
The therapeutic relationship in psychiatric
settings

Introduction

Mental health care revolves around relationships
between clinicians and patients. The clinician
participates in the relationship in a professional
role with formal status, and represents a service,
although the service can be as small as an office-
based practice. Whether self-administered inter-
ventions, e.g. with instructions downloaded from
the Internet, are an exception to this rule is
debatable. Yet, in conventional psychiatric set-
tings the therapeutic relationship is the central
element of care through which diagnoses are
made, treatment plans are negotiated and most
interventions are delivered. In a recent study,
patients identified the quality of the therapeutic
relationship as the most crucial factor in psychi-
atric care (1). Indeed, the relationship itself may
be a curative factor in its own right. Such
relationships can last for seconds or decades, be
amicable or hostile, and have a positive or
detrimental effect. Thus, the term �therapeutic
relationship� (TR) is used descriptively and does
not necessarily assume that all relationships are
necessarily therapeutic or helpful.

Aims of the study

This paper presents an overview of the current
climate of research on the TR in mainstream
psychiatric settings. It will consider theoretical
frameworks for understanding the TR, the differ-
ences between conventional psychotherapy and
psychiatric treatment, the use of qualitative and
quantitative methods to explore and assess the TR,
and experimental interventions to improve the TR.

Material and methods

Based on the literature and our own research, we
discuss key conceptual and empirical issues that
reflect the current state of the art in research on the
TR in psychiatric settings.

Results

Psychotherapy and psychiatric settings

Freud called the TR the �vehicle of success in
psychoanalysis exactly as in any other method of
treatment� (2). Subsequently, there has been a vast
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amount of literature on the quality and the role of
the TR in psychoanalysis and other forms of
psychotherapy. Empirical research in this area has
used a range of terms (e.g. working alliance,
helping alliance), concepts (e.g. psychoanalytic,
cognitive behavioural, Rogerian) and methods of
assessment (self, clinician and expert ratings) to
study the TR. A better relationship has been found
to predict a more favourable outcome across
different forms of psychotherapy (3). Hence, the
TR is widely regarded as the most important non-
specific treatment component.
Psychiatric settings, particularly those for the

treatment of patients with severe mental illness, are
considerably different from traditional psychother-
apy settings. In psychiatric settings, professionals
often have a statutory role and may – at least
potentially – subject their patients to involuntary
treatment. In many cases, it is the professional (or
service), not the patient, who initiates the treat-
ment relationship. The treatment is rarely a one-to-
one meeting in a psychotherapy office for a fixed
period of time. Professionals meet their patients in
different locations, for varying periods of time and
often with other professionals and carers present.
The timescale for treatment is rarely fixed and may
last for several years or decades. Treatment goals
may change over time, and often treatment aims
more at stability than change. Typically, there is
more of a focus on medical intervention and
hands-on support (e.g. assistance with housing,
finances, employment) than on the patient’s cog-
nitive and emotional processes. Professionals in
psychiatric settings often work in multi-disciplin-
ary teams, and patients have relationships with
other professionals, often from the same service, at
the same time. Finally, care in psychiatric settings
rarely follows only one theoretical model and
therapy school, but is usually eclectic and may
include interventions on a physical, psychological
and social level. Thus, the differences between
psychotherapy and psychiatric settings are sub-
stantial, and models and findings of psychotherapy
research may not be wholly transferable to psychi-
atric settings.

Theoretical models for research

Jaspers stated that �…the ultimate thing in the
doctor–patient relationship is existential communi-
cation, which goes far beyond anything that can be
planned or methodically staged. The whole treat-
ment is…defined within a community of two selves
who live out the possibilities of Existence itself, as
reasonable beings.� (4). To understand and
research such a fundamental, complex process, a

reductionistic approach is required which may be
situated within a specific theoretical model. Several
frameworks have been suggested to understand the
therapeutic relationship, each of which has a
different focus with different implications for
research (5). Examples of such frameworks are
role theory, psychoanalysis, social constructionism,
systems theory, social psychology and cognitive
behaviourism. Role theory looks at separate and
mutually validating roles and focuses on consistent
aspects of the therapeutic relationship in a given
situation. Psychoanalysis assumes that the individ-
ual history of the participants informs their present
behaviour and focuses on consistent aspects in the
participating individuals. Social constructionism
regards the therapeutic relationship as a socially
constructed institution and a mutually constructed
reality. It emphasizes constructs determined by the
given context. Systems theory considers the dyadic
as related to other systems, e.g. the patient’s family
and the clinician’s institution. It focuses on differ-
ences and relationships within systems. Social
psychology regards the therapeutic relationship as
defined by social exchange and determined by
social influence and expectations with a subsequent
focus on situational and contextual factors. Cog-
nitive behaviourism understands the therapeutic
relationship in terms of mutual conditioning and
reinforcement related to previous learning history
of the participants. Its focus is on learning princi-
ples and underlying cognitions. To a varying
degree, all these models have been applied in
research on the therapeutic relationship. Which
model provides the most appropriate guidance to
research, may depend on the context and purpose
of the research.

Terminology

Research on the therapeutic relationship shares a
problem with other fields of social sciences, i.e.
often unclear terminology. Numerous terms may
be used to describe identical or overlapping con-
cepts. However, a minimum degree of termino-
logical clarity is essential for useful communication
and progress in research. In order to clarify the
focus of research, a distinction between �relation-
ship� and �interaction� is helpful. An interaction
may be defined as the behavioural exchange
between patient and clinician that is observable
and that can be described in objective terms. A
relationship is the psychological construct held by
individuals participating in the therapeutic rela-
tionship on each other and their interaction.
Interaction and relationship may or may not
be linked. The relationship can obviously be
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influenced by the interaction that has been going
on between patient and clinician and, vice versa,
inform the behaviour of the participants in further
interactions. Yet, as subjects of research, relation-
ships and interactions are distinct.

Quantitative and qualitative methods

Both quantitative and qualitative methods may be
used to investigate relationships and interactions in
psychiatric settings (6). Like in psychotherapy,
assessments of the TR have been found to predict
short-term and long-term outcome of psychiatric
treatment (7–9). For example, patients in commu-
nity mental health care who felt better after talking
with their key worker had significantly fewer re-
hospitalizations within a 20 month follow-up
period, than patients who felt unchanged or
worse (10). The association between a positive
therapeutic relationship and better outcome
remains poorly understood. It seems to not be
fully explained by patients’ psychopathology and
not mediated only through compliance with the
prescribed interventions (10, 11).
Research in this area has been hindered by the

absence of a specifically designed and validated
scale to assess the TR. Scales used have either
been adopted from psychotherapy research or are
ad hoc instruments. In the main, their psycho-
metric properties have not been adequately dem-
onstrated in psychiatric samples. Recently, a new
instrument (STAR: Scale for the Assessment of
Therapeutic Relationships in community mental
health care) has been specifically developed to
assess the TR with patients with severe mental
illness in community mental health care,
(R. McGuire-Snieckus, unpublished data). It is
based on qualitative and quantative work and
has a clinician and a patient version with 12
items each. The scale captures three distinct
factors: first, positive collaboration reflecting
how well patient and clinician get on with each
other and how well the �chemistry� between them
functions; second, positive clinician input in the
form of support and commitment; and third,
non-supportive input of the clinician (in the
patient’s version) or the clinician’s emotional
difficulties in dealing with the patient (in the
clinician’s version). The scale has good psycho-
metric properties demonstrating that the TR can
indeed be assessed and measured by operation-
alized methods.
A wide range of qualitative methods (e.g. semi-

structured interviews, ethnography, participant
observation) may be used to explore therapeutic
processes and interactions. An example is conver-

sation analysis, which studies what participants do
rather than what they say they do, and involves
micro-analysing naturally occurring communica-
tion. When medical consultations with psychotic
patients were investigated, psychiatrists were found
to explore psychotic experience only when check-
ing medication effects, but otherwise not to go into
the contents of patients� hallucinations and delu-
sions (13). Hence, patients used many strategies in
an attempt to raise the content of their psychotic
experience, along with the emotional conse-
quences, including asking questions in the preclos-
ing phase of the consultation. Psychiatrists (and
carers when present) responded with smiling and
other avoiding behaviour, which made patients
markedly uncomfortable. Given the difficulties
engaging psychotic patients in mental-health ser-
vices, there may be an opportunity to improve
clinician–patient communication in routine con-
sultations. Although one might argue about the
most appropriate way to elicit and respond to
patient’s psychotic experiences, such research high-
lights the need to put more emphasis on the
communication skills of psychiatrists in research
and training, and to develop specific models for
relationships and interactions in psychiatric set-
tings. It may be that specific skills are required to
communicate effectively with different diagnostic
groups of patients. For example, research on
expressed emotion has shown that emotionally
neutral communication on the part of both for-
mal and informal carers is a significant factor
in ameliorating the outcome of schizophrenic
patients. Communicative behaviours found to
discriminate outcome were how staff/carers
responded to negative feelings of the patient and
whether they criticized aspects of the patient’s
personality (14, 15).

Interventions in therapeutic relationships

What are the practical implications of identifying
positive or negative TRs? One might allocate
patients to different clinicians, although there are
as yet no valid criteria for such a scenario. In the
case of a poor therapeutic relationship, a change of
clinician may be considered. Although this may be
a plausible intervention in theory, it may be difficult
to pursue in practice because it might be a
humiliating experience for the clinician whose
relationship with the patient is regarded as too
poor, and there is no guarantee that the next
clinician would establish a better one. In general,
the competence of clinicians to establish and
maintain positive therapeutic relationships may
be improved through training and supervision
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(16, 17). A certain degree of flexibility in dealing
with patients may be helpful for the clinician.
Specific approaches and/or interventions depend-
ing on the therapeutic relationship may be devel-
oped in the future (18). For the time being, only
general interventions are being tested. An example
is the MECCA study, which is a randomized
controlled trial in six European countries compar-
ing standard care with a new intervention in
community mental health care (19). In the experi-
mental group, patients� views of their quality of
life, treatment satisfaction and needs for care are
regularly assessed by clinicians and intended to
inform the therapeutic exchange. The hypothesis is
that regular assessment of the patient’s views as
part of a therapeutic session improves both the TR
and outcome.

Discussion

A stronger research focus on the therapeutic
relationship may help to develop a specific theory
and influence the therapeutic culture in psychi-
atric settings. It might also make psychiatry more
attractive, possibly affecting recruitment and
retention of staff. This could be achieved through
a focus on relationship aspects in undergraduate
and postgraduate teaching (16), a stronger empha-
sis on conventional and new elements of psycho-
therapy (20), and on-going supervision. Future
research needs conceptual work that is specific to
psychiatric settings and not just adopted from
psychotherapy. It will probably require innovative
qualitative and quantitative studies along with
experimental studies testing specific interventions
to improve the TR in psychiatric settings. The
challenge is to assess TRs in intervention studies as
an outcome criterion in its own right and as a
mediating factor explaining variance in outcome
due to non-specific effects. Dedicated research on
the TR, the centrepiece of psychiatric practice, is
just at the beginning.
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