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= Abstract Background: Mental health care is delivered
through a relationship between a clinician and a patient.
Although this therapeutic relationship is of central im-
portance for mental health care, it appears to be rela-
tively neglected in psychiatric research. Empirical re-
search has for the most part adopted concepts and
methods developed in psychotherapy and general med-
ical practice. Hence, unpacking the presuppositions that
have informed research on the therapeutic relationship
to date may be a useful first step in developing this field.
Method: A review, of the literature was carried out. Re-
sults: Six central theories are identified as framing the
definitions and methods on this topic: role theory, psy-
choanalysis, social constructionism, systems theory, so-
cial psychology and cognitive behaviourism. To date,
role theory, psychoanalysis and systems theory appear
to be the frameworks most often applied in research in
this field. Each perspective offers a unique emphasis in
the analysis of the therapeutic relationship, which is re-
flected in the empirical work from each perspective dis-
cussed herein. Conclusions: None of the theories identi-
fied have been fully specified and comprehensively
investigated in psychiatric settings. However, more than
one approach may be used for thinking about relation-
ships, depending on the treatment situation. Further
specification and testing of the theories in psychiatric
practice - taking account of the specific context - is war-
ranted to underpin more pragmatic research. A stronger
link between fundamental psychological and sociologi-
cal research and applied health care research would ad-
vance our understanding of which elements of positive
therapeutic relationships are instrumental in improving
patient outcome and nitimately contribute to improving
mental health care.
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introduction

| he therapeutic relationship is a fundamental compo
nent of mental health care. It is the means by which «
professional hopes to engage with, and effect change in
« patient, and has been found to predict treatment ad-
erence and outcome across a range of patient diag
noses and treatment settings (Olivier-Martin 1986
Frank and Gunderson 1990; Legeron 1991; Priebe anc
Cruvters 1993; Broker et al. 1995; Gaston et al. 1998) and
mav become central to the quality of life of long term
care patients (McCabe et al. 1999). Although the alliance
construct has proven to be a valid one in psychiatry, the
field has taken on board conceptual frameworks anc
measures developed for psychotherapy and genera:
medical practice without examining their applicability
1o psychiatric settings.

An explicit analysis of research on the therapeutic re-
lationship is therefore required with a view to ‘unpack-
ing’ the theoretical presuppositions that have framed the
definitions and methods on this concept to date. Eacl
definition of the professional-patient relationship i-
necessarily framed by a theoretical model, which, in
turn, informs the methods used to assess it. Six centra'
theories have been selected on the basis that they hav.
becn used in research examining the therapeutic rela
tionship: role theory, psychoanalysis, social construc
tionism, systems theory, social psychology and cognitiv:
bel:aviourism. The emphasis in this paper is on a review
of the theories with reference to the therapeutic rela-
tionship rather than a review of the theories per s¢
While some approaches may complement one another.
anc there may exist some conceptual overlap, each 1
sutiiciently distinct to warrant separate consideratior.
Although each approach may suggest a particula
method for assessing the therapeutic relationship, th:
methods are not exclusive to any one approach. A brie:
dexcription of each theoretical model is made, defint-
tions of the therapeutic relationship from each theor)
are described, and an account of methods and researc!
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results from each approac!. are discussed. Much re-
search on the therapeutic 1-lationship has been con-
ducted in psychotherapy «::! general medical practice
settings; however, particul.r emphasis will be made re-
garding research conductci’ a psychiatric settings.

Role theorﬁ

The first approach, role theury, focuses upon identities
that define a commonly rec ¢ unised set of persons by de-
signed functions or pattern: of behaviour with regard to
a particular social context wihin a social system (Biddle
1956). From this perspecii: ¢, the therapeutic relation-
ship is defined by the separte and mutually validating
roles occupied by the prolc:sional and patient, who are
each expected to exhibit d.iferent behaviour patterns
within a socially defined co::iext. Three central styles of
communicative behaviour {1ave been identified to de-
scribe gdifferent therapeutic role relationship patterns:
paternalistic, consumer bas: d and collaborative.

The paternalistic relalii-1ship emphasises the au-
thority of the physician au! the relative passivity of the
patient. In this model, the rrofessional is dominant in
the interviewing process, principally asking closed-
ended questions, providing most information, and mak-
ing most decisions on bulwlf of the patient (Buijs et
al. 1984; Emanual and Emcnual 1992; Ong et al. 1995;
Benbassat et al.1998; Shiiton 1998; Coulter 1999
Goodare and Lockwood !¢9). Some patient variables
may predict preference for :1iis model of interaction, in-
cluding: increased severity of illness, older age, lower in-
come, lower education, ard male gender (Geller et
al. 1976; Benbassat et al.1998; Shelton 1998; Coulter
1999). Physician variables j.entified as predicting pref-
erence for this model include younger age and male gen-
der (Benbassat et al.195¢1. The second, consumer-
based, model emphasises ihe authority of the patient
and the relative passivily oi the professional. The com-
municative interaction is dominated by the patient, who
asks most of the questinus during the interviewing
process, and makes most ¢ the decisions (Eisenthal et
al. 1979; Buijs et al. 1984; ('nget al. 1995; Roter et al. 1997;
Shelton 1998). The third, collaborative or partnership,
model is characterised bv 2 non-hierarchical mode of
communicative interactiv:. in which the patient and
professional combine resources, contribute information
equally, and share in the Jecision-making process to
work together toward a :ommon goal {Eisenthal et
al. 1979; Roter et al. 1997; “helton 199§; Coulter 1999).
Patient psychological facicrs, such as internal locus of
control and high self-cffi. cy. are cited as pessible fac-
tors relating to preference {or this model (Docherty and
Fiester 1985),

Methods from this persyective aim to investigate re-
peating patterns across porsons, situations and time, ex-
plained by the roles and vich participant’s understand-
ing of them, and have ..en predominately assessed
using conversation analy-t- in general medical practice

(Byrne and Long 1976; Buijs ct al. 1:84; Perdkyld 1995;
Heath 1997; Roter et al. 1997}; hiowener, quantitative rat-
ing scales have also been uscu in j-ychiatry (Geller et
al. 1976).

Patient passivity (characteristic of the paternalistic
model) and professional passivity (characteristic of the
consumer model} have been found to lead to negative
patient outcome, such as non-comyliance, and a high
early drop out rate in both general edical practice and
psychiatric settings (Geller ct al. 1976; Docherty and
Fiester 1985; Mohl et al. 1991; Isritter- et al. 2000). In gen-
eral medicine, particular attention 's increasingly paid
to the collaborative model, evidenced by various journal
editorials promoting this approach (Austoker 1999
Cleary 1999; Coulter 1999; Goodare ind Lockwood 1999;
Sculpher et al. 1999; Williamson 1949), A collaborative
approach has been linked to better patient outcome in a
variety of psychiatric settings, from .0 creased treatment
adherence (Eisenthal et al. 197%; Featon et al. 1997) to
patient satisfaction with care received from psychia-
trists in acute settings (Barker ct al. 1996), to positive as-
sessments of treatment and javourdble changes in pa-
tients self-rated condition in a cay hospital setting
(Priebe and Gruyters 1999). Thus, heyond the ‘political
correctness’ of emphasising a partrership approach to
the therapeutic relationship, there cxists empirical evi-
dence linking it to better patient ouscome.

'Psychoal;'al-)’rlﬁims o

The second approach is psychoanalytic theory, where
difficulties experienced by a person are regarded as the
result of disturbances in early lifc cxperience which are
retained in expectations, crystalliscd attitudes, and un-
known fears that are brough: to newly encountered re-
lationships in the perpetuation of relationship patterns
(Wolstein 1995; Lane et al.1998). Three relationship
types are identified under the p sychoanalytic model: the
transference, the developmentaily reparative relation-
ship, and the real relationship.

The transference relationship represents the patient’s
uncenscious transposition of habiiual patterns, unre-
solved problems, and expcctations onto the profes-
sional, and the professionals trarsference distortions
that are projected onto the paticnt (Luborsky 1976;
Horowitz and Marmar 1985; Clarkson 1993; Hanly 1994;
Wolstein 1995; Lane et al. 1995; Mcissner 1999; Horvath
2000). The developmentaliv reparative relationship
refers to the secure basc that a professional may provide
for patients to recover from maladaptive attachment
patterns resulting from failed ot pathological attach-
ment in childhood (Gerhardt 20i01; Clarkson 1990;
Adshead 1998: Lewis 1998; Arnkof! 2000). The real rela-
tionship reflects the ability f th. patient and profes-
sional to appropriately and reasorably respond to one
another in an undistorted and real:stic manner (Hartley
and Strupp 1983; Clarkson 1990; Forvath and Luborsky
1993; Horvath 2000).



Transierence patterns have been investigated using
Kelly grid and rating scale methods in psychotherapy
(Piper et al. 1991) and psychiatric (Hentschel et al. 1997)
settings. Patient attachment styles have been assessed
using the Relationship Questionnaire to predict treat-
ment adherence (Satterfield and Lyddon 1998;
Ciechanowski et al. 2001). The extent to which the pa-
tient is engaged in an ego-reality based ‘real relationship’
with the professional has been measured by scales such
as the Psvchotherapy Status Report (Frank and Gunder-
son 19901, the Scale to Assess the Therapeutic Alliance
(Allen et al. 1984) and the California Psychotherapy Al-
liance Scales {unpublished manuscript Gaston and Mar-
mar 199]).

In psychotherapy settings, the quality of patient ob-
ject relations, characterised by lifelong relationship pat-
terns, predicted therapeutic alliance ratings (Piper et
al.1991). Among a severely mentally il sample in psy-
chotherapy, the comparability of internalised mother
and father images to the image of the therapist deter-
mined alliance ratings (Hentschel et al. 1997). Here, pa-
tients with an introjected image of a strong mother type,
for instance, made use of the softer character traits of
the therapist. In a university-based counseling clinic, se-
curely attached individuals were found to form strong
bonds with counselors, whereas fearfully attached indi-
viduals were not {Satterfield and Lyddon 1998). Finally,
the extent to which the patient is engaged in an ego-re-
ality based real relationship with the professional has
been related to better patient outcome in both psy-
chotherapy and psychiatric settings (Allen et al. 1988;
Frank and Gunderson 1990; Gaston et al. 1994; Gaston et
al. 1998).

Social constructionism

Social constructionism focuses upon the process by
which individuals interpret, organise, and ascribe mean-
ing to their experience through communication with
others (Hoffman 1993; Lax 1993; Dwivedi and Gardner
1997; Doan 1998). From this perspective, human knowl-
edge is developed, transmitted and maintained in social
situations, constructing the basis for shared ‘reality’
(Berger and Luckmann 1991). In contrast to role theory
and psychoanalysis, which emphasise role expectations
and perpetuated transference distortions brought to the
therapeutic interaction, social constructionism places
more of an emphasis on how identities are co-con-
structed by the parties involved. This theory regards
knowledge as an event that is constructed within rela-
tionships and mediated through language (Penn and
Frankfurt 1994). From this perspective, each patient’s
presenting problems are examined within their socio-
cultural-political context in view of the fact that each
person produces the meaning of his or her own life
within a particular social, cultural and political context
{Hoyt 1996; Monk et al. 1997). Through the therapeutic
relationship, old problematic truths may be decon-
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strucled and new ones re-authored through the co-con-
struction of a new narrative (Gottlieb and Gottlieb 1996;
Summers and Tudor 2000). With the aim to explore each
paticnt’s understanding of his or her experiences and
the rejection of the hierarchical and objectifying ten-
dencies of more traditional therapeutic models, social
constructionism has been considered a ‘post-modern’
approach to therapeutic interactions (Gottlieb and Gott-
lich 1996; Dean 1998).

Research on the therapeutic relationship from this
petspective focuses on the way in which patients and
professionals construct their identities in relation to one
another (e.g. Cecchin 1993). The Narrative Process
Model provides a coding system to identify and evaluate
the process by which patients and professionals organ-
ise and represent the patient’s sense of self and others
into a meaningful story (Angus et al. 1999). A narrative
approach to the deconstruction of the voices of schizo-
phrenic patients has also been used in a therapeutic con-
text (Holma and Aaltonen 1995, 1997, 1998; Davies et
al. 1999). Participant text, such as letter writing and jour-
nal entries between therapy sessions, have been used to
analyse the therapeutic dialogue that exists between pa-
tients and professionals {Berkery 1998; Epston et
al. 1993; Penn and Frankfurt 1994). The analysis of gen-
eral medical practice consultations using conversation
analysis (Heath 1997; Elwyn and Gwyn 1999) has re-
vealed asymmetries in the doctor-patient relationship,
which may be aligned to the ‘paternalistic relationship®
from the perspective of role theory. In contrast to role
theory, however, which emphasises the role expectations
that the patient and professional each bring into consul-
taticn, social constructionism focuses on the process by
which asymmetry is accomplished in and through the
here-and-now interaction between both parties in con-
sultation.

Systems theory o

In systems theory, relationships are seen as part of a
more or less complex system of relations (and, in theory,
the entire cosmos) that may be described in relational
terms. The structure and function of long-lasting rela-
tionships, from this perspective, tend toward a state of
equilibrium by establishing norms that delimit and re-
inforce patterns of behaviour through a homeostatic
mechanism {Watzlawick and Weakland 1977; Clarkson
1993; Caldwell 1994). Two therapeutic systems have been
considered from this approach, the key relative-patient-
professional system, and the inpatient ward system.
The patient’s key relative is considered relevant to the
therapeutic system, in view of the fact that patients’ pre-
senting problems are often developed and maintained in
a system of interaction within the family (Bloch et
al. 1991; Pricbe and Pommerien 1992; Caldwell 1994).
Indeed, the level of emotion expressed by relatives of in-
dividuals with schizophrenia within a few weeks after a
hespital admission is strongly associated with patient
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relapse during the first 9 months following discharge
(Vaughn and Leff 1976). Members of the therapeutic
system are not considered in absolute terms, but rather
in a relational way, by comparison within the system,
whereby only differences are relevant (Priebc 1989;
Priebe and Pommerien 1992; Rait 2000). In the inpatient
ward system, professional staff and patients are said to
establish and reinforce patterns of behaviour in rclation
to one another to maintain the equilibrium of their
evolved system (Caldwell 1994).

Methods that examine the structural and functional
differences between members of a therapeutic system
include: a two-part question assessing the relational at-
titude differences toward patient illness (Priebe 1989;
Priebe and Pommerien 1992; Priebe and Gruyters 1994)
and descriptive clinical case studies (Hahn et al. 1988).
Differences in attitude toward patient illness between
key relatives and professionals predicted better outcome
among depressive inpatients (Priebe 1989; Priebe and
Pommerien 1992}, and in psychiatric community care
(Priebe and Gruyters 1994).

In general medical practice, clinical case study de-
scriptions reveal that many patients seek to form a’com-
pensatory alliance’ with the physician for deficits in the
family system {Hahn et al. 1988}.

o imim gl ot Temn et B LT e BT VRS T R T S

Soclal bgy;chology

Social psychology emphasises the interpersonal context
of human interaction. Two models are offered from this
approach: the therapeutic relationship defined by social
exchange, and the therapeutic relationship defined by
social influence.

Social exchange theory specifies the exchange of tan-
gible or intangible resources that the patient and profes-
sional may give and receive in the therapeutic context.
According to this theory, six classes of ‘resources’ may be
exchanged within an interpersonal context: love, status,
information, money, goods and services (Foa and Foa
1974, 1980; Schaap et al.1996). In the therapeutic con-
text, the professional may provide the patient with love’
(warmth, comfort), ‘status’ (regard), ‘goods’ (medica-
tion), ‘information’ {interpretation, insight, feedback)
and/or services (form-filling for access to social services
or accommodation) in exchange for ‘money’ (income)
and ‘status’ (prestige or esteem). Social influence theory
emphasises the capability of the professional to influ-
ence the patient on the basis of his/her access to partic-
ular resources or perceived social power (Schaap et
al. 1996). From this perspective, the professional may
also influence the patient on the basis of his or her social
attractiveness by exhibiting positive personal qualities,
such as warmth and empathy (Safran and Segal 1998).

Rating scales developed from this approach have
been used to assess the relationship between patient
perception of therapist use of social influence strategies
and the quality of their therapy: the use of some per-
sonal reward influence strategies was positively related

to patients’ perceptions of therapy quality, while the use
of some coercive influence strategies and certain types
of expert influence strategies were negatively associated
with patients’ perceptions of therapy quality {McCarthy
and Frieze 1999).

Cognitive behaviourism

Finally, the cognitive behaviour model focuses upon the
link between belief systems and behaviour. Difficultics
experienced by a person are regarded as the conse-
quence of dysfunctional patterns of thinking and be-
haviour (Enright 1997). The therapeutic relationship
has been investigated from this approach using two con-
cepts: the self-concept and causal schemata. Behav-
iourism focuses on reinforcing patterns of behaviour
that may facilitate or impede the development of a good
working relationship.

The self-concept is described as a structural repre-
sentation that makes up one’s sense of ‘self’, and once es-
tablished, individuals are said to be motivated to mair-
tain and verify their self-conceptions (Fiske and Taylor
1991). The ‘self> may be best understood asa social con-
cept that is derived from interactions with others (Mu-
ran et al. 2001). This concept is continually revised both
socially and self reflexively through the oscillation of the
subjective, observing T’ and the objective, observed 'm e
(Muran et al.2001). A patient who is unwillingly en-
gaged in psychiatric services may resist incorporating
mental illness into their self-concept on the basis that
they do not regard themselves as ill. Here, therapeutic
resistance may reflect the patient’s need to preserve
meaning in the face of new information presented by
mental health professionals with the aim of holding onto
old constructs that maintain the organisation of their
cognitive system (Safran and Segal 1998). Resistance to
incorporating mental iliness into the self-concept may
also be motivated by the fear of social stigmatisation. In-
deed, denial of illness and social stigrna were identified
by community menta! health care nurses in South Wales
as key barriers to effective care (Fung and Fry 1999).
Furthermore, research conducted for the Department of
Health in the United Kingdom revealed that 80% of
young people believe that having a mental health prob-
lem will lead to discrimination (Department of Health
2001).

Causal schemas, which represent an individual’s be-
liefs and assumptions regarding cause and effect (Kelly
1971, 1972; Berley and Jacobson 1984; Fiske and Tavlor
1991), have been used to analyse professional ap-
proaches to patients on the basis of attributions of pa-
tient responsibility for their illness (Brewin 1988). 1n
psychiatry, medical students tended to be more willing
to prescribe drugs to patients viewed as victims of un-
controllable life stress than to patients whose problems
were viewed as ‘of their own making’ (Brewin 1988).
Hospital staff may provide more or less help for different
categories of patient: Brewin (1988) found that suicide




victims, drug addicts and prostitutes were pronounced
dead more quickly than patients regarded as ‘re-
spectable citizens’ by statl, and resources were allocated
according to moral conceptions of ‘deservingness’. Thus,
a professional’s response to 4 patient may be influenced,
in part, by their causal schemas about illness and their
perception of a patient’s respunsibility for their illness.
It has been suggested that eflicient mental functioning
depends upon the selection of relevant material — and
the exclusion of unwantcd material from entering con-
sciousness - by flexiblc excitalory and inhibitory mech-
anisms (Brewin and Andrews 2000).

Meanwhile, behaviourisn focuses on reinforcing pat-
terns of behaviour that may fucilitate or impede the de-
velopment of a good working relationship through the
process of conditioning (Schaap et al. 1996; Horvath
2000). From this perspective, techniques’ have been de-
veloped to identify positively and negatively reinforcing
behaviours in therapeutic interactions. The moment-to-
moment effects of therapist verbal statements and ther-
apist verbal consequences an client verbal responses
have been analysed to identify potential therapist vari-
ables that may be systematically altered to produce pa-
tient change, namely: positive antecedent stimulus con-
trol and generalised reinforcement  variables
(Procaccino 1998). A “coached client’ method has also
been developed where clients rate interactions with
their counselor from ‘very low rapport’ to“very high rap-
port’, and has been successfully used in professional
training programmes for counseling (Sharpley and
Ridgway 1992).

Discussion

Each approach may offer a unique emphasis in the
analysis of the therapeulic relationship in practice. A
role theory approach may be useful to assess patient and
professional alignment to different role relationship pat-
- terns. Psychoanalysis may offer insight into ‘difficult’ be-
haviour, where transference distortions are brought into
play in the relationship {Hentschel et al. 1997). A sociat
constructionist approach may provide insight into the
possible tension between the narrative that patients
bring into the consultation and the professional’s un-
derstanding of illness {Launer 1999). A systemic ap-
proach emphasises the professional’s awareness of
his/her structural and functional relationship with the
patient in relation to the paticnt’s significant others. A
social psychological approach may emphasise the tangi-
ble and intangible goods exchanged in the therapeutic
context and the social influence strategies employed
(Schaap et al. 1996). A cognitive-behaviour approach
may provide insight into the link between belief systems
and behaviour contributing to, or detracting from, the
development of a good working relationship.

In comparison (o psvchotherapy, psychiatry is an
area that is complicated by heterogeneous treatment
goals and components {c. g. treatment adherence, reha-

561

bilitation, stability rather i1::.0 change, public safety, pre-
vention of relapse, accessin: services), a variable setting
(inpatient hospitals, oulps went wards, day hospitals,
supported housing and hui:i and office visits with com-
munity mental health care ;- ofessionals) and the formal
statutory role of professicon.ds. The professionals, who
attempt to engage with mci. ally ill patients whose clin-
ical diagnoses and symipicni severity vary, come from
different training backgrou: ds (psychiatrists, psycholo-
gists, community psychiat:i. nurses, social workers, oc-
cupational therapists, supp: -t workers). The relative ap-
plicability of the variou- i:coretical approaches will
probably depend on the th. : apeutic actions and aims of
the professional within u rel:tionship at different points
of time over the course of i ny one relationship. More-
over, the fact that any indivi.iual may have relationships
with a number of different }:-olessionals at any one time,
which are interdependent, »-ili also be important. The
extent to which the thearei.zal models can accommo-
date the flexibility of the dix ‘rse settings and situations
that inevitably occur in pevhiatry has yet to be investi-
gated. Supervision and {ruining in psychiatry is often
eclectic or atheoretical; hert 2ver, the complexity of the
settings and the high nunii-er of confounding factors
may be precisely the reascr : 7hy a clearer and consistent
theoretical focus is necded 15 understand the processes
that predict different outveries and also facilitate prac-
tical interventions. An cxp it theory - perhaps diffe-
rent theories for different - ychiatric contexts - would
make it possible to link truir ng and supervision to a full
background of specific thei:: etical and empirical work.
While an integration of the 1:eoretical models would be
ideal, it would probably pi.we difficult to achieve be-
cause each model not on'v requires very different
methodological approaches in research, but also may
imply different views of out.ome, At a later stage of re-
search, when methods on t 15 topic are advanced, it may
be clearer which elements « a positive therapeutic rela-
tionship may be particularty applicable to each particu-
lar setting and which elemci:ts are generic across all set-
tings.

In order to advance this neglected field, where rela-
tionships may be fragile anc unrewarding for both clin-
icians and patients, the theories and their implications
need to be further specifizd . nd empirically tested in re-
search to determine their v.lue in clinical practice. In
naturalistic studies, assessinc nts of the relationship may
be tested for their prognosiic value with respect to es-
tablished outcome criteyii. an approach adapted by
most research in this {ieid . date (e.g. Frank and Gun-
derson 1990; Neale and Ros-itheck 1995). In controlled
studies, models of the ther.seutic relationship may be
used to design specific intct ventions targeted at both a
more positive relationship wnd a better outcome (e. g.
Pricher and Grapters 19901 = othe intervention stae.
ies, including randomised «. .trolled trials of new drugs,
psychological treatments a: * health service configura-
tion, it may be useful to v rmine the extent to which
the therapeutic relationshi} s 2 mediating factor in im-
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proving outcome. Indeed, in a randomised controlled
trial testing the efficacy of pharmacotherapy for depres-
sion (Weiss et al. 1997), it was found that the therapeutic
alliance accounted for between 21 and 56 % of the vari-
ance in outcome. It may therefore be useful to specifi-
cally assess and analyse the therapeutic relationship as a
potentially mediating - or confounding - factor in ex-
isting trials.

Condlusions

Given the conceptual and pragmatic differences be-
tween the therapeutic relationship in psychotherapy or
general medical practice and mental health care, the un-
packing of the presuppositions that have informed re-
search on the therapeutic relationship to date is a useful
first step in determining what concepts are more or less
applicable in this field. It appears that role theory, psy-
choanalysis and systems theory have been applied more
often in research on the therapeutic relationship in psy-
chiatry than social constructionism, social psychology
or cognitive behaviourism. While no theory is more
right or wrong - some may lend themselves more read-
ily to operationalisation (e.g. social constructionism
may be more difficult to operationalise and assess than
role theory). Further specification and empirical testing
of the theories in psychiatric practice will usefully in-
form more pragmatic research and advance specific
concepts for the delivery of effective mental health care.
The end product may be that patients are allocated ac-
cording to their ‘fit’ to what different programmes may
offer in a therapeutic relationship. Alternatively, existing
therapeutic programmes may be generally improved -
perhaps through staff training - so that patients are en-
gaged in a more positive way. Finally, specific internal or
external staff supervision may be employed with a focus
on the patient-professional relationship. While the prog-
nostic value of different interventions may be estab-
lished, knowledge of the theory that informs such dif-
ferences is needed. Finally, a stronger link between
fundamental psychological and sociological research
and applied health care research seems to be required.
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