellors can select clients (victims or prey) who are considered 

vulnerable. Indeed, the study in Chapter 3 found that the level of vulnerability of clients 

was a commonly occurring theme within the analysis. Jehu (1989) suggests that 

psychological pressure may be applied by counsellors in a physical or intimidatory way. 

Again the study in Chapter 3 supports this notion of threats of/and actual violence toward 

clients (and their families) as a mechanism to secure client compliance.  

the thematic analysis in Chapter 3 also uncovered several underlying constructs 

for transgressing counsellors that coalesced into three themes: the externalisation of 

responsibility for personal actions and behaviours, a lack of objectivity concerning why 

such behaviours occurred, and an inability to understand how personal circumstance — 

including mental health — affected the provision of ethical services to clients. Each shall 

be discussed in turn next.   
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The first theme, the externalisation of responsibility for transgressing behaviour, is 

a common theme in the literature, often relating to the shame and guilt offenders 

experience following apprehension (Proeve & Howells, 2002), which in turn can result in 

a decrease in self-efficacy. As such, those counsellors who transgress may externalise, or 

blame, other people or factors for their actions in an attempt to protect their self-concept. 

As shown in Chapters 4 and 5, self-enhancement (the acquisition of positive feedback) is 

useful in maintaining or improving psychological health when grappling with challenging 

life events (Taylor & Sherman, 2008).  

The second theme arising from the analysis in Chapter 3, that a ‘lack of 

objectivity’ is commonly associated with misconduct and malpractice behaviours, is not a 

new finding (Everall & Paulson, 2004). Counsellors who lack objectivity are at increased 

risk of breaching ethical boundaries (Everall & Paulson, 2004). Within the therapeutic 

alliance, the counsellor needs to be aware of matters relating to intimacy, and avoid 

behaviour that degrades or vilifies a client. Counsellors should not use their positional 

power to manipulate or control the lives of clients (Meiselman, 1990). Further, it is 

important for counsellors to ensure awareness of the warning signs that signal the 

possibility of a breakdown in the provision of ethical service (Meiselman, 1990). This 

breakdown may be associated with the third theme, an inability to understand how 

personal circumstance affects performance. Evidence suggests that counsellors may 

ignore, avoid, and/or diminish awareness of personal problems, creating a blind spot 

(Goleman, 1998) — an inability to recognise (objectively) an individual’s current state of 

wellbeing. Thus a counsellor may be unable to self-reflect or ignore codes of conduct and 

continue to practice. An inability to understand that personal circumstances impact upon 

the provision of services is detrimental to the counsellor, the client and the wider industry.  
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In order to support a minority of those who transgress, further research is required 

into ‘counsellor’s objective assessment’. Such research could seek to understand how 

counsellors view their own needs — including seeking the support of others in order to 

more critically evaluate what is moral and ethically right — and the needs of their clients. 

The study presented in Chapter 3 has two significant limitations, first it is retrospective in 

nature and second, it relies on information provided for purposes not related to research. 

Thus is not an ideal source of data, however, given that defendant counsellors are under 

oath and the evidence is collected they are presumably more honest and fully disclosing 

than if the author were to interview or survey them. A better method, for future research, 

would be to examine the court decisions documents and then interview the counsellors 

directly after proceedings are concluded. This is likely the time that they will feel they 

have nothing left to lose in talking with a researcher. Such a method could be court 

mandated as part of the restitution – aiding both the professional and the wider 

community that make up the profession. Such additional steps might improve an 

understanding of the warning signs and aid in deterring counsellors contemplating 

transgressing behaviour. 

 
Aim 3: Develop a theory to explain the relationship between a counsellor’s unresolved 

trauma and their increased risk of misconduct and malpractice.  

 
Following an extensive review of the literature, in Chapter 5 it was argued that a 

counsellor’s unresolved trauma can interfere with their ability to provide objective and 

effective support to clients. Unresolved trauma was one of the factors noted as a potential 

causal mechanism in court decision documents of counsellors found guilty of 

transgressing against client/s (see Chapter 3). This finding is consistent with previous 

research (Gabbard & Celenza, 2003; Duncan & Miller, 2008; Geldard & Geldard, 2009; 
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Simon, 1989). Therefore, given the available research in the literature and supporting 

evidence for the studies within this thesis, it is a plausible theory that a counsellor’s 

unresolved trauma is associated with misconduct and malpractice. 

  A suggested avenue through which an increased risk of transgressing behaviours 

might occur includes interactions with clients which may trigger thoughts and emotions 

related to unresolved trauma issues within the counsellor (Williams, Judge, Hill & 

Hoffman, 1997). It is argued that this activation may result in a form of trauma-

reactivation and result in a divergence between the counsellor’s personal motivations for 

practising counselling — which might include attending to personal concerns — and 

support for clients with their presenting concerns. Counsellors failing to meet personal 

needs appropriately may become enmeshed with a client. That is, they may become 

overly involved and cross boundaries (Everall & Paulson, 2004). 

A counsellors’ unresolved trauma may interfere with aspects of the self-concept in 

turn affecting clarity in judgment. The self-concept is bolstered and reinforced by identity 

feedback, specifically self-enhancement, which increases positivity and decreases 

negativity of the self-concept (Leary, 2007; Snyder, Stephan, & Rosenfield, 1976). In 

other words, the consumption of self-referent information gained through social 

interactions enhances the counsellor’s identity, protecting them against their trauma 

(Sedikides & Strube, 1995).  

A hallmark of social identity feedback is the use of social comparison, especially 

comparisons with other individuals that allow an individual to place ‘the self’ in a 

favourable position (Brown, 1991). Gaining a client’s ‘favour’ may result in crossing 

boundaries, or potentially violating them, in pursuit of self-reinforcing feedback that 

bolsters the self-concept. Bolstering the self-concept is often seen as a defensive strategy 

that can mitigate or reduce posttraumatic symptoms, including unresolved trauma 
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(Pyszczynski, Greenberg, Solomon & Schimel, 2004; Taylor & Sherman, 2008). An 

important conclusion from Chapters 4 and 5 was the further refinement of the concept of 

identity feedback as a mediator variable, which may provide greater clarity in explaining 

the direct relationship between unresolved trauma and behaviours in practice that may 

result in misconduct and malpractice.  

The next three aims are all related, therefore they have been grouped together. 

Aim 4 was to construct a model explaining potential mechanisms for misconduct and 

malpractice behaviours. Aims 5 and 6 relate to studies that test various components of the 

developed model in order to provide evidence in support of the theory underlying for the 

model. They are discussed next.  

 

Aim 4: Construct a model to explain the mechanisms of misconduct and malpractice. 

 

A multifactor model (see Chapter 6) may assist in explaining the interaction of 

several identified variables (e.g. unresolved trauma and identity) in counsellor misconduct 

and malpractice. The model did not attempt to explain all possible variants of misconduct 

and malpractice behaviour, rather explored the nature of the behaviour from a very 

specific perspective, related to posttraumatic stressors and how they are likely to be 

processed. The model is revisited later in this Chapter providing a refresher before 

proceeding with a demonstration of how the multifactor model works.  

 
Aim five: Understand if differences exist between regulated and unregulated counselling 

professionals on measures of their ethical attitudes and behaviours. 

 
The study in Chapter 7 explored differences in attitudes and behaviour toward 

ethical and unethical conduct between members of a regulated profession, such as 
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psychiatrists and psychologists, and members of unregulated professional bodies, 

including general practice counsellors and psychotherapists. Participants comprised 419 

Australian counsellors responding to an online questionnaire. A considerable focus on the 

argument for regulation is that regulation protects the public. In order to provide a 

validation to the assertion that other factors are involved, the following hypothesis was 

tested.  

 
Hypothesis 2: That factors other than regulation are involved in ethical 

behaviours, then there should be no differences between regulated and unregulated 

counsellors and what they understand constitutes unethical and ethical behaviours in 

practice.  

 
Evidence from the study in Chapter 7 supported the hypothesis that factors other 

than regulation and codes of conduct appear to be involved in counsellors acting in ethical 

and unethical ways. It is more likely that other factors, which may include moral 

reasoning and decision-making, and others associated with personal qualities within the 

individual such as locus of control, economic value orientation, political value 

orientation, Machiavellianism and moral cognitive development (Hegarty & Sims, 1978; 

Trevino & Youngblood, 1990), are likely to be in part responsible for ethical attitudes and 

behaviours.  

Whilst these factors are likely responsible for such behaviours in any individual, 

the question remains; are regulated counsellors less likely to be motivated by these factors 

— due to training, education and governmental regulation — compared to those in an 

unregulated environment. The evidence suggests that education and training, industry 

governance, association rules and compliance strategies and the over-arching 

governmental regulation — where applicable — appears to have little or no impact on the 
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counsellor’s attitudes with respect to what they consider to be unethical behaviours in 

practice. It appears that knowing and promising to follow a particular code of behaviour 

does not always guarantee adherence. It is conceivable that non-compliance to codes of 

conduct may be intentional, premeditated and entirely deliberate to take advantage of the 

client. In other cases, malicious forethought may not have been present.  

 
Aim six: Explore whether identity feedback mechanisms (self-enhancement and 

self-verification) mediate the relationship between unresolved trauma and counsellor’s 

attitudes toward boundary crossings and violations. 

 
Chapter 8 explored whether identity feedback mechanisms (self-enhancement and 

self-verification) mediate the relationship between unresolved trauma and counsellor 

attitudes toward boundary crossings and violations. Participants in the study were 419 

Australian counsellors, 91 of whom indicated unresolved trauma, of which 71 then 

completed three measures exploring posttraumatic stress disorder, identity feedback, and 

ethical behaviours in practice. 

 
Hypothesis 3: that the relationship between unresolved trauma and client boundary 

crossings and violations would be mediated by self-enhancement and self-verification.   

 
A mediation analysis provided partial support for the hypothesis. The direct 

relationship between unresolved trauma and attitudes toward boundary crossings and 

violations was mediated by self-enhancement but not self-verification. The results from 

that study indicated the relationship between unresolved trauma and attitudes toward 

boundary crossings and violations is mediated indirectly via a need to self-enhance, or 

seek out positive feedback with a medium effect. Participants with higher scores on the 

posttraumatic stress screen were likely to seek out self-enhancing positive feedback. This, 
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potentially, is due to them wanting to be seen in a positive light by others. As such, this 

behaviour might form part of a strategy to maintain a healthy level of self-esteem 

(Sedikides & Strube, 1995).  

These counsellors may have more relaxed attitudes toward crossing boundaries to 

secure ‘favour’ from the client. For example, a counsellor may establish a social 

relationship with a client in parallel to the therapeutic relationship to garner self-

enhancing feedback, creating a dual relationship situation — which has been identified as 

one of the more common factors associated with misconduct and malpractice cases (see 

Chapters 2 & 3).  

The crucial finding from this study was the suggestion that counsellors with 

unresolved trauma appear to need increased amounts of positive feedback, perhaps as a 

protective mechanism to reduce trauma-related stress. However, this need may come at a 

considerable cost, because during the process of harvesting sufficient self-enhancing 

feedback counsellors may also transgress boundaries, potentially placing client welfare at 

risk. This, in turn, may lead to misconduct and malpractice behaviours.  

A major limitation associated with the study in Chapter 8 is that it tests a 

mediation model at a single point in time, which is a cross-sectional research design. As 

such, the findings are not representative of what might occur over a longer period. 

Therefore, future research could look at longitudinal research designs to confirm the 

findings in this thesis.  

Following the empirical testing of components within the developed multifactor 

model, it is now possible to understand the possible relationships and interplay of 

variables given the impacts of unresolved trauma. However, before we examine potential 

pathways we revisit the initial model next as a refresher.  
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Revisiting the model of a functional counselling practitioner 

Experiencing a trauma plays a role in many individuals training to become a 

counsellor. An estimated 60% of counselling professionals in Australia experienced 

significant trauma at some point before becoming a counselling practitioner (see Chapter 

5). Counsellors cited the following reasons for entry: to assist others, because they value 

relationships with clients, and having empathy for those undertaking a personal growth 

journey.  

A portion of counsellors expressed a desire to resolve personal trauma. It is 

estimated 20%, of counsellors may currently be experiencing the continuing effects of 

trauma (see Chapter 5). This unresolved trauma may impact on their capacity to provide 

ethical counselling services to clients. In order to better understand how this might occur 

we need to explore the mechanisms or pathways within the proposed multifactor model 

(see Chapter 6). As a matter of convenience, the multifactor model presented earlier in 

Chapter 6 is duplicated here (for comparative purposes) – see Figure 8 for a 

representation of a functional counselling practitioner.  
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Figure 8. Model of a functional counselling practitioner 

 

In brief, the model depicts how events, including experiencing trauma, have an 

impact on identity. It is suggested that counsellors use a range of mitigating and 

tempering processes to resolve significant life events (1 & 2). Serious life events and their 

effects can be useful, or deleterious, to counselling practice depending on their influence 
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(3). The resolution, or not, of traumatic events influence the counsellor’s collective 

identities including those specifically relating to practicing as a counsellor – personal, 

social and moral identities along with group affiliation are included (4). Social processes, 

self-enhancement and self-verification are employed to garner feedback from the social 

world, continually confirming and bolstering identity and self-concept (5). Interactions 

with clients are influenced by client factors (9), but also environmental and situational 

factors (10). These might include the client’s perceived strength, or vulnerability, and the 

relationship between their presenting concerns and the counsellor’s own issues — biases 

and other concerns they bring into the working alliance. Behaviours in practice may be 

ethical or unethical, or occupy a grey overlapping zone in which subjective evaluation 

determines the ethical nature of the counsellor’s actions (11).  

Interaction of variables within the multifactor model  

The proceeding version of the model (Figure 9) highlights — in red — the 

impacted components that potentially influence the delivery of effective therapeutic 

services to clients.  
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Figure 9. Suggested pathway in the multifactor model for counsellors with 
unresolved trauma 

 

In this version of the multifactor model, attempts to resolve traumatic experience 

are dysfunctional. unresolved trauma compounded by everyday stressors both a personal 

and work related leads to unmet needs, isolation and estrangement from others, including 

family members (Kotler, 1993; Racusin, Abramowitz & Winter, 1981). Such separation 
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from social and family networks affects identity. mediators and mitigators are ineffective 

(2). The mechanism for the successful mitigation of negative personal events is absent, as 

a result the counsellor’s well-being is under threat. This has specific implications for 

clients, as the methods employed by the counsellor to deal with personal unmet needs 

may impact upon the delivery of effective counselling services (3.) and upon the 

counsellor’s collection of identity, specifically social roles and moral identity.  

Within the identities component (4), personal and social identity factors may be 

affected by the ongoing tension between the individual continuing to operate as a 

counsellor AND attempting to resolve the effects of unresolved trauma. The social roles 

clients might then play — validating the counsellor’s social identity — becomes 

confused, creating a split in the objectives for therapy. This split represents differences in 

goals between those of the client and those of the counsellor. The turmoil created as the 

counsellor struggles for improved wellbeing creates a moral tension which may influence 

moral identity. This influences behaviours concerning what is considered right or wrong, 

good or bad, helpful and unhelpful. Personal and social identity is constantly reinforced, 

verified, and enhanced through feedback and communication from interacting with others 

(Swann, 1986; 1987). Trauma-effected counsellors may substitute social interactions and 

networks that typically occur outside of their role as a counsellor (acting as a healing 

mechanism) and use the therapeutic relationship to fulfil personal needs (see Witmer & 

Young, 1996), thus creating a split — a divergence in the intended purpose of a client-

led-goal-oriented working alliance. 

A tension, or intrapersonal conflict (Lewin, 1939), exists within the counsellor 

between the provision of therapeutic services for the client’s benefit and the need to 

resolve the persistent effects of trauma (for the counsellor’s benefit). The social roles that 

clients traditionally play (being the client) under this new model alter significantly, 
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transforming into something other than for the benefit of the client. Counsellors failing to 

meet personal needs appropriately may become enmeshed with clients (Everall & 

Paulson, 2004). That is, they become entangled or intertwined with the client, which 

obscures boundaries leading to issues with personal and professional separation. If left 

unchecked, violating professional boundaries may create a dual relationship situation. For 

afflicted counsellors, this tension is likely to exacerbate pre-existing problems due to the 

stress created by holding two conflicting roles at the same time (Everall & Paulson, 

2004), creating a cognitive dissonance (Festinger, 1957) making ethical decision making 

more complex and more difficult.  

The model suggests that traumatised counsellors might be motivated to secure 

identity feedback which is garnered from client interactions in therapy (5). Identity 

feedback is related to behaviours that motivate individuals to reinforce or bolster a pre-

existing self-concept (Bloch, 2004). Counsellors may desire others see him or her as they 

see themselves, and in doing so they can create a condition in which they feel valued and 

satisfied (Swann, 1986; 1987). Self-enhancement concerns the counsellor’s attempts to 

gather positive feedback, thus being seen in a positive light in order to maintain a healthy 

level of self-esteem (Leary, 2007). For example, a counsellor may focus on engaging with 

the client so that the client views the counsellor in the best way possible. This may be at 

the expense of the counsellor focusing on the best interests of the client.  

The model allows for how industry regulation and codes of conduct (regulated and 

unregulated) have little or no influence on the counsellor (6). Likewise, the counsellor’s 

level of education and training is not likely to be a sufficient deterrent of unethical 

behaviours (7). Interactions with clients might now shift in focus, thus seeking to fulfil 

the counsellor’s needs for self-verification and self-enhancement, potentially at the 

client’s expense. Clients become a convenient substitute for the counsellor’s social 
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interaction and networks that may have been abandoned (or might never have existed) 

due to isolation and estrangement as they grapple with personal trauma.  

Client factors (9) may now serve as a trigger for unethical behaviour. For 

example, the client might have a similar problem to the counsellor, conjuring strong 

emotions in the counsellor that require considerable effort and time to process and 

resolve. In therapy, the focus turns from the client oriented goals toward the counsellor 

objectives. This split in the purpose of the working alliance may result in afflicted 

counsellors neglecting the wellbeing of the client in pursuit of personal remedies for the 

emotional/mental health situation in which they find themselves. The model also suggests 

that some counsellors, potentially using clients as a personal consult, attempt to resolve 

personal issues through a process of self-enhancement. Evidence from the study in 

Chapter 8 and from a review of the literature support this notion of self-enhancement as a 

factor that assists in clarifying the relationship between counsellors’ unresolved trauma 

and the potential for a greater risk of boundary crossings and violations. 

An important component in this model is how counsellors resolve personal 

problems. First, the types of concerns that clients present with in therapy may exacerbate 

the counsellor’s problems. it is known that counsellors working with clients with deep 

psychological and demanding problems are susceptible to Secondary Traumatic Stress 

(STS; Iliffe & Steed, 2000) and/or emotional duress from hearing firsthand the client’s 

trauma experiences. Second, clients recounting events relating a trauma, similar to the 

counsellor’s trauma may trigger strong emotions (transference and counter-transference), 

exacerbating underlining concerns. Third, depending on the severity of the clients’ 

problems, counsellors might evaluate the level of client strength, or weakness, seizing on 

an opportunity to exploit the client for personal gain.  
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In order to acquire sufficient identity feedback, counsellors may be motivated to 

relax professional and personal boundaries with clients in therapy, leading to unethical 

practise (11). Such relaxations might include over-sharing, or excessive disclosure, of 

personal information and/or engaging in social activities with clients. Taking advantage 

of the captive audience, it is argued, allows counsellors with unresolved trauma the 

potential to derive selfish gains in the fulfilment of personal needs. The concept of 

‘needs’ in this sense equates to leveraging the therapeutic process to resolve personal 

vulnerabilities and problems. If left unchecked, such a strategy may see the counsellor 

gradually slide down a slippery slope into misconduct and malpractice behaviours 

(Gabbard, 1996; Glass, 2003). In order to understand the reliability of the model and its 

relevance to an actual case, the model is applied to the case of Allan Keith Huggins next.  

Application of the model: The case study of Allan Keith Huggins  

Allan Keith Huggins was a 68-year-old former counsellor found guilty of 16 child 

sexual abuse charges committed while he ran a program at a school in Western Australia 

(Menagh, 2015). Six victims, all boys aged 13 to 17, attended the school whilst a seventh 

boy was a private counselling client. Huggins falsified a qualification on his Curriculum 

Vitae, an Advanced Diploma in Adolescent Development and Counselling from the 

University of London (Offer, 2015), and a number of other qualifications still require 

verification - a Master’s Degree in Adolescent Psychopathology from Manchester 

University and a Certificate in Teaching from the University of New England. The acts of 

abuse perpetrated against the young boys occurred over 25 years ago (circa 1990).  

In early 2008 Huggins ran a national campaign to encourage people to report 

sexual abuse. One of Huggins’ victims discovered he was still working as a counsellor 

and lodged a complaint with the Australian Counselling Association (ACA; Offer, 2015). 

Huggins wrote an apology to the victim, via the ACA, in June 2008, in part admitting to 
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and acknowledging that “it is entirely possible that these allegations have substance” 

however he could not recollect the incident (Offer, 2015). The ACA advised that “Allan 

Huggins was a registered ACA member up until February 2, 2009, and he was 

deregistered due to a series of complaints made against him” (Armstrong 2015, in Offer, 

2015).  

During the trial for the sexual abuse charges, evidence was presented including 

that the victims, all troubled boys, were groomed by Huggins. Boys were massaged as 

Huggins attempted to masturbate and penetrate them. One boy was told that in return for 

oral sex all his problems would go away (Menagh, 2015). Huggins pleaded not guilty to 

the charges, admitting only to the abuse relating to the notification made against him in 

2008. In that particular case Huggins cited a number of mitigating factors, including that 

he was coming to terms with his own abuse at the hands of teenage boys when he was 

aged between seven and 12 years (Offer, 2015). Judge Sweeney said that psychological 

reports found that Huggins displayed narcissistic and grandiose personality traits. Judge 

Sweeney accepted that one of the factors underlying his offending was a repression of his 

sexuality coupled with depression (Menagh, 2015). Given the facts of the case, the author 

has applied the components to the model and highlighted the elements that have been 

activated. Figure 10 provides the Huggins version of the multifactor model.  
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Figure 10. Huggins case and the multifactor model 

 
 

Whilst a single case study does not confirm or substantiate a theory, this case does 

illustrate a number of important ideas highlighted within the multifactor model presented 

in this thesis. First, not only does Huggins describe a traumatic life event (childhood 

sexual abuse) occurring in his past (1) but he also recounts his considerable struggles to 
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deal with his (unresolved) trauma and consequential sexual orientation (homosexuality) 

as a result of the event (2). Huggins spoke of his desire to repress his sexuality and trying 

to come to terms with his suffering of abuse (3). In order to resolve some portion of his 

trauma it is likely his identity that was impacted by its continuing unresolved trauma (4). 

It is equally likely that he acted in such a manner as to satisfy his identified narcissistic 

and grandiose tendencies.  

The case does not specifically address the matter of social identity feedback, 

namely self-enhancement, narcissistic and grandiose personality traits are often associated 

with the requirement for a heightened of admiration from others. Indeed, individuals with 

elevated narcissistic tendencies use self-enhancement strategies (5) to increase self-

enhancing feedback relative to nonnarcissists (Raskin, Novacek, & Hogan, 1991; 

Campbell, Reeder, Sedikides & Elliot, 2000; Wallace, 2011). Huggins transgressed 

ethical bounds (11).  

The area in which Huggins practiced counselling was within the same field in 

which Huggins’ trauma was experienced, working with troubled children (9). Whilst 

Huggins’ intention might have initially been to assist children in need of support, like he 

required so many years ago, some of his clientele eventually became his victims. Huggins 

had entered into a ‘victim-to-victimiser’ cycle (Hilton & Mezey, 1996) that Knopp (1984) 

suggests is particularly common in paedophiles who prefer boys as targets. Judge 

Sweeney stated, “You actively sought out positions that put you in positions of trust over 

young boys, and you took no steps to remove yourself from temptation” (Sweeney 2015, 

in Menagh, 2015, para. 7). It was possible that Huggins’ inability to deal with his 

personal problems significantly impacted his ability to be an effective counsellor.  

The full details of the case have been suppressed to protect the victims. However, 

it was known that towards the end of his career Huggins was a member of the Australian 
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Counselling Association. As such, he committed to a code of conduct specified by that 

association. However, this did not dissuade Huggins from doing wrong (7). Members of 

the association are required to have a certain level of training and education and 

undertake regular supervision and professional development each year. This too had little 

effect on his actions (6).  

It is not known if at the time the offences occurred Huggins was a member of an 

industry association or even if he was qualified for any education degree or training that 

he proclaimed on his Curriculum Vitae. Regardless, Huggins worked within the Pallister 

Young People’s Program at Greenwich Hospital on Sydney’s North Shore where he 

practiced counselling. Working within a hospital environment presumably Huggins would 

have made a commitment to do no harm, to support clients rather than (as was the case 

with Mr Nolan, a victim) abuse clients, especially children. It appears that Huggins’ 

motivations and unethical behaviours transcend any education completed –imagined or 

actual - and any codes of conduct (Australian Counselling Association, 2014) that he may 

have undertaken an oath to uphold.  

An important component of this thesis is to provide counselling practitioners with 

some prudent guidance concerning how to best address the potential negative 

consequences of working with clients whilst attempting to resolve personal trauma. In the 

following chapter, the author discusses the practical implications and specific 

recommendations from the findings of the various studies and a review of relevant 

literature within the thesis.  
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Chapter 9b: Practical applications  

Many counsellors enter the profession as part of a healing process after 

experiencing a traumatic episode in their own lives. While that experience, it is argued, 

may provide them with insight and a heightened sense of empathy (Jung, 1951), if the 

counsellor has not reached a state of psychological resolution they may be at increased 

risk of violating ethical boundaries. Counsellors’ awareness of risk factors associated with 

unresolved trauma is vital for their own and client wellbeing. Ultimately, it is the 

counsellor’s responsibility to ensure adequate self-care by seeking guidance and support 

once problems arise.  

This chapter explores the practical implications of the research findings and is 

intended to assist in reducing incidences of transgression behaviour. This chapter builds 

on Chapters 2 to 8, like Chapter 9a did, however while Chapter 9a focused on drawing 

together the PhD program as a research project, Chapter 9b pulls together the applied 

project with direct and immediate implications for practice. Thus the remainder of this 

chapter introduces and explores a concept called Ethical Intelligence, first put forward by 

Pope and Vasquez (2016), but extended here with a particular focus on unresolved trauma 

– a focal point of this thesis. It then considers the ‘counselling enterprise’ of providing 

counselling services to clients, however in a systematic manner that allows for more 

thoughtful targeting of interventions. Again, unresolved trauma will be used as an 

example.   

Ethical intelligence 

Regulated and unregulated counsellors aligned with industry association promise 

to uphold ethical standards. Further, to gain entry as a member of any counselling 

association, these counsellors are required to undertake studies in counselling which 

include codes of conduct in practice. Yet, despite this training transgressions still occur. It 
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is likely that more education is not going to improve the situation. A new way forward is 

required.  

A concept that may be of value is called Ethical Intelligence. Ethical Intelligence 

is “an active process of continuous awareness that involves constant questioning and 

personal responsibility” (Pope & Vasquez, 2016, p. 2). The application of ethical 

intelligence includes developing an ability to recognise when emotional states (e.g. 

anxiety, distress, impairment) might impact upon professional practice. An awareness of 

such concerns might be the result of communication received from a colleague, family 

member or supervisor that a counsellor requires psychological support. It is important for 

the counsellor to then act upon such information. Take, for example, a counsellor 

disclosing to another counsellor or supervisor that they have experienced an activation of 

feelings associated with their trauma history when working with a client. The colleague or 

supervisor might suggest that seeking help could be beneficial. This would go some way 

to ensuring adequate self-care would result in improved wellbeing for the counsellor. 

Also, this would allow the counsellor to care for others. Such critical awareness of the 

counsellor’s personal circumstance might result from self-reflective practice, which is 

discussed next.  

Self-reflective practice  

Counsellors ought to be aware of the intersection between their personal and 

professional life and the degree to which they overlap. This is an important component 

within the Pope and Vasquez (2016) model for developing ethical intelligence. Also in 

support of such an approach, the American Psychological Association’s (2008) code of 

ethics is very specific that it is the therapist’s responsibility to ensure that personal 

problems (including unresolved trauma) or conflicts do not interfere with an ability to 

provide effective and ethical services. Counsellors require a strong degree of self-
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awareness and self-reflection. It is important to ensure that client welfare is maintained as 

the primary objective of counselling. Engaging in self-reflectivity is a good way to ensure 

objectivity in professional decision making and assessment in practice.  

Self-reflective practice is mainly concerned with ‘self-development’ and often 

confused with ‘reflection’. It is neither an individual activity nor a relaxation or 

meditative process (Osterman & Kottkamp, 1993). Self-reflective practice is an active 

process involving a number of individuals. Typically, a supervisor works with a 

supervisee developing an improved level of self-awareness about their performance as a 

counsellor. This creates opportunities for ongoing personal and professional development 

(Osterman & Kottkamp, 1993). Professionals who engage in ‘reflection’, and not 

reflective practice, may engage in self-deceptive thinking by missing critical elements of 

their practise. This may include an inability to detect unethical behaviours or to recognise 

issues that may impact upon performance, such as unresolved trauma. Counsellors who 

engage in self-reflective practice find it a critical component in evaluating personal 

performance and how this influences client welfare (Osterman & Kottkamp, 1993). Such 

evaluations should extend to an awareness and ability to resolve ethical dilemmas.   

Ethical decision-making model 

A suggested process for counsellors to develop the necessary skill for ethical 

decision-making, according to De las Fuentes, Willmuth and Yarrow (2005), is to 

appraise and adopt one’s own ethical decision-making model. The idea is that a 

counsellor will apply this ‘personal model’ (with integrity) covering all aspects of their 

personal and professional activities. Counsellors engaging with and building-up personal 

models will improve or increase ethical intelligence (Pope & Vasquez, 2016). Thus, 

recognising and being critically aware of ethical and legal dilemmas, including the 

identification of dilemmas through research and in consultation with colleagues and 
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supervisors. The counsellor should be able to reconcile conflicts between various codes 

and laws related to their specific counselling profession.  

Seven-step process for resolving ethical dilemmas 

There are a number of specific recommendations for counsellors to resolve ethical 

dilemmas. Forster-Miller and Davis (1996) incorporated the work of Van Hoose and 

Paradise (1979), Kitchener (1984), Stadler (1986), Haas and Malouf (1989), Forester-

Miller and Rubenstein (1992), and Sileo and Kopala (1993) and constructed a seven step 

ethical decision-making model.  

The model includes seven stages, or steps, allowing counsellors to deconstruct the 

ethical dilemma and provide a scaffold to work through situations logically and carefully. 

The seven steps are; 1) for counsellors to identify the problem, 2) apply a code of ethics, 

3) make a determination about the nature and complexities of the dilemma, 4) generate a 

potential a set of potential courses of action, 5) consider the potential consequences of all 

options and choose a course of action, 6) evaluate the selected course of action, and 

finally 7) implement that course of action. Each of these stages/steps shall be discussed in 

greater detail next. 

1.! Identify the problem 

In identifying the problem counsellors attempt to gather as much specific 

information about the circumstances of the situation as possible. It is important to remain 

objective and professional throughout this information gathering process. It may assist 

counsellors to write down ideas about the situation in order to gain clarity. Outline only 

the facts in the case and separate out any innuendo, assumptions, hypotheses, or 

suspicions. Determine if the nature of the problem is ethical, legal professional or clinical, 

or maybe it is a combination of multiple conditions. If the problem is legal in nature, 

counsellors should seek suitable legal advice.  
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Counsellors should take a few moments to think about the role they play within 

the situation. How does the situation relate to the client/s and other significant parties? 

Does the organisation you work for have operating procedures or policies that require 

action within a specified period? Does company policy require you to make a report 

concerning the situation? Viewing an ethical problem through several viewing lenses, or 

frames of reference, may also assist in highly complex situations. The usefulness of well-

kept and well maintained client records and case notes will serve counsellors well in 

times in which problems arise.  

2.! Apply a relevant code of ethics. 

With the problem now clearly defined and all available information at your 

fingertips, counsellors are encouraged to read the most relevant code of ethics and try to 

find if the issue is addressed there. If the matter/s are addressed within the code of ethics 

there may be a set of specific actions to follow, and typically, this will lead to a resolution 

of the matter. In order to apply the ethical standards, it is essential that a thorough 

understanding of the implications for all parties concerned be achieved. Should the 

problem be more complex and a resolution is not clear, counsellors may be faced with a 

true ethical dilemma and need to continue with the following steps.  

3.! Determine the nature and dimensions of the dilemma 

Several avenues may be followed ensuring maximal understanding of the various 

dimensions in the matter. Consider the moral principles of autonomy, non-maleficence, 

beneficence, justice, and fidelity. Decide which principles apply to the specific situation, 

and determine which principle takes priority in this case. In theory, each principle is of 

equal value, which means a challenge to determine the priorities when two or more of 

them are in conflict. Review the relevant professional literature to ensure use of the most 

current professional thinking in reaching a decision. Consult with experienced 
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professional colleagues and/or supervisors, as they will review the information gathered 

and may see other issues that are relevant or provide a perspective not yet considered. 

They may also be able to identify aspects of the dilemma not being viewing objectively. 

Consult state or national professional associations to see if they can provide help with the 

dilemma. 

4.! Generate potential courses of action 

The creation of ‘mind maps’, or brainstorming ideas, to determine possible 

courses of action may assist in this process. Remember to be creative and enlist the 

support of others in generating options.  

5.! Consider the potential consequences the course of action 

Considering all the information you have gathered and the actions and priorities 

you have set, make a list of the possible consequences arising from each course of action. 

Consider all parties, including you, in this process. Remove any options that you believe 

will not provide the desired result and may in fact exacerbate the problem further.  

6.! Evaluate the selected course of action 

Review the selected course of action. Stadler (1986) suggests applying three 

simple tests to ensure the appropriateness of the selected course. Apply the test of justice, 

assessing the fairness by determining how you would treat others in the same situation. 

Apply the test of publicity, ask yourself whether you would want your behaviour reported 

in the press, and finally the test of universality, ask yourself whether you could 

recommend that same course of action to another professional in a similar situation. If, 

when assessing the course of action, more ethical concerns are raised, then starting the 

entire process over carefully re-evaluating each step may be required. If you believe that 

you have arrived at a solution that ticks all the boxes, then you are ready to move to 

implementation.  



IDENTITY FEEDBACK AS MEDIATOR 
 

 

201 

7.! Implement the chosen course of action 

This last step is often difficult and sometimes requires great courage and strength. 

After the implementation process, it is often a good idea to follow-up on the situation to 

assess if your actions had the anticipated effect and consequences. Van Hoose and 

Paradise (1979, p. 58) suggest that a counsellor “is probably acting in an ethically 

responsible way concerning a client if (1) he or she has maintained personal and 

professional honesty, coupled with (2) the best interests of the client, (3) without malice 

or personal gain, and (4) can justify his or her actions as the best judgment of what should 

be done based upon the current state of the profession”. 

An example  

In the first instance, the counsellor is required to identify the problem. This might 

be that the continuing effects of unresolved trauma are impacting upon the counsellor’s 

ability to support clients because they are too distressed to do so. In applying the ACA 

(2012, p. 13) code of ethics, “Counsellors will monitor their functioning and will not 

counsel when their functioning is impaired…by personal or emotional difficulty, or 

illness, counsellors will monitor the point at which they are no longer competent to 

practice and take action accordingly”. As such, the counsellor must make a determination 

about the nature of the dilemma, which in this example is impairment due to unresolved 

trauma, and set about generating a set of potential courses of action. Such actions are 

likely to include cessation of work, a thorough handover of clients, seek professional 

support, as well as consulting with their supervisor. Upon evaluating the potential 

consequences of all options they choose a course of action and implement that course of 

action.  

Given the multitude of factors involved in and related to an individual’s 

development and the creation/development of moral behaviour, it is naïve to assume that 
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training and education programs alone are completely responsible for the moral character 

of students and graduated practitioners (De Las Fuentes, Willmuth & Yarrow, 2005; 

Narvaez, & Lapsley, 2014). Like most developmental processes, moral character 

develops over time and usually within a framework, which can be set by training and 

education organisations. This will allow counsellors to make choices concerning 

character development through professional/training experience and enculturation. Thus, 

newly graduated counsellors will have the best opportunity to develop and understand the 

norms and values of ethical counselling culture (Narvaez, & Lapsley, 2014). However, 

there is a wider industry context to be considered in terms of prevention and intervention 

to arrest and stop misconduct and malpractice. This shall be considered next.  

Implementation of prevention and intervention strategies  

  The core topic of this thesis is interactions between counsellors with unresolved 

trauma and their clients. As such, the following is a list of interactions to be considered 

when considering prevention. These interactions have been categorised according to their 

distance from the client. Figure 11 provides a diagram of the associated relationship 

between these interactions relative to the client in the centre.  
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Figure 11. Chain of responsibility  
 

Direct interpersonal interactions 

Direct interpersonal interactions between client and counsellor within the context 

of therapy form part of the therapeutic alliance (Bordin, 1979). As such, each interaction 

must be conducted on an ethical basis. A key component of the working alliance is trust. 

Trust binds the counsellor with the client so that client can participate fully in the 

therapeutic process, of which the quality of client participation is the most important 

determinant of outcomes from counselling (Orlinsky, Grawe & Parks, 1994). If 

boundaries are crossed or violated, this destroys trust and impacts the outcomes of the 

counselling process, not to mention may result in the client making a complaint which 

may conclude in misconduct or malpractice.  

Business interactions 

Business interactions with client are considered non-therapeutic, however they are 

a necessary stage in the process of receiving therapeutic support. Even here there is an 
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opportunity for transgression (e.g. over-charging). Counselling businesses are unlike 

other businesses who are relatively free to do what they like (within limits) in terms of 

marketing and promoting their business activities. The APS, for example, provides very 

specific guidance on the types and content of communication businesses can use to attract 

and maintain clients. These guidelines are provided to ensure counsellors do not treat 

clients as a ‘means to a business end’. Thus, clients in this business context should never 

be abused or mistreated, as they shouldn’t within the therapeutic alliance. In addition to 

the duty of care counsellors owe to their clients, businesses are places within which 

people are employed and as such are required to provide a safe and healthy environment 

for all that work within or visit them.  

Supervisory interactions 

Interactions with the supervisor do not directly involve the client, however 

supervisors are vicariously responsible for what happens to counselling supervisee’s 

clients.  The supervisory relationship is all about the client from the counsellor’s 

perspective and the supervisor has a responsibility to ensure that the supervisee is not 

mistreating the client, and that adequate care is provided to all clients (Armstrong & 

Jones, 2011). Supervisors also have responsibility for the welfare of the supervisees, and 

as such are obligated to have ‘tough conversations’ with counsellors when it comes to 

taking time away to undertake some self-care.  

Training, education and qualification  

Counsellors are required to meet the minimum training and qualification standards 

for the specific service they provide and the memberships they hold. This is to ensure 

counsellors meet the level of competence in their field. Counsellors have an obligation to 

meet the Ongoing Professional Development (OPD) regime stipulated by the various 

member and regulatory bodies in order to keep registration or maintain membership. In 
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addition, training, education and qualification is about course administrators and 

facilitators plus the professional bodies whose job it is to accredit courses. Accreditation 

is a vital step in the process as it instils the concept of ethical practice into courses offered 

to ensure ongoing learning about ethics. In Australia, for example, the Australian 

Psychology Accreditation Council (APAC) is the overseeing body for all psychology 

courses in Australia. Similarly, the ACA also accredits university and vocational 

programs to meet their standards. It is argued that counsellors who successfully graduate 

such courses are supposedly educated in the ways of ethical practice. However, if this was 

true for all counsellors, then misconduct and malpractice — for a minority — would not 

be evident, nor increasing today (see Chapter 2).  

Regulatory bodies and courts 

Regulatory bodies and courts hold counsellors to the ethical principles outlined in 

various codes of conduct and in terms of government regulations and Acts, or laws. Such 

entities use punishment, deterrence, and restitution to enforce the various codes and laws 

relating to the type of counselling performed. Because regulatory bodies and courts 

operate at a ‘society level’ they are also tasked with ensuring that clients have confidence 

in the system. This includes providing mechanisms to the public so that clients can make 

a report against a counsellor. Also, where none exist, such as in an unregulated industry, 

the development of laws — such as the Unregistered Health Practitioners Act 2012 (New 

South Wales) — are established to provide a safety-net for clients who use the services of 

unregulated counsellors. As such, clients must be given certain assurances and feel 

comfortable in seeking out mental health support if one needs it.  

A holistic approach to prevention and intervention strategies 

It is proposed that prevention and intervention strategies could be designed to 

influence at several levels or tiers across the industry. Table 14 provides an overview of a 
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matrix of factors associated with the implementation of prevention/intervention strategies 

for the counselling profession in Australia. 

 
Table 14. Relative Position and Function of Counselling Industry Stakeholders 

 

Interactions  Direct 
Personal 

Business  Supervisory  Training & 
Education 

Regulatory 
Bodies & 

Courts 

Factors      

Policy & 
Procedure 

Commitment 
to Codes of 

Conduct 

Occupational 
Health and 

Safety 

Requirements 
and Expected 

Standards 

Accreditation 
and Standards 

of Courses 

Codes of 
Conduct/Laws 

Learning  Skilled in 
Craft  

Knowledge 
Culture 

On-the-job 
Training 

Training & 
Education 

Certification 
& 

Endorsement 

Cultural Professional 
and Moral 

Development  

Acceptable 
Standards of 

Work 

Agreed 
Pathways 

Forward for 
Clients 

Inclusive 
Environment 

Ideals for 
Practising 

Counselling  

Environmental Situational 
Awareness 

Specific to 
Industry 
Sector 

Collaboratively 
Created 

Specific to 
counselling 

sector 

Regulated and 
Unregulated 

Disclosure Based on 
Context, Not 

Personal 

Workplace 
Policy 

Relevant to 
Client 

Groups 

Collaborative 
Support for 

Action 

No 
requirements 

Mandatory 
Requirements  

Functional Self-
reflective and 

Competent 
Practice  

Employee 
and Client 
Protection  

Vicarious 
Protection and 

Support for 
Client/s 

Teacher and 
Student Dyad  

Consumer and 
Member 

Protection 

Relational  Client, Peers, 
Supervisor 

Employee 
and 

Employer, 
and 

Customer, 
Vendors 

Supervisee and 
Supervisors, 

Client 

Customer and 
Provider 

Government, 
Members, 

Courts, 
Consumer 

Groups  
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This matrix is a good way of setting out who has responsibility for what and 

recognising that there are multiple stakeholders that contribute to preventing client harm. 

The matrix also allows a visual tool for a multifaceted and coordinated response to 

prevention and intervention.  

The suggestion being put forward here is that if a client is harmed it is not only the 

responsibility of the counsellor concerned (although they are the one most likely to face 

the biggest sanctions and penalties). However, the action, or inaction, of others 

(supervisors, peers etc.) related to the counsellor and their professional performance (i.e. 

supervisory working alliance, or through workplace competencies assessments etc.) who 

may have contributed to the client harm are also held to account. The degree to which 

they are accountable is determined by a panel review or court. The chain of responsibility, 

the role each party plays in ensuring client protection, ensures each level contributes to 

the welfare of the client and commits to reduction measures for misconduct and 

malpractice.   

Take for example a strategy that might address the problem that unresolved 

trauma could have on counsellors’ professional and personal functioning. Currently codes 

of conduct require counsellors not to work when too distressed to be effective. However, 

evidence suggests that often counsellors may ignore, avoid, and/or diminish awareness of 

personal problems creating a blindspot (Goleman, 1998) — an inability to recognise 

(objectively) an individual’s current state of wellbeing. Thus a counsellor may be unable 

to self-reflect, or they ignore such codes and continue to practice. Therefore, the 

following example provides a new way of looking at prevention and intervention in 

addressing unresolved trauma in counsellors.  

At the first tier, the Personal level, counsellors are expected to commit to codes of 

conduct. However, whilst the codes suggest that counsellors must be aware of issues 
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related to impairment, the codes do not advise how such awareness can be acquired nor 

maintained. As such, counsellors could engage in self-reflective practice. Such behaviour 

would include interacting with supervisors and peers to discuss how issues of unresolved 

trauma (assuming their awareness of such concerns) might impact upon their performance 

and how they might deal with such concerns. Self-reflective practice is akin to 

professional development and such an approach will support counsellors in upholding the 

duty of care owed to clients. Indeed, self-reflective practice might be mandated by 

supervisors forming part of the ongoing professional development strategies.  

Reinforcing interventions and prevention strategies at the next level up, the 

Business Level, we see that those operating a business have a duty of care — under the 

auspices of Occupational Health and Safety (OH&S) — to employees and clients of the 

business. As such, employers have an obligation to ensure employees carry-out their 

duties in an ethical manner. Thus enforcing ‘acceptable standards of practice’, such as 

ensuring counsellors have dealt with, or are dealing with, unresolved trauma. 

Additionally, workplace wellness programs could be configured to ensure a varied focus 

on workplace health concerns (Huang, Mattke, Batorsky, Miles, Liu, & Taylor, 2016).  

Programs that provide incentives — not inducements — for employees tend to have 

higher participation rates (Huang, Mattke, Batorsky, Miles, Liu, & Taylor, 2016). So 

implementing an appropriate program could be an effective mechanism to supporting 

counsellors with unresolved trauma.  

Supervisors, the next level up, may wish to monitor behaviour over time, 

potentially administering early warning screens to supervisees. Thereby, providing the 

supervisor with a few key details or indicators for discussions within the supervisory 

working alliance. The outputs may also provide the required evidence to make a 

recommendation for a referral/s for the supervisee to seek personal counselling. Given the 
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creation of blind spots (Goleman, 1985) this might be required to ensure supervisees are 

made aware of the concerns, likewise should the supervisee engaging in transgressing 

behaviours evidence can be presented at panel or tribunal hearings. Results of various 

instruments/screens could be monitored over time with changes in responses providing an 

early warning indicator for appropriate intervention/s. 

At the Training and Education level, providers might identify at ‘risk students’ 

directing them toward support services and allowing them to seek support whilst in 

training. Such an approach could provide graduated counsellors an opportunity to resolve 

trauma and then practice. Indeed, it is known that some medical schools will endeavour to 

remove or transfer students from medical courses who seem unsuitable for graduation 

(Yates & James, 2010). Whilst such an approach seems quite harsh, the reality is that 

when it comes to client wellbeing in a hospital situation avoiding the potential for risk 

seems paramount.  

Finally, at the highest level, Regulatory Bodies & Courts, could identify 

unresolved trauma as a condition and ask that those who front panel reviews or appear 

before courts to undergo assessment which includes exploring for concerns related to 

unresolved trauma. Recognising unresolved trauma in this way would provide a 

legitimate reason for the condition to be specifically mentioned in codes of conduct for 

supervisors. It would also mean that unresolved trauma could form part of the screening 

process for course accreditation, forming part of the ethics process. Recall that we are 

talking about ‘unresolved’ trauma, not the mere presence of trauma. To discriminate on 

the basis of the presence of trauma would likely see the removal of a significant number 

of students and practitioners. The presence of resolved trauma does not seem to provide a 

concern; however unresolved trauma in counsellors, who are also likely impaired, is 

likely to be a cause for concern (see Chapter 8).   
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Chapter 10: Conclusions and recommendations 

This last chapter provides some important outcomes from this thesis. The chapter 

is divided into three areas — conclusions, research recommendations and practical 

recommendations — for convenience. Each of these categories is addressed in turn next.  

Conclusions 

•! Relative to other regulated professions, such as nurses/midwives and dentistry, 

regulated counsellors (psychologists) rank third highest (after controlling for 

differences in population size) in terms of complaints concluding at panel review or 

tribunal hearing stages. 

•! Even after accounting for increases in the population, evidence suggests there is a 

general increase in the frequency of instances of complaints/notifications 

concluding in a panel review or tribunal hearing over a five-year period (2011-

2016).  

•! Costs associated with handling complaints/notifications — processing the more 

serious complaints through panel reviews and tribunal hearings — are increasing. 

There is likely a knock-on effect through increased member and registration fees. 

Also, there are likely costs to the reputation of the profession as issues of 

misconduct and malpractice escalate. 

•! A review of tribunal decision documents revealed common themes for explanations 

for transgressing behaviour given by counsellors found guilty of charges included: 

due to issues concerning use and abuse of legal and illicit substances and 

consequential behaviours, and because of impairment due to mental disorder or 

unresolved trauma.  

•! Explanations for why counsellors might transgress coalesced into three themes: the 

externalisation of responsibility for personal actions and behaviours, a lack of 
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objectivity concerning why such behaviours occurred, and an inability to 

understand how personal circumstance — including unresolved trauma — affected 

the provision of ethical services to clients.  

•! Sixty-three percent of respondent counsellors indicated some form of trauma in 

their lives and many indicated their trauma was a motivating force for becoming a 

counsellor.  

•! Twenty-five percent of counsellors surveyed indicated the presence of self-reported 

unresolved trauma. Unresolved trauma could interfere with a counsellor’s ability to 

provide effective interventions and support to client outcomes. Potentially those in 

this group may be at greater risk of breaching profession ethical standards.  

•! The relationship between unresolved trauma and attitudes toward boundary 

crossings and violations is mediated indirectly via self-enhancement. Counsellors 

with unresolved trauma may use self-enhancement to reinforce the self-concept 

maintaining or improving psychological health.  

Research recommendations 

•! The development of an early warning screen identifying ‘at risk’ counsellors might 

be useful within the supervisory working alliance. Such an instrument might serve 

as a starting point for supervisory discussion, especially for new and long-term 

counsellors, those counsellors who have experienced considerable personal change 

(such as a traumatic event), and those who might have transitioned into a new work 

environment (for example working in a prison). 

•! Several other potential variables (see Chapters 4 & 5) that might offer greater 

clarity in explaining the relationship between unresolved trauma and/or misconduct 

and malpractice behaviours in counsellors. The suggested mediator or moderator 

variables include, narcissism, issues of dependency and selfishness. The multifactor 
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model could be augmented to accommodate new variables. For example, 

narcissistic pathology is often related to an individuals deflated or threatened sense 

of self potentially due to traumatic experience or injury (Epstein & Simon, 1990).  

As such, narcissism might replace self-enhancement — a social feedback 

mechanism — as a mediator due to its relationship with trauma an identity. 

•! Researchers — and/or supervisors — might like to explore how identified risk 

factors from the present study might inform supervisory and workplace policies and 

procedures. Research could focus on supervisory components, for example 

psychologists working within the prison system, providing governmental agency 

services and working with underage clients might be warranted. 

•! Another area of research to consider is the role of unresolved trauma and the effects 

on empathic attunement within the working alliance. As such answering the 

question, does a counsellor’s unresolved trauma increase or diminish his or her 

capacity for a therapeutic alliance?  

Practice recommendations 

•! The development of a central system that handles ‘all complaints’ from inception to 

resolution, and through an appeals process. Such a mechanism would be to the 

community’s benefit by providing confidence to clients and making it easier to 

track problems within the industry. The outputs and analysis from such a system 

might improve training, credentialing and/or supervision practices. 

•! The development of workplace (and other environments) policy and procedures 

regarding the risks associated with working with specific client groups. Such policy 

might provide an understanding of the critical factors involved in misconduct and 

malpractice, potentially a ‘workplace hazard’ notification that may be included in a 

risk register. For example, policies regarding female counsellors working with male 
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prison inmates. It has been identified that this category of misconduct is relatively 

frequent, as such a warning that relationships can form between inmates and 

counsellors which have the potential to the counsellor’s objective judgement. 

Whilst having such guidance in and of itself maybe insufficient to deter misconduct 

and malpractice (indeed one might argue that such guidelines already exist in 

current ethics of practice guidelines), these documents serve as a talking point for 

the supervisory relationship (management and clinical) and as they form part of 

workplace health and safety systems there is likely a focus on them and potentially 

some form of measurement and review. Thus, bringing the conversation about the 

risks to counsellors into the open for debate and discussion.  

•! Counsellors should understand what self-reflective practice is and actively engage 

in it. Self-reflective practices relate to adapting to constant change and developing 

knowledge critical for responding to events in personal and work settings. 

Ultimately, it is the individual’s responsibility to ensure adequate self-care through 

seeking guidance and support from various other professionals (supervisors, general 

medical practitioners), friends, family and work colleagues. Engaging in a reflective 

practice with a supervisor is an excellent forum to develop self-reflective skills. 

Supervisors can assist supervisees with developing a critical awareness about their 

personal situation and advise that they seek support for presenting concerns. 

•! Education and training programs should look at frameworks for counsellors to 

develop personal ethics models (Pope & Vesquez, 2016). Assisting those in training 

to develop the required skills for ethical decision-making seems to be a vital 

component for counsellors. The development of personal models for ethical 

decision-making should be explicitly listed as an outcome within relevant programs.  
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•! Future intervention and prevention programs should focus on administering multi-

faceted strategies at varying levels (see Chapter 9b) in order to achieve the required 

influence and resultant positive change for the entire profession.  

!
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Appendices  

Appendix 1. Psychometric Analysis of the Ethics of Practice Questionnaire - Revised 

Abstract 

The present study assessed the psychometric properties of the 47-item Ethics of Practice 

Questionnaire (EPQ-47) using an Exploratory Factor Analysis (EFA). The original 83item 

Ethics of Practice Questionnaire (EPQ), developed by Pope, Tabachnick, and Keith-Spiegel 

(1987), function was to gauge the extent to which participants agreed that particular 

behaviours occurring during the provision of therapeutic services were ethical. The EPQ 

requires participants provide at least two responses per item and is quite time-consuming. This 

is compounded further when administering the EPQ with other instruments. The EPQ was 

originally designed and administered to a population of registered psychologists in the United 

States, therefore restricting its use to other populations without modifications. Results from 

the present study provide support for a five-factor model, comprising the following 

subcomponents: blurred, dual or conflicting relationships (# = .83), competence (# = .74), 

policy, financial and legal (# = .70), confidentiality (# = .73), and Sexualisation (# = .64). 

Whilst a sixth factor that explored attitudes associated with a counsellor’s personal disclosure 

of information or emotionality (# = .44) was removed. The EPQ-R is a reduced item 

instrument that can be administered with other questionnaires to a diverse population of 

counselling professionals. Evidence from the present study suggests that the EPQ-R is 

adequate to assess counsellor’s beliefs concerning the ethical status of commonly occurring 

behaviours in practice.
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In Australia, all regulated and voluntarily registered counselling professionals commit 

to a code of conduct. An important component of membership is that counsellors provide an 

undertaking to deliver therapeutic services in an ethical manner.  For example, the Australian 

Psychological Society (APS) employs similar guiding principles to those of the American 

Psychology Association’s (APA) code of ethics.  

The onus for adhering to codes of conduct falls to the individual professionals, and to 

a lesser extent their supervisors and managers; and to a lesser extent again to clients able to 

assert their rights. There are penalties for contravening codes of conduct, including informal 

or official reprimand or admonishment, financial penalty, suspension or cancellation of the 

right to practice, or even incarceration (though this would generally apply to a breach of law 

rather than just a breach of code). However, these penalties are punishment for acts 

committed, after the damage has already been done. There is value in trying to understand the 

circumstances that lead to breaches, and determine the elements that make it more likely that 

a particular professional will breach, as a precursor to halting unethical behaviours earlier and 

counselling professionals appropriately. 

 Going beyond official records of breaches, attempts have been made to gain a better 

picture of the extent of unethical behaviour, particularly amongst those who have not (yet) 

come to the attention of supervisors, regulatory bodies and licensing boards – comparisons of 

the difference in behaviours between what various codes of conduct stipulate and what 

counsellors actually do in practice (Gibson & Pope, 1993; McMinn & Meek, 1996; Oordt, 

1990; Petitpas, Brewer, Rivera & Van Raalte, 1994; Pope, Tabachnick, & Keith-Spiegel, 

1987).  Since 1987, several large-scale surveys have been conducted in the United States and 

one in Australia.  One instrument that has been extensively used is the Ethics of Practice 

Questionnaire (EPQ; Pope, Tabachnick, & Keith-Spiegel, 1987).  Pope, Tabachnick, and 

Keith-Spiegel (1987) cite the APA code of ethics as a theoretical framework upon which the 
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items in the original EPQ instrument were developed. The original instrument included five 

domains —avoiding harm, demonstrating competence, avoiding exploitation, showing 

respect, and maintaining confidentiality — drawn from the Hippocratic Oath and two 

additional domains of informed consent and social equity and justice. The EPQ was designed 

to measure the extent to which participants agreed that particular behaviours that occurred 

during the provision of therapeutic services were ethical.  

A summary of EPQ studies undertaken, predominately within the United States, and a 

description of the participant groups are in Table 1. EPQ -83 refers to the original 83-item 

measure as designed by Pope, et al (1987), other numerals relate to the number of items 

included in adapted versions. The instrument asks participants to rate (“Unquestionably no” 

to “Unquestionably yes” regarding the appropriateness of behaviour in a professional 

capacity) their agreement with a series of statements, such as “Being sexually attracted to a 

client,” and “Advertising for services.” Then rate (“Never” to “Frequently”) the likely 

occurrence of these behaviours in their practice. 
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Table 1. Summary of Studies Administering the Original EPQ and Variants 
 

Authors Instrument Participants 

Pope, Tabachnick, 
and Keith-Spiegel 
(1987) 

The original 83-item instrument (EPQ-83) 
developed by Pope, Tabachnick, and 
Keith-Spiegel (1987) using a 5-point 
Likert scale to assess ethical beliefs about 
the ethical status, and occurrence of 
behaviours in practice.  

456 Psychologists who were 
members of Division 29 of the 
American Psychological Association. 

Oordt (1990) EPQ-83 69 Christian clinicians who were 
members of the American 
Psychological Association. 

Tabachnick, Keith-
Spiegel and Pope 
(1991) 

EPQ-63: adapted for educators. 482 American Psychological 
Association members whose primary 
work setting is in an institution of 
higher education. 

Gibson and Pope 
(1993) 

An expanded 88-item (EPQ-88; Gibson 
and Pope, 1993) instrument using a 5-
point Likert scale to assess ethical beliefs 
about the ethical status, and occurrence of 
behaviours in practice.  

579 Counsellors certified by the 
National Board for Certified 
Counsellors. 

Petitpas, Brewer, 
Rivera and Van 
Raalte (1994) 

A modified instrument was developed and 
administered using a 5-point Likert scale 
to assess ethical beliefs about the ethical 
status, and occurrence of behaviours in 
practice as it relates to adapted for Sport 
Psychologists. 

165 members of the American 
Association for Applied Sport 
Psychology. 

McMinn and Meek 
(1996) 

EPQ-88 496 Christian counsellors who were 
members of the American 
Association of Christian Counsellors.  

McMinn, Meek, 
and McRay (1997) 

EPQ-88 498 members of the American 
Association of Christian Counsellors.   

McRay, McMinn 
and Meek (1998) 

EPQ-88 A subset of McMinn and Meek 
(1996) study of 77 members of 
Christian Association for 
Psychological Studies. 

Sullivan (2012) EPQ-88. 633 psychologists who were 
members of the Australian 
Psychology Society. 
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The original EPQ-83 study, Pope, Tabachnick, and Keith-Spiegel (1987) administered 

the instrument to 456 members of Division 29 of the APA. The authors claim that results 

from that study provided an important insight into what psychologists believe constituted 

ethical behaviours in practice across the United States. In 2012, Sullivan administered the 

EPQ-88 to APS members across Australia and published the results. The commonalities 

between the APA and APS codes of ethics and the population of interest (regulated 

psychologists) provided an opportunity to make direct comparisons between the two studies.  

The original instrument was developed using several sources as guiding principles 

(the APA code of ethics, for example). Items were produced in accordance with several 

predetermined domains — avoiding harm, demonstrating competence, avoiding exploitation, 

showing respect, and maintaining confidentiality — however little has been done in terms of 

checking the validity and reliability for the EPQ and various derivative studies. In the one 

study that did attempt to explore the validity of the EPQ-88, McMinn, Meek and Mc Ray 

(1997) conducted both exploratory and confirmatory factor analyses on a large sample (N = 

498) of respondents’ data, computing and interpreting factors with Eigen values of 1.5 or 

greater. The analysis was split to cover both beliefs about the ethical status of items and 

behaviours in practice. The analysis resulted in the following constructs (and associated 

Cronbach’s alpha).  The beliefs analysis included only two factors, Blatant Errors (# = .97) 

and Multiple Roles (# = .87). Whilst the behaviours analysis concluded in determining three 

constructs, Confidentiality (# = .86), Sexual Counter Transference (# = .88) and Immoral 

Violations (# = .83).  

In spite of the lack of validity and reliability analyses, the EPQ arguably has reached a 

stage in its life cycle that now requires a revision. Test revision is a normal part of the life 

cycle of any instrument (Cohen & Swerdlik, 2010). Test are deemed ready for revision due to 

many factors, however several that seem to apply to the EPQ include; that materials may be 
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out of date, culturally or professionally items may no longer seem relevant to test-takers, 

testing norms are no longer adequate due to group membership changes in the population of 

interest, items do not measure the underlying constructs they purport to (Cohen & Swerdlik, 

2010).   

The development of the original EPQ-83 occurred almost 20-years’ ago. Since this 

time changes in codes in codes of ethics may have occurred and items may not be as 

applicable today as once they were.  In terms of applicability, the EPQ, and derivatives, were 

constructed with adherence to APA code of ethics. Given that not all ethics codes of conduct 

around the world are identical to the APA code, this may suggest that there is no universality 

— to other sectors of the counselling profession — of the EPQ instrument/s. Finally, there 

appears to be only one study that has attempted to confirm that items developed with the 

intent of measuring the original domains (avoiding harm, demonstrating competence, 

avoiding exploitation, showing respect, and maintaining confidentiality) actually measure 

what they purport to. Therefore, giving due consideration to the aforementioned rationale and 

a requirement for further analysis, a revised version of the EPQ is required.  

The EPQ-47 is a 47-item instrument reduced by the authors. Items were selected from 

the EPQ-83 on the basis of avoiding repetition of similar items — for example, the removal 

of ‘having a client address you by your first name’ and retaining ‘addressing client by his or 

her first name’ — and perceived relevance to a diverse population of counselling 

professionals (general counsellors, psychologists, social works etc.). An example of such an 

item includes, ‘utilising involuntary hospitalisation’ which is not applicable to unregulated 

counsellors and generally registered psychologists in Australia. The aim of the present study 

was to conduct an Exploratory Factor Analysis to determine the psychometric properties of 

the EPQ-47.  
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Method 

Participants 

Participants were 419 individuals (253 females, 52 males, 3 identified as other, 111 

did not record their gender), all were Australian professionals who self-reported being 

engaged in counselling as a significant part of their job, including counsellors, psychologists, 

social workers, and psychotherapists with an average of 12 years’ practice experience (M = 

11 years, SD = 9) ranging in age from 25 to 76 years (M = 52 years, SD = 11). The sample 

size was over 300 and deemed adequate for Exploratory Factor Analysis (Tabachnick & 

Fidell, 2001). 

Measures 

Ethics of Practice Questionnaire Revised (EPQ-R). The EPQ is an 83-item instrument 

developed by Pope, Tabachnick, and Keith-Spiegel (1987) to measure the extent to which a 

population of United States regulated psychologists agreed that particular behaviours in the 

course of providing therapeutic services are ethical. The original 83-item instrument was 

reduced to 47 items for the current study. Items were selected based on relevance to a diverse 

population of interest — a population which contains both regulated and unregulated 

counsellors in Australia. The items removed from the original EPQ-83 (Appendix 7) were 

considered repetitious in nature and were deemed to be adequately covered by similar items 

elsewhere within the instrument.  

The authors independently reviewed the selection and a consensus was reached about 

the inclusion/exclusion of items in the EPQ-47. Participants were asked to rate 

(“Unquestionably no” to “Unquestionably yes” regarding the appropriateness of behaviours 

in a professional capacity) their agreement with a series of statements, such as “Being 

sexually attracted to a client,” and “Advertising for services.” Then rate (“Never” to 
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“Frequently”) the likely occurrence of these behaviours in their practice. The 47-item EPQ-R 

achieved good internal consistency with an overall Cronbach’s Alpha of .86.  

Procedure 

Before commencing the study, ethical approval was received from Monash University 

Human Research Ethics Committee (Approval Number CF13/2485 - 2013001319). Approval 

was given to create awareness of the study through industry associations and direct contact 

with organisations promoting mental health services online across Australia. Counsellors 

received an email with a link to access an online survey hosted by Qualtrics 

(www.qualtrics.com). Professionals willing to participate provided consent and completed 

the questionnaire within 35 to 40-minutes. Data were downloaded, collated, scored and 

analysed using Microsoft Excel and IBM SPSS Version 23. All analyses were conducted 

using a 95% confidence interval.  Data were screened for missing values, outliers and 

normality. Ten outliers were ‘winzorized’ (Keselman, Algina, Lix, Wilcox, & Deering, 

2008), adjusted within +/- two standard deviations from the mean.  

Results 

Exploratory factor analysis 

An Exploratory Factor Analysis (EFA) was conducted to determine the number of 

latent constructs, or factors, reflected in the observed data relating only to the ethical beliefs 

in practice aspect of collected data from the EPQ-R. First, the factorability of the 47-item 

questionnaire was examined. A Kaiser-Meyer-Olkin measure of sampling adequacy was .86, 

above the commonly recommended value of .6 (Neill, 2008), and Bartlett’s Test of Sphericity 

was significant (χ2 (1081) = 4812.56, p < .001). The communalities ranged between .29 to 

.72 (see Table 2). Two items were removed, items 2 “Charging a client no fee for therapy” 

and 8 “Hugging a client”, for having very little shared variance with other items. These items 

indicated communalities below .29. Tabachnick and Fidell (2001) recommend researchers 
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inspect the correlation matrix for coefficients over .30. Hair, Anderson, Tatham, and Black 

(1995) categorised these loadings using a different rule of thumb as +/- 0.30 = minimal, +/- 

0.40 = important, and +/- .50= virtually significant. Given an assessment of the 

aforementioned indicators, factor analysis was deemed by the author to be suitable for all 34 

items.   
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Table 2. Communalities for Belief Items within the Initial Extraction the EPQ-R 

Note. N = 419, Maximum likelihood analysis with oblique rotation. ** items to be removed. 

Item Question Communalities 

1 Becoming social friends with a former client .37 
2 Charging a client no fee for therapy** .23 
3 Providing therapy to one of your friends .50 
4 Advertising your services .29 
5 Limiting treatment notes to name, date, and fee .33 
6 Filing an ethics complaint against a colleague .32 
7 Telling a client you are angry at him or her .33 
8 Hugging a client** .23 
9 Terminating therapy if client cannot pay .34 
10 Accepting services from a client in lieu of fee .50 
11 Seeing a minor client without parental consent .48 
12 Having clients take tests (e.g., MMPI, Neo PI-R) at home .34 
13 Altering a diagnosis to meet insurance criteria .54 
14 Telling a client: "I'm sexually attracted to you." .60 
15 Refusing to let clients read their case notes .29 
16 Using a collection agency to collect late fees .46 
17 Breaking confidentiality if client is homicidal .44 
18 Using self-disclosure or rapport as a therapy technique .32 
19 Accepting a client's gift worth at least $50 .30 
20 Working when too distressed to be effective .34 
21 Accepting only male or female clients .42 
22 Not allowing client access to testing reports .29 
23 Raising the fee during the course of therapy .41 
24 Breaking confidentiality if client is suicidal .48 
25 Allowing a client to run up a large unpaid bill .39 
26 Accepting goods (rather than money) as payment .45 
27 Using sexual surrogates with clients .45 
28 Breaking confidentiality to report child abuse .42 
29 Inviting clients to a party or social event .52 
30 Addressing client by his or her first name .40 
31 Crying in the presence of a client .33 
32 Asking favours (e.g., a ride home) from clients .59 
33 Accepting a client's decision to commit suicide .40 
34 Refusing to disclose a diagnosis to a client .33 
35 Leading nude group therapy .38 
36 Telling clients of your disappointment in them .39 
37 Discussing clients (without names) with friends .35 
38 Providing therapy to your student or supervisee .38 
39 Giving gifts or commissions to those who refer clients to you .38 
40 Using a lawsuit to collect fees from clients .49 
41 Becoming sexually involved with a former client .48 
42 Avoiding certain clients for fear of being sued .41 
43 Going into business with a client .72 
44 Being sexually attracted to a client .35 
45 Providing services outside areas of competence .50 
46 Engaging in sexual fantasy about a client .48 
47 Directly soliciting a person to be a client .49 
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An analysis was conducted using Maximum Likelihood extraction, based on a pre-

selection of a maximum of six factors. Velicer and Jackson (1990) contend that using 

eigenvalues is one of the least accurate methods for selecting factors. Costello and Osborne 

(2005) suggest that eigenvalues of greater than one may result in the retention of too many 

factors making interpretation difficult. Given the exploratory nature of this study, an oblique 

rotation using Promax with a Kappa value of four indicated the first six factors explained 

(18.54%, 6.69%, 2.27%, 2.21%, 1.84% and 2.02% separately) a total of 31.54% of the 

variance in the overall model. A scree plot indicates a ‘levelling off’ of eigenvalues between 

factors six and seven — Figure 1.   

 

Figure 1. Scree plot for eigenvalues for the Ethics of Practice Questionnaire Revised 
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Loading patterns  

The pattern and structural matrices revealed a similar configuration of loadings. The 

present study used the structure matrix as it was deemed easier to interpret. Table 3 provides 

the details of the loadings pattern. Initially, a total of 36 of the 47 items loaded uniquely onto 

six factors. Item numbers 3. “Providing therapy to one of your friends”, 14. “Telling a client: 

"I'm sexually attracted to you.", 29. “Inviting clients to a party or social event”, and 41. 

“Becoming sexually involved with a former client” indicated cross loadings on multiple 

factors, however, due to the underlying latent nature of the variable and their relationship 

with a specific factor each was retained (see Yong, & Pearce, 2013).  

The following items were deleted due to cross loadings, 4. “Advertising your 

services”, 5. “Limiting treatment notes to name, date, and fee”, 26. “Accepting goods (rather 

than money) as payment”, 33. “Accepting a client's decision to commit suicide”, and 

“Engaging in sexual fantasy about a client”. The deleted items were correlated with each 

other, revealing little or no underlying importance to a single construct (Tabachnick & Fidell, 

2001).  
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Table 3. Final Factor Loadings for the EPQ-R 
 

Item Factor 

 1 2 3 4 5 6 

1 .48      
3 .54      

10 .54      
14 .66      
19 .49      
25 .52      
29 .58      
32 .71      
38 .41      
39 .58      
43 .83      
11  .54     
12  .31     
15  .35     
20  .39     
22  .37     
34  .34     
36  .49     
37  .49     
42  .50     
45  .70     
47  .55     
6   .43    
9   .54    

16   .65    
21   .45    
23   .45    
40   .67    
17    -.69   
24    -.72   
28    -.60   
27     .62  
35     .59  
41     .50  
44     .46  
18      .50 
30      .53 

Note. N = 419, Maximum likelihood analysis with oblique rotation. Items 2, 4, 5, 8, 26, 33, and 46 were 
removed from further analyses due to significant cross loadings or low communalities. 
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Construct interpretation  

The meaningfulness of latent constructs is ultimately dependent upon the definition 

imposed by researchers (Henson & Roberts, 2006). The author of the present study combined 

a number of features (nature of the questionnaire, relationship of the items, and overall 

context) that, when taken together, explain the majority of the phenomena for each factor.  

Items loading onto factor one measure attitudes toward the creation of 1. blurred, dual 

or conflicting relationships. Those items loading onto factor two measure attitudes toward 

behaviours considered 2. competence in the provision of services to clients.  Factor three 

explores a counsellor’s attitudes toward 3. policy, financial and legal aspects of providing 

therapeutic services. Items loading onto factor four all relate to matters of 4. confidentiality. 

Factor five includes items that relate to attitudes toward 5. sexualisation of the client 

relationship within the working alliance. Finally, factor six explores attitudes associated with 

a counsellor’s personal 6. disclosure of information or emotionality.  

Retained factors 

In order to determine the number of factors to retain for future use, an internal 

reliability analysis was conducted. Table 4, below, provides outputs from an internal 

consistency analysis, the variance explained by each factor, and authors’ retention status for 

each factor.  
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Table 4. Factors Retention Status for the EPQ-R 
 

Factor Assigned Construct Name Number 
of Items 

Cronbach’s 

# 
Variance 
Explained Retained 

1 Dual Blurred or Conflicting 
Relationships 11 .83 18.53% Yes 

2 Competence  11 .74 6.69% Yes 

3 Policy, Financial and legal 6 .70 2.27% Yes 

4 Confidentiality  3 .73 2.21% Yes 

5 Sexualisation 4 .64 1.84% Yes 

6 Disclosure 3 .44 2.02% No 

Note. N = 419 

 

Factor four achieved an alpha of .64. Removing item nine, “Being sexually attracted 

to a client” would have improved the result (#�= .65), yet such a marginal improvement was 

not deemed worthy, as such all items within this factor were retained. Factor six only 

achieved an alpha of .44, and each item within the factor achieved relatively low 

communalities (.32 to .40). In addition, it did not explain very much of the variance in the 

data and will be removed from future versions of the instrument.  

Evidence from an analysis of Table 4 supports the notion that the revised EPQ 

adequately measures five factors associated with attitudes toward ethical behaviours in 

practice. Further support for a five-factor model is provided by visually examining the scree 

plot (Figure 1), which seems to indicate a decline in eigenvalues between factors five and six.  

Factor correlations  

In order to understand the relatedness of factors to each other a correlational matrix 

was run. Table 5 provides the output of the analysis. 
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Table 5. Factor Correlation Matrix for the Ethics of Practice Questionnaire Revised 
 

Factor Dual/Blurred 
Relationships Competence  

Policy, 
Regulation 

& Legal 
Confidentiality Sexualisation Disclosure* 

Dual/Blurred 
Relationships -      

Competence  .71 -     

Policy, Financial 
and legal .29 .32 -    

Confidentiality .45 .45 -.10 -   
Sexualisation .37 .40 .38 .10 -  
Disclosure* .01 .05 .28 -.25 .01 - 

Note. N = 419, Pearson correlations, maximum likelihood analysis with oblique rotation, * deleted factor. 
 

The most salient interpretations from the correlation matrix include: factor one dual 

relationships correlated highly with factor two competence. Assessing items in both these 

factors further, it would appear that many instances in which dual relationships are created 

also results in incompetent misconduct. For example, the item “Inviting clients to a party or 

social event”, which originally crossloaded onto both factor one and two, could equally be 

considered creating a dual relationship and in many circumstances is also consider 

incompetence. The resulting strong correlation between factor one dual relationships 

correlated highly and two competence brings into question a concern about discriminant 

validity. Such is the complexity of ethical issues in practice that even performing a factor 

analysis does not provide a clear solution to item responses.  

There are moderate relationships between factor two, competence, and the other 

factors in the matrix policy, financial and legal, confidentiality and sexualisation. Whilst a 

weak negative relationship exists between confidentiality and policy, financial and legal 

reflects the relationship between breaking confidentiality as a policy or regulation under 

specific circumstances, such as reporting child abuse. 
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Factors in review 

The aim of the present study was to understand the underlying constructs of a reduced 

version of the EPQ. In what follows is a discussion about each factor and the rationale for 

inclusion or exclusion in the final EPQ-R. 

Factor One – Dual/Blurred Relationships: Item 25. “Allowing a client to run up a 

large bill” on first appearance may not seem consistent with other items within this factor.  

However, Koocher and Keith-Spiegel (2008) suggest that allowing clients to run up a large 

bill potentially alters the relationship from its therapeutic orientation to one in which the 

therapist becomes a financier, or lender, and thus blurring the relationship. Therefore, this 

item was retained. This factor accounted for the largest portion of the variance explained in 

the overall model. Due to the moderate to high item loadings, the relatedness of meaning for 

items, and excellent internal reliability result this factor should be retained.  

Factor Two - Competence: Concern was raised about this particular factors 

association with factors one (dual relationships) and five (sexualisation). In essence, many 

items within these two domains may be classified as an item within the competence factor — 

for example incompetent behaviours — as such they might form part of a much broader 

category that currently remains elusive. As with factor one, factor two accounted for a 

considerable portion of the overall variance in the model. Due to the moderate to high 

loading of items, the relatedness of meaning of items, and acceptable internal reliability result 

this factor should be retained. 

 Factor Three - Policy, Financial and Legal: Items within this factor clearly 

articulate attitudes towards policies, financial and legal aspects within therapeutic practice. 

This factor accounts for a moderate portion of the variance explained in the overall model. 

Therefore, due to the moderate to high loading of items on this factor, the relatedness of 

meaning of items, and good internal reliability result this factor was retained for future use. 
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Factor Four – Confidentiality: The three items within this factor clearly all relate to 

breaking confidentiality in very specific situations. Due to the high loading of items on this 

factor, the relatedness of meaning of items, and good internal reliability result this factor was 

retained.  

Factor Five - Sexualisation: This factor provides a series of questions concerning 

sexualized thoughts about clients in addition to actual behaviours associated with engaging in 

sexual activities with clients. This factor only accounts for a very small portion of the total 

variance explained and contains a small number of items. However, the alpha is acceptable 

given the number of items, the items within the factor clearly explore the underlying 

construct and this factor should be retained.  

Factor Six - Disclosure: Overt disclosure by the therapist can lead to a dual 

relationship situation, as such the items that load onto this factor are somewhat ambiguous 

and require a more considered approach to produce a more robust factor. This factor accounts 

for a very small portion of the total variance explained, was after the last drop in eigenvalues 

— as indicated in the scree plot — and includes an item, 30. “Addressing client by his or her 

first name”, that potentially explores a different construct. Therefore, this factor should be 

excluded from future use or additional items created and refined. 

Taken together, factors one two and five were related to constructs associated with 

behaviours that effect clients within practice and in the therapeutic alliance. Factors three and 

four examine behaviours that are external to the therapeutic environment relating to aspects 

of practice associated with policy, financial and legal considerations. 

Limitations and future research 

As previously mentioned, unlike other studies in which participants were derived 

from a single participant pool, the present study sought participation from a multitude of 

professionals — regulated, unregulated and self-regulated. As such, there may be 
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considerable debate about the ethical status of behaviours based which code applies to 

specific behaviours. The factors discovered as a result of the present study provide some 

guidance for the development of a more robust instrument.  

The subjectivity related to the unorthodox removal of items from the EPQ-83 to 

complete the EQP-47 require validation. Future research may review  p-values in 

combination with Item Total Correlations (ITC) to determine if the correct items were 

removed. Regardless of the method of extraction, the underlying constructs provide a level of 

assurance that the EPQ-47 holds considerable promise as a reliable and valid instrument.  

In order to produce a more holistic questionnaire, future researchers might consider 

using a Delphi technique (Dalkey & Helmer, 1963) to create additional items. For example, 

items might converge onto factor six “Disclosure”. Alternatively, an effort might be made to 

expand the number of factors to cover different constructs. Overall, given the aforementioned 

commentary concerning limitations, the present study highlights the highly complex nature of 

ethical dilemmas concerning behaviours in therapeutic practice.  

The tentative EPQ-37 consists of a five-factor instrument measuring variables 

affecting clients within and outside the therapeutic alliance. Factors concerning clients within 

the therapeutic alliance include the dual relationships subcomponent consisting of 12 items, 

the competence subcomponent, consisting of 11 items, and the sexualisation containing four 

items. And factors relating to clients outside the therapeutic alliance, we find the Policy, 

Financial and Legal subcomponent — consisting of six items — and the confidentiality 

subcomponent containing three items. The revised questionnaire was reduced by one factor 

relating to disclosure — containing three items — as it no did not adequately measure the 

factor.  

Evidence from the present study provides support for the EPQ-37 as a five-factor 

instrument. The sixth factor, relating to disclosure, requires additional items to ensure that 
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factor delivers a highly valid element within the revised instrument. The EPQ-37 provides an 

alternative to the more time consuming original EPQ-83. In addition, the EPQ-37 seems to be 

a valid instrument that is independent of a specific code of conduct or an associations specific 

ethical principles. The EPQ-37 can be administered to a diverse population of counselling 

professionals to assess their beliefs concerning the ethical status of commonly occurring 

behaviours in practice.   

There are several potential uses for the EPQ-37, these might include; as a check-up 

tool for supervisors and supervisees igniting a conversation concerning beliefs about what 

and what does not constitute ethical behaviours in practice, or and a means of examining 

issues of an ethical nature during training and education for those wishing to become 

counsellors.  
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Appendix 2.  

 
 
 
 
 
 
 
 
 
 
 

 
 PACFA Complaints Data by Type of Breach 2006-11     
       

Type of Complaint 
 

Number of 
Complaints 
           

       

  PACFA  
Member 
Associations  Total 

      
 
Breach of confidentiality 1  6   7 

Sexual misconduct 0  5   5 

Dual and multiple roles 4  7   11 

Discrimination 1  2   3 

Unsatisfactory service or 
outcome 1  2   3 

Other professional 
misconduct/breach 5  19   24 

Complaint process 1  0   1 

Fees/costs 0  2   2 

Membership/ functions/activities 3  2   5 

       
       
Total 16  45   61 
       

Note: Data from four PACFA member associations was not available.  
Whilst Table 2 provides the outcome of the breach condition.  
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Appendix 3.  
 

 
 
 
 
 
 
 
 
 
 
 
 

 
 

 

 
 PACFA Complaints Outcome Data by Type of Breach 2006-11     
       

Type of Complaint 
 

Number of 
Complaints 
           

       

  PACFA  
Member 
Associations  Total 

      
 
No case to answer 4  8   12 

Withdrawn 1  11   12 

Referred to another body 
 3  2   5 
Resolution – Professional 
supervision required 1  7   8 

Resolution – Membership & 
registration revoked 0  5   5 

Resolution – Member 
Association suspended 2  0   2 
 
Resolution – Members 
Association Action Required 4  3   7 

Other 1  9   10 

       
       
Total 16  45   61 
       

Note: Data from four PACFA member associations was not available.  
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Appendix 4.  

 
ACA Complaints Data by Type of Breach 2004-13   
     

Descriptor 
 

Number of 
Complaints 
       

     
  ACA     Withdrawn Total 
     
 
Breach of confidentiality 8  - 8 
 
Inappropriate Relationship 
(Sexual misconduct) 9  1 8 

Dual and multiple roles 1  1 0 

Discrimination 1  - 1 

Unsatisfactory service or 
outcome 8  1 7 

Other professional 
misconduct/breach 7  1 6 

Complaint process 0  - 0 

Fees/costs 0  - 0 

Membership/ 
functions/activities 7  - 7 

     
     
Total 50  4 46 
     
!
!



 

 
Appendix 5 
 
Frequency of Complaints Made by Clients Against Registered Psychologists in New South Wales, 
Australia, July 2003 to June 2007 
 
 
Complaint Category      Frequency of notification 
 

 
Professional—poor communication  

 
35.5 % 

Confidentiality/privacy breach   
Rude/insensitive manner   
Inappropriate communication (e.g., discrimination)   
Wrong/misleading/inadequate information   
Not informed and/or consent invalid   
Failure to consult colleague   
  
Professional—incompetency   16.5% 
Wrong/inappropriate diagnosis   
Inadequate/inappropriate assessment   
Inadequate treatment   
Failure to notify government authority   
Poor record keeping   
Inadequate supervision   
Miscellaneous (e.g., not following guidelines)   
  
Professional—poor reports  14.1% 
General report   
Workers compensation report   
Family court report   
Apprehended violence order report   
Victim of crime report   
  
Poor business practices  12.5% 
Commercial disputes   
Poor billing   
Plagiarism   
Overcharging   
Financial fraud   
Inadequate private health insurance invoicing   
Premises inadequate   
  
Boundary violation   9.7% 
Sexual relationship   
Non-sexual inappropriate friendship   
Sexual behaviour (without relationship)   
Non-sexual business relationship   
Alleged sexual assault   
Non-sexual touching   
  
Character   5.6% 
Poor judgement   
Illegal activities   
Criminal matter (non-psychology)   
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Appendix 6 
 
Complaint Category                                                             Frequency 

Professional—poor communication   
Confidentiality/privacy breach  4 
Rude/insensitive manner  2 

Inappropriate communication (e.g., discrimination)  
4 

Wrong/misleading/inadequate information  
2 

Not informed and/or consent invalid   
Failure to consult colleague  1 
  
Professional—incompetency   
Wrong/inappropriate diagnosis  2 
Inadequate/inappropriate assessment  4 
Inadequate treatment  4 
Failure to notify government authority  2 
Poor record keeping  2 
Inadequate supervision  2 

Miscellaneous (e.g., not following guidelines)  
 

  
Professional—poor reports   
General report   
Workers compensation report  1 
Family court report   
Apprehended violence order report   
Victim of crime report   
  
Poor business practices   
Commercial disputes  1 
Poor billing   
Plagiarism  1 
Overcharging   
Financial fraud  3 

Inadequate private health insurance invoicing  
 

Premises inadequate   
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Boundary violation   
Sexual relationship  11 
Non-sexual inappropriate friendship  7 

Sexual behaviour (without relationship)  
3 

Non-sexual business relationship  3 
Alleged sexual assault  2 
Non-sexual touching  2 
  
Character   
Poor judgement  3 
Illegal activities  4 
Criminal matter (non-psychology)  2 
  
Misleading registration claim (e.g., practice while 
lapsed)  1 
 
 
Impairment (e.g., mental illness, addiction)  1 
  

 
False use of Dr/Professor or specialist title  

 
3 
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Appendix 7  

Items removed for original 83-item Ethics in Practice Questionnaire  

1.! Using a computerized test interpretation service 
2.! Performing forensic work for a contingency fee 
3.! Inviting clients to an office open house 
4.! Not allowing clients access to raw test data 
5.! Accepting goods (rather than money) as payment 
6.! Earning a salary which is a % of client's fee 
7.! Making custody evaluation without seeing the child 
8.! Doing custody evaluation without seeing both parents - repeat item 
9.! Lending money to a client  
10.! Providing therapy to one of your employees 
11.! Having a client address you by your first name 
12.! Sending holiday greeting cards to your clients 
13.! Kissing a client 
14.! Engaging in erotic activity with a client 
15.! Giving a gift worth at least $50 to a client 
16.! Accepting a client's invitation to a party 
17.! Engaging in sex with a clinical supervisee 
18.! Going to client's special event (e.g., wedding) 
19.! Getting paid to refer clients to someone 
20.! Engaging in sexual contact with a client 
21.! Utilizing involuntary hospitalization 
22.! Selling goods to clients 
23.! Giving personal advice on radio, t.v., etc. 
24.! Unintentionally disclosing confidential data 
25.! Allowing a client to disrobe 
26.! Borrowing money from a client 
27.! Discussing a client (by name) with friends 
28.! Signing for hours a supervisee has not earned 
29.! Treating homosexuality per se as pathological 
30.! Doing therapy while under influence of alcohol 
31.! Accepting a gift worth less than $5 from a client 
32.! Offering or accepting a handshake from a client 
33.! Disrobing in the presence of a client 
34.! Charging for missed appointments 
35.! Being sexually attracted to a client 
36.! Helping client file complaint re a colleague 

 




