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ABSTRAGf 

The therapeutic relationship is a concept that has become central to the identity and 

practice of mental health nurses since it "W'ClS formulated by nursing theorists in the 1930s. 

Most commonly associated with the work of the late Hildegard Peplau, the therapeutic 

relationship has been considered both fundamental to nursing generally and to capture the 

unique focus of mental health nursing: interpersonal engagement with consumers of mental 

health services. However this dual role, and the absorption of specialist mental health 

nursing education into generalist nursing education, has left the specialty in a problematic 

si~tion in identifying and articulating its unique contribution to mental health care. This 

problem is at its most acute in inpatient settings where, ironically, mental health nursing has 

its strongest historical roots. 

In this study I have sought to describe mental health nurses' perceptions of the 

therapeutic relationship. Rather than ask, as many previous studies have done, whether 

mental health nurses interact therapeutically with consumers I have sought the views of 

mental health nurses themselves. A constructionist research paradigm has been used to 

develop the research. From within a constructionist paradigm, phenomena are seen as 

socially constructed rather than objectively available for observation. Language is regarded 

not as a transparent medium of description, but as theory-laden. Focus groups were used to 

gather data from experienced nurses in three different practice settings; inpatient care, 

community care and from nurse-therapists. By attending to the group as the focus of analysis 

it "W'ClS possible to develop a broad view of the therapeutic relationship. 

The themes reported here describe the therapeutic relationship as fundamental to mental 

health nursing, independent of theoretical accounts of mental health nursing and mental 

health care, and with a wide scope, from facilitative listening to involvement in coercive 

interventions. The therapeutic relationship in mental health nursing has emerged as a 

phenomenon socially constructed by its development as part of a therapeutic discourse in 

mental health care in the middle of the last century, and through the influence of current 

practice contexts. F rom the description developed in this study it has been possible to make 

recommendations for mental health nursing education, research and practice. 
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Part One. Introduction and literature review 

Chapter One. Introduction to the study 

We shall not cease from exploration 

And the end of all our exploring 

Will be to arrive where we started 

And know the place for the first time. 

T.S.Elia Little Gidding 

Background to the study 

9 

My interest in the concept of the therapeutic relationship began as an anempt to clarify for 

myself the nature of mental health nursing. The therapeutic relationship has become 

fundamental to the identity of the profession (Olson, 1996) and yet does not in itself provide a 

secure or uncontested basis for professional continuity. It may seem somewhat ironic that after 

more than twenty years in mental health nursing I feel sufficiently unsure about the nature of 

my profession to devote a large amount of time and energy to investigating such a fundamental 

aspect of it. Yet inquiry into professional identity cannot be regarded as complete or final. 

Challenges thrown up by economic rationalism, consumerism and changes to the nature and 

scope of professional practice, make reflection on professional identity more, rather than less 

critical. In the urgency to respond to the challenges currently facing mental health nurses it is 

possible to overlook something that is easily taken for granted. 

The rewards gleaned from the process of conceptualising the proJect, revtewmg the 

literature and conducting the study have amply justified the effort involved. While I would 

hesitate to claim that I 'know' what the nature of the therapeutic relationship in mental health 

nursing is, I at least have a clearer idea of how it is constructed in the nursing literature and in 

the thinking of some practitioners. Although the nature of therapeutic relationship appears 

more, rather than less problematic, I am more confident that the concept has meanings which, 
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although they may not be specific to mental health nursing, are significant for the discipline, 

and which need to be recognised and nunured. 

As I immersed myself in the literature of mental health nursing and in the wider mental 

health nursing discourse, it seemed at times that the study was limited by its focus on a single 

construct with a relatively small group of nurses. However as the study progressed I became 

aware that by focusing sharply on a single construct, the therapeutic relationship, wider issues 

that impinge on mental health nursing became more apparent. The issue of the role of 

theoretical, as distinct from practical knowledge, was one of these issues. It is apparent from 

both the literature and from the accounts of participants, that theoretical knowledge plays a 

varymg role in clinical practice. While the more structured nature of the work of the nurse

therapists lends itself to practice structured according to formal theories, the less structured 

nature of the work of inpatient nurses appears less amenable to such fonnal theorising. 

However, even for the nurse-therapist group, theory had its limitations and the group drew on 

both theoretical and experiential resources in their attempt to develop an account of the 

therapeutic relationship. 

The concept of the therapeutic relationship was meaningful to all groups of nurses, albeit in 

different ways. While it is a concept located within the theoretical tradition of psychodynamic 

psychiatry it serves as an implicit, rather than formal theoretical understanding for the 

participants in this study. 

It appears that as nurses move away from inpatient care it becomes easier to appropriate a 

range of theoretical resources with which to extend their practice. The concept of the 

therapeutic relationship has enabled mental health nurses to conceptualise their practice as 

beneficent and therapeutic rather than custodial However, in inpatient care there has been 

minimal development of concepts of care which recognise the changeable and unpredicatable 

nature of the inpatient context. Discussion of this problem in the literature was reflected in 

inpatient nurses' predominantly practical accounts of the therapeutic relationship. 

A significant finding is that mental health nurses appear to have a distinct ethical orientation 

to mental health care, that allows assertive, even coercive interventions to be conceptualised as 

therapeutic. While the potential of this conceptualisation to lead to ethically unjustified 
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paternalism needs to be recognised, it also allows nurses to maintain a stance of therapeutic 

involvement in circumstances in which unqualified respect for autonomy might not be in 

consumers' wider interests. 

Another issue that I became acutely aware of in the course of the srudy was the significance 

for mental health nurses in New Zealand of the dearth of indigenous mental health nursing 

literarure. New Zealand like many other former colonies, is in the posicion of having imported 

a British system of psychiatric care (Sutch, 1966) and general education (Dakin, 1973), while, 

especially recently, having absorbed American influences in nursing education (Ouistensen, 

n.d.; Litchfield1 n. d.). 1bis might be expected to influence themes in accounts of mental health 
-

nursing. Because of the lack of literarure, New Zealand mental health nurses are unable to 

locate their self understanding within their own history, but are obliged to see themselves in 

terms of the British history of mental health nursing. 1bis thesis goes some way towards 

addressing this issue, but there still remains a significant lack of research and literarure on 

mental health nursing in New Zealand. The historical background of mental health nursing in 

New Zealand is yet to be fully explored. 

I am particularly interested in how the concept of the therapeutic relationship interacts with 

other theory, and with models of therapy and care that make up the diversity of mental health 

nursing practice. The construction of rational accounts of practical activities such as nursing is 

fraught with the difficulty that a theoretical account can never do justice to the complexity of 

skilled practice (Schon, 1992). The dilemma this creates for nurses is that their practice must 

nevertheless be explained, justified, defended, articulated and taught. Ar least part of this 

process requires the construction in language of accounts (Tilley, 1995). In rum the accounts 

created influence practice, either through the deliberative application of developed theories, or 

through the prerefleccive embedded knowledge of practice. 

Previous literarure has focused on the adequacy of nurses' theoretical accounts, sometimes 

finding that nurses are unable to articulate their practice in terms of either a theoretical 

perspective (Altschul 1971, Cormack 1976, Howard 1983) or a professional discourse (Morrall, 

1998a). Other literarure has provided inductively derived accounts of practice that suggest a 

coherent rationale for practice and the development of complex, yet sometimes invisible 

practical skills (McElroy 1990; O'Brien, 1999; Tilley 1995). The current srudy focuses on 
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nurses' perceptions of the therapeutic relationship and their integration of other theoretical 

frameworks with this central concept. 

Constructionist theory has underpinned the research in terms of both the methods used and 

the conceptual lenses brought to bear on the data. By viewing the data within a constructionist 

framework, particularly through the work of Berger and Luckmann (1966), Gergen (1985) and 

Burr (1995), it has been possible to situate the therapeutic relationship within the therapeutic 

discourse of the mid-twentieth century, and to understand the therapeutic relationship as a 

socially constructed phenomenon. 

Research aims, purpose and questions 

The research aimed to document experienced mental health nurses' perceptions of the 

therapeutic relationship in their practice. The purpose was to develop an account of the 

meanings given to this concept which has contributed significantly to the development of the 

identity of mental health nurses. The therapeutic relationship has been described in formal 

theories of nursing (Orlando, 1961; Peplau 1952/ 1988; Travelbee, 1971) that form the basis of 

undergraduate curricula and text books (Keltner, Schwecke, & Bostrom, 1999; Stuart, & Laraia, 

1998). Nurses are also expected to integrate a wide range of research and different theoretical 

frameworks into their practice. It was therefore thought useful to talk directly to practitioners 

about their perceptions of the therapeutic relationship and the theoretical resources underlying 

their practice. 

Three specific questions structured the research. Theywere; 

1. What are experienced mental health nurses' perceptions of therapeutic 

relationships in their practice? 

2. Are there differences between inpatient, community based nurses and 

nurse-therapists in the way the therapeutic relationship is perceived? 

3. How do nurses integrate other conceptual models of mental health care into 

their practice? 

The research was intended to describe how panicipants perceive their practice, using the 

therapeutic relationship as a means of exploring those perceptions. Thus there are many 

important questions that this research does not address and cannot answer. Consumers' 

perceptions are not explored, and the effectiveness of nursing action is not considered. The 
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contribution of the srudy to the understanding of nursing practice must be seen in the light of 

its specific focus, the perceptions of practitioners. 

A note on terms 

In the nursing literature a number of terms have been used to refer to what I call in this 

srudy, the therapeutic relationship. My reason for using this, rather than a similar term 

(interpersonal relationship, nurse-patient relationship, human-to-human relationship, helping 

relationship, therapeutic alliance), is that the term was suggested by participants in an earlier 

srudy as central to their practice (O'Brien, 1999). I also found that the term had a ready 

resonance with practitioners in talking about their practice. This choice of term was confinned 
-

in the process of data collection when participants readily engaged in discussion about it. 

There are two other terms, and associated variants, that occur frequently in the mental 

health and mental health nursing literature, about which there is no consensus and which are 

freighted with meaning and ideology no matter which variant is used. They are; 'mental health 

nurse' and 'consumer'. In using these terms I have taken a position in relation to professional 

identity and within the discourse of mental health care. What follows is a brief explanation for 

these choices, although it is acknowledged that equally cogent reasons could have been 

advanced in support of some of the alternatives. I will also explain the reasons for a certain 

amount of variation in the use of these terms within the body of the thesis. 

I have used the term 'mental health nurse' in preference to the alternatives of 'psychiatric 

nurse' or 'psychiatric/ mental health nurse'. My reasons for this are partly pragmatic and partly 

ideological. Firstly, the term 'mental health nurse' is the preferred title used by the professional 

body, the Australian and New Zealand College of Mental ffealth Nurses which speaks on 

professional issues for nurses working in the areas of mental health and psychiatric care in New 

Zealand. While I do not wish to foreclose on valuable debate in this area I find it useful to use 

a consistent term that is widely understood and accepted by nurses, policy makers and other 

professionals. It is my observation, and I do not insist that it is irrefutable, that the term 'mental 

health nurse' most closely meets the first of my criteria, that of pragmatism The second 

reason, based on ideological grounds, is that the term 'mental health nurse' enables me to focus 

on what my raisw d' etre as a nurse working in this area is; the improvement of mental health. I 

believe the term 'psychiatric nurse' is too narrow to serve this purpose and carries more than a 
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little ideological residue of the (successful) attempt by medicine to define and delimit the focus 

of mental health care to the treatment of illness. While there may be important and defensible 

reasons for favouring the term 'psychiatric nurse', I believe it is in the interests of nurses and 

consumers to offer, through the strategic use of language, an alternative to the psychiatric 

model of mental health care. In some instances, for reasons of ease of expression, the term 

'nurse' is used to refer to the mental health nurse. 

The choice of the term 'consumer' to refer to those who receive mental health services is 

more problematic, for the reason that professionals cannot claim an uncontested right to 

language in this area, and must be responsive to the wishes of those they serve. Many nurses 

and other professionals, and many consumers themselves use the term 'patient' because they 

believe it to be an accurate reflection of the nature of mental health services, and importantly, 

to clearly reference the ethical responsibilities of professionals in health care (Sharma, Whitney, 

Kazarian & Manchanda, 2000). There can be no final rebuttal of this argument. It might come 

down to the fact that some people prefer it, and I would not deny them that preference. What 

is more problematic is settling on an alternative. A bewildering array of options is on offer, 

client, consumer, user, person in care, service user, and in New Zealand 'tangata wbaiora' (user 

of mental health services). I have opted for the term consumer, and as with the preceding 

discussion of the appropriate term for nurses, I make no claim to have established what the 

'right' term is. 'Consumer' is a particularly problematic term in relation to mental health care, as 

the connotation of an individual making free choices in a fair market can hardly be said to fit 

the mental health context, where care is often legally coercive, and choice is severely 

constrained. However an existing lack of choice in the mental health system should not mean 

that the commitment to maximising choice should not be acknowledged. This is what I see as 

the strength of the term 'consumer'. It appropriates a market discourse with entitlements to 

autonomy and choice. Discourses both create and foreclose on claims to knowledge and power 

(Burr, 1995). In the discourse of consumerism a claim to choice is made without having to 

appeal to 'patient rights'. Consumers have rights that patients find difficult to assert. 

There are significant philosophical and political issues involved in asserting an identity as a 

consumer, not least of which is that consumer ideology could be said to have constrained, 

rather than facilitated, fairness and choice in many areas of social life. However I believe that 

use of the term 'consumer' is a legitimate attempt to appropriate the dominant discourse of the 
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market in the interests of one group whom market ideology otherwise exploits. For this reason 

I am prepared to put up with apparent inconsistencies, in the hope that just as 'patient' has 

come to embody a set of moral responsibilities not apparent in predecessors, such as 'inmate', 

'consumer' will come to acquire a valuable situated meaning referring to legitimate rights that 

other terms would not necessarily imply. 

Throughout the text of this thesis there are some departures from this statement of 

preferences. At times the historical or other context of the discussion suggests that the use of 

different terms would make for clearer reading, and at those times, which are relatively few, 

other terms have been used. For the terms mentioned in this section I have also not followed 

the . pedantic contrivance of using the term 'sic' to denote that a term is reproduced in its 

original context, where the original use is a matter of preference, rather than a grammatical 

error. All terms included in quotation marks are those in the original text. 

Organisation of the thesis 

The thesis is presented in four parts, Introduction and Lterature review (Pan One), 

Methodology and methods (Part Two), Results (Part Three) , and Discussion and conclusions 

(Pan Four). Each pan is presented in separate chapters. 

Part~ Literature Reriew 

Part One comprises an introduction to, and overview of the study, and a second chapter 

that explores the literature around the concept of the therapeutic relationship. The historical 

development of the concept is discussed, and its contemporary forms are considered. While 

most of the available literature is either British or American, the small amount of New Zealand 

literature is also reviewed and sho"WS that international trends have in most cases been mirrored 

by New Zealand developments. The exception is an absence of a New Zealand literature 

relating to nurse-therapists. The literature review provides a basis for some conclusions about 

the place of the therapeutic relationship in mental health nursing and the need for research in 

this area. 

Part T ua M etfxxJ.da;y and rr:ethids 

Part Two outlines the research methodology and methods and is presented in five chapters. 

In Chapter One the nature of the constructionist approach to research used in this study is 
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outlined. Different approaches to constructionist research are reviewed and the location of the 

study within this literature is described. Chapter Two reviews the literature on focus groups, 

the method of data collection used in the study. Different approaches to focus group research 

are considered in Chapter Two, and the relationship of focus groups to the constructionist 

research paradigm is outlined. Cbapter Three considers the ethical issues raised by the research, 

and outlines measures taken to conduct an ethical study. Chapter Four outlines the sampling, 

data collection and analytic processes used. Both focus group and general qualitative research 

literature informed the process of analysis, and the blending of these influences in the current 

study is discussed. In O!apter Five the issue of soundness is discussed and steps taken within 

the research process to promote soundness are outlined. 

Part 7hree Description if the study and rr:searrh them:s. 

Part Three is presented in four chapters. Chapter One provides a description of the study 

participants' areas of employment, categories of registration, gender, length of clinical 

experience and educational background and a broad outline of the research themes. The three 

themes that were developed in the process of analysis are outlined individually in Cbapters 

Two to Four. 

Part Fau. Dismssionand condusions. 

In this part of the thesis the research themes are considered in relation to both the research 

methodology and the other mental health nursing literature. In Chapter One significant 

features of the themes are suggested, and the contribution of the study to the understanding of 

practitioners' perceptions of the therapeutic relationship is discussed. A discussion of medical 

literature on the therapeutic relationship provides a contrast with the views of participants 

described in this study. O!apter One also reviews the process of the research and reflects on 

the therapeutic relationship as a socially constructed phenomenon. Chapter Two reviews the 

implications of the study for mental health nursing practice, education and research. 
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Part One, Chapter Two 

Literature review. The therapeutic relationship in mental health nursing 

Introduction 

1his section revieVJS the literature on the therapeutic relationship in mental health nursing 

drawing on a range of material from early accounts of attendants' intetpersonal practices, and 

fonnal theoretical formulations developed in the mid-twentieth century, to recent textS and 
-

policy documents. The review shoVJS the emergence of a concept that has come to signify and 

define mental health nursing, although it is by no means unproblematic. Nor is it clear that in 

using the term 'therapeutic relationship' or its variants, mental health nurses are referring to a 

unique or consensual body of knowledge or set of practices. 1his is particularly clear in 

criticisms of use the term 'nurse-therapist', which some writers have taken to imply that mental 

health nursing is not generally therapeutic. Nevertheless, the concept of the therapeutic 

relationship continues to perform an important function in the consciousness of mental health 

nurses. 

There are some difficulties involved in developing an adequate account of the development 

of ideas about the relationships between mental health nurses and consumers. One of the main 

difficulties encountered was the lack of historical material on mental health nursing. Most 

historical scholarship has focused on the work of medical superintendents, or the experience of 

consumers; there has been little work on the attendants' contribution to mental health care. 

This point is acknowledged by Smith (1988) and I have taken it up in a separate paper 

(O'Brien, 2000) . A second difficulty was the lack of New Zealand material, both historical and 

contemporary. 1his has meant that the account provided here has drawn heavily on British and 

United States sources. The New Zealand pattern of asylum provision was modelled on that of 

Britain (Sutch, 1966), and latterly, nursing education and healthcare provision have been 

influenced by developments in the United States (Ouistensen, n. d.; Litchfield, n. d.). 1his 

means that there is some validity in drawing on these sources of literature. However the 

patterns of social organisation of New Zealand society are not an exact mirror of either Britain 

or the United States, meaning that comparisons should be made with caution. 
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The concept of the therapeutic relationship as a formalised account of mental health 

nursing developed out of a change, in the middle of this cenrury, from a focus on the 

consumer as fundamentally flawed by disease and dysfunction, to a focus on the professional's 

behaviour and its effects on the treatment process (Smoyak, 1993). Institutional practices such 

as those described by Goffman (1961), were associated with exclusively intrapersonal and 

biological beliefs about mental illness, and were considered to contribute to, rather than 

alleviate the distress of mental illness. The concept of the therapeutic relationship grew out of 

the interpersonal relations theory of Peplau and others and was part of a general development 

of therapeutic discourse in Western psychiatry. It has been given different interpretations in 

dif~erent contexts, and its meaning is often implicit rather than explicit. This review will discuss 

the origins and development of the concept of the therapeutic relationship in mental health 

nursing, drawing on American and British sources, showing how those influences are reflected 

in New Zealand literature. The literature shows that while the therapeutic relationship has been 

a central concept since its introduction, it is not unproblematic. A number of critiques of the 

therapeutic relationship have developed, and alternative models of relationships between 

nurses and consumers have been proposed. The therapeutic relationship is not always reflected 

in theoretically informed practice, and serves rhetorical functions sometimes in defence of the 

very institutional practices it was developed to change (Porter, 1993). In the context of mental 

health care in the 21st cenrury, present concepts of the therapeutic relationship are not by 

themselves theoretically or practically adequate to meet the multiple needs of nurses and 

consumers. 

Interpersonal relationships in the early asylums 

Recognition of the influence of relationships with caregivers on the course of mental illness 

has a long history, and was a feature of moral approaches to care developed as far back as the 

18th cenrury (Grob, 1966). Early examples are found in the asylums of France and England. 

Jean-Baptiste Pussin, an attendant., was the 'Governor' of Bicetre in France and implemented a 

regime of moral treatment prior to the appointment of the more well known Pinel who was 

appointed in 1793 (Walk, 1961). At around the same time Tuke, (1813/1964) initiated moral 

treatment at the Retreat at York in England. Attendants under the direction of Matron 

Catherine Allen and Head attendant George Jepson were encouraged to engage with their 

charges in order to distract them from their distress and restore their ability to maintain 



19 

relationships. Moral treatment such as that carried out at the Retreat at York has been 

described as based on interpersonal relationships (Weir, 1992), and the role of attendants in the 

success of this approach to care has been recognised by Russell (1988). However as Omng and 

Nolan (1994) make clear, the influence of medical dominance in the 19th century prevented the 

development of any account of attendants' care other than that dictated by the medical 

profession. The transformation from attendant to nurse saw no change in the fonnal 

conceptualisation of practice, which continued to follow the direction set by psychiatric 

medicine in the 19th century. Under medical domination nursing was socially constructed as 

subservient and acquiescent, and ethically as bound by duty (Gastmans, 1998). It was not until 

the middle of the 20th century that a fonnalised account of nursing was developed 

independently of medicine. It is perhaps ironic, therefore, that the first fonnal theory of 

nursing owed more to the abandoned interpersonal approach of moral treatment than the 

medical conceptualisation that had replaced it, with spectacular lack of therapeutic success, for 

almost 100 years. 

The influence of nursing theorists 

Nursing theorists, exclusively from the United States, developed a variety of theoretical 

conceptualisations of therapeutic relationships between consumers and nurses in the period 

between 1947 and 1971. Those considered here are Render, Peplau, Orlando, Leininger and 

Travelbee. Early accounts such as those of Render (1947, cited in Render & Weiss, 1959) and 

Peplau (1952/ 1988) were based on psychodynamic and humanistic theory and were considered 

to apply to nursing in all contexts. They were aimed at addressing the consumer as person or 

subject, rather than object, and ·were focused on provision of nursing care that addressed the 

consumers' psychological and social needs in the context of a relationship. Render published 

an interpersonal account of nursing in 1947 (Render & Weiss, 1959) in which the emphasis was 

on the contribution of nursing to mental health care, rather than on the role of the nurse in 

maintaining order and acting as a proxy for the psychiatrist .. Render's account is the earliest 

available attempt to systematise nursing as a therapeutic interpersonal relationship, although 

Peplau's !rrterpersavl relati.oos in nursirg (Peplau, 1952/ 1988) is frequently credited as providing 

the earliest theoretical formulation of nursing as a therapeutic relationship. Peplau developed 

her theory for nursing in all contexts, although it has held its most enduring place in mental 

health nursing. Render and Peplau shared a psychodynamic orientation, and a conviction that 
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their interpersonal conceptualisations of nursing were at once foundational to nursing and a 

basis for the specialty of mental health nursing. The influence of interpersonal thinking on 

mental health nursing is evident in Gwen Tudor's landmark study of mutual withdrawal 

(Tudor, 1952). 

Peplau's influence is also apparent in the work of some of her pupils such as Caire Fagin, 

who contributed to the development of the concept of mental health nursing as a therapeutic 

interpersonal relationship (Olson, 1996). A student of Peplau at Teacher's College, Colwnbia 

University, Fagin was originally trained in psychoanalytic approaches to mental illness. 

However her views on nursing practice v;ere firmly interpersonal (Fagin, 1967), an apparent 

disparity she explained by reference to the inescapably interpersonal nature of mental health 

nursing (Fagin, 1996, p. 11). In this view the influence of Peplau is conspicuous. 

Neither Render nor Peplau appear to have used the term 'therapeutic relationship' to refer 

to nursing in their major works, although both used the term 'therapeutic' in discussing the 

effect of nursing care, and the concept of relationship as the means of achieving a therapeutic 

effect. Render and Weiss (1959) provide a multitude of examples of nursing activities that they 

describe as therapeutic, although they appear to regard this 'therapeutic nursing' as supportive 

of the conswner's primary therapeutic work, which is with the doctor. Peplau (1952/1988, p. 

16) is more confident of the primary therapeutic role of nursing, describing nursing as " .. . a 

significant, therapeutic, interpersonal process." Fagin (1967), perhaps reflecting the influence of 

her role in preparing graduate nurses for practice as therapists, describes nursing in terms of 

structured, scheduled, individual and group therapy, as well as therapeutic interpersonal 

involvement that develops as part of nursing involvement with consumers through day to day 

care. 

It has been noted that the early nursing theorists discussed so far developed their theories 

for nursing in all contexts, not just psychiatric or mental health nursing. 1b.is is reflected in the 

work of Orlando who developed a psychodynamic theory of nursing (Orlando, 1961). 

Orlando's clinical background was in medical and surgical nursing, and the research that led to 

the development of her theory was carried out with undergraduate students in the medical and 

surgical nursing components of the basic curriculwn, with the aim of integrating mental health 

concepts into that curriculum (Schumacher, Fisher, Tomey, Mills & Sauter, 1998). Orlando's 
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theory formed the basis of a graduate programme in mental health and psy1:hiatric nursing 

(Schumacher et al., 1998). The theory shares with that of Peplau a focus on interpersonal 

relationships, and it might be assumed that Orlando was influenced in the development of her 

work by Peplau's publications. However Orlando's major work (Orlando, 1961) contains no 

bibliographic references. Forchuk (1991) notes theoretical similarities in the work of Peplau 

and Orlando. The relationship between nurse and consumer is the focus of both theorists' 

work However where Peplau envisages a long term relationship, Orlando's focus is on 

immediate needs of the consumer (Forchuk, 1991). The difference in the scope each accords to 

the relationship between nurse and consumer, may be to do with the fact that Peplau 

dev~loped her theory in a psychiatric nursing context, while Orlando developed a similar 

construct based on observations made in a medical and sw-gical context. 

Another formulation of the therapeutic interpersonal relationship in nursing is provided by 

Hofling, Leininger, and Bregg (1967). Originally published in 1960 by Holling and Leininger, 

this has been described as one of the first basic psychiatric nursing texts (Welch et al., 1998). 

Working within a psychodynamic framework, these authors emphasise the importance of the 

relationship between nurse and consumer to the consumer's well being. They provide a 

definition of the therapeutic relationship as " ... an interaction process ... in which the nurse 

offers a series of pwposeful activities and practices that are useful to a particular patient." 

(Hofling, Leininger, &Bregg, 1967, p. 31). 

Travelbee (1971) uses the terms "human-to-human" relationship and "nurse-patient 

interaction" to characterise nursing. A human-to-human relationship is distinguished from 

nurse-patient interaction by the fact that the human-to-human relationship is not qualified: "A 

human-to-human relationship is good, is helpful and the ill person's needs are met." (Travelbee, 

1971, p. 121, italics original). By contrast, in nurse-patient interactions, nurse and patient 

encounter each other as stereotypes, rather than as unique human beings. Patients' needs are 

met inconsistently or may not be met at all. In Travelbee's theory, the therapeutic use of self is 

a characteristic of the nurse and incorporates the other distinguishing characteristic, a 

disciplined intellectual approach to problems to create the "educated heart and the educated 

mind" (Travelbee, 1971, p. 19). In the writing of Travelbee the humanistic focus of Peplau has 

shifted to an existential orientation to nursing, in which the human relationship is considered 

almost to transcend its original pwpose in meeting the health needs of the consumer, and to be 
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an end in itself. It is notable in this context that Travel bee makes no reference to psychiatry or 

mental health, and it is apparent that the focus of nursing has become one of finding meaning 

rather than solving specific problems. 

Interpersonal theoretical formulations of nursing originated in the 1940s as nurses began to 

define their distinctive contribution to mental health care and continued to develop over the 

next two decades. Inpatient psychiatric care, and in the case of Orlando, medical and surgical 

care, provided the basis for early theories influenced by psychodynamic and humanistic 

psychology, although these theories were considered to apply to nursing in all contexts. The 

theories discussed here focused on psyc.b..iatric and mental health care, either in clinical practice 

or fn the integration of interpersonal concepts into basic nursing education. While they present 

different perspectives they all focus on the interpersonal relationship between nurse and 

consumer as the essential core of mental health nursing. The humanism of these theories is 

evident in the central place accorded the person of the nurse in the therapeutic process. This 

was in contraSt to the centrality of Nature in the nursing philosophy of Nightingale 

(Nightingale, 1860/1992), and the place accorded biology in the psychiatry which dominated 

the institutional settings in the middle of the 20th century. While later theorists have also 

emphasised, and in some cases developed, interpersonal aspects of nursing (e.g. Benner & 

Wrubel, 1989; Parse, 1981; Watson, 1979, 1985) their work must be regarded as derivative on 

that of the theorists who defined nursing in terms of therapeutic interpersonal relationships. 

Interpersonal influences in British mental health nursing 

Developments in the United States were mirrored by changes in the conceptualisation of 

mental health nursing which occurred simultaneously, but apparently independently in Britain 

(Ritter, 1997a). Two major influences were apparent in postwar British psychiatry; the 

therapeutic community, and open-door asylums. Ritter (1997a) links development of 

interpersonal approaches in mental health nursing to the former, but not the latter. Nursing in 

therapeutic communities was psychodynamically oriented, requiring both self awareness and 

skill in dealing with interpersonal processes such as transference and countertransference 

Gackson & Cawley, 1992). The influence of nursing theorists is not apparent in British 

literature in mental health nursing until it began to be used as a critique of practice in the 1970s. 

British mental health nursing author Barker (1993) states that he became acquainted with 
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Peplau's work late in his career, which began in the 1960's. However other interpersonal 

influences were apparent in British mental health nursing from the 1950s onwards. 

Development of intetpersonal approaches in British mental health nursing appears to have 

been uneven. A study of nurses employed in ten British psychiatric hospitals revealed that 

while those working in therapeutic communities learned to practice within the emergent 

psychodynamic framework, nurses in traditional settings continued to emphasise order and 

control (Caine &Smail, 1968). Nurses' training gave them little or no help in the understanding 

and management of human relationships, despite this being " .. . the most essential qualification 

of the modem mental nurse." (Martin, 1968 cited in Nolan, 1993a, p. 129). 

Nursing theory provided a critical lens for Altschul's 1971 study of nurse-patient interaction 

(Altschul, 1971). Th.is study focused on nurse-patient interactions in four inpatient wards in 

Scotland and found that there was a relatively low level of interaction. Altschul used the work 

of Orlando, Leininger and Peplau to justify her claim that therapeutic relationships should be 

built on interaction between nurse and patient. She found that there was a lack of acceptance 

by nurses and nursing administrators of the value of relationships between nurse and patient, 

and considered that they could not therefore become therapeutic. 

Early developments in interpersonal relationships in nursing in Britain have been described 

by Reynolds and Cormack (1990, p. 4) as "unsystematic and random" with "no theoretical 

undetpinnings". They regard pharmacological developments as having provided the basis for 

the development of interpersonal models of nursing, although they acknowledge that this view 

is contentious. It is interesting to speculate that it may have been the absence of an identifiable 

theory that led Reynolds and Cormack to conclude that pharmacological interventions 

provided the basis for interpersonal models of nursing. Theory has been considered essential to 

'explain' nursing intervention, although very often accounts are provided in more 'common 

sense' tenns (Tilley, 1995). However, Peplau's theory predated by a number of years the 

introduction of definitive pharmacological agents such as chlotpromazine, indicating that at 

least in the United States, intetpersonal models of nursing developed prior to and 

independently of pharmacological agents. No British nursing theorist emerged at this time to 

develop a nursing theoretical framework to conceptualise the interpersonal practice of mental 

health nursing. 
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New Zealand nursing literature 

Moves towards an interpersonal model of care are also evident in New Zealand nursing 

literature from the same period. The small amount of literature available reflects themes 

evident in the United States literature; that therapeutic relationships between nurse and 

consumer should replace custodial models of care, and that concepts of therapeutic 

relationships should inform general nursing education. In response to the question 'what is 

psychiatric nursing?' McEwan (1961) signals a change from a custOdial to a therapeutic role. 

McEwan observes that "It used to be thought sufficient that the psychiatric nurse be a passive 

watcher and guardian ... " (1961, p. 13) and goes on to describe the new interpersonal focus of 

ed~cation and practice of mental health nursing. In a later article the same author discusses the 

place of interpersonal relations in nursing generally, stating that " ... these studies should be the 

basis of the student's introduction to nursing ... " (Raboobi & McEwan, 1968, p. 7). Although 

the term 'therapeutic relationship' is not mentioned in either of these publications, the 

emphasis on an interpersonal model of nursing is a shift away from the institutional and 

custodial roles, which is clearly consistent with the concept of the therapeutic relationship as it 

is described in overseas literature. 

In what appears to closely reflect changes in the United States and Britain, Bazley, Cakman, 

Kyle, & Thomas (1973) describe interpersonal relations as the basis of all nursing, elaborating 

on specific characteristics of the nurse-patient relationship in psychiatry. Referring to the nurse

patient relationship as a therapeutic relationship, Bazley, Cakman, Kyle, & Thomas (1973, p. 

14) describe this relationship as a "human relationship with goals defined by patients' needs". 

Bazley (1973), writing specifically about the New Zealand context, considered the therapeutic 

relationship between nurse and consumer to be the basic skill of psychiatric nursing and 

maintained that it was expected that consumers receive benefit from the relationship. Some 

issues arising from the appropriation of 'human relations' as the basis for a generic nursing 

cuniculum are discussed later in this chapter. 

It is apparent that the conceptualisation of mental health nursing as a therapeutic 

relationship was part of an international trend, albeit one that was variable across different 

settings. Originating in the work of psychiatric nurses such as Render and Peplau, the concept 

was nevertheless considered from its beginnings to apply to nursing in all contexts. The dual 

purpose served by the therapeutic relationship in the clinical practice of mental health nursing 
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and in nursing education has continuing implications for the specialty of mental health nursing 

which will be discussed later. Attention now focuses on influences arising as a result of mental 

health nursing's direct relationship with medicine. 

Influence of medical interventions 

While the development of the therapeutic relationship has so far been explained by 

reference to theoretical conceptualisations reflected in the nursing and related literature, 

another set of influences can be discerned. These have less to do with the theoretical 

conceptualisation of mental health nursing and more to do with the impact of medical 

interventions on mental health nursing practice. 1his view was alluded to by the observation of 

Reynolds and Cormack (1990, p. 4) that pharmacological interventions provided the basis for 

the development of interpersonal models of nursing. It has already been pointed out that 

Peplau's interpersonal theory predated the availability of effective medications. Moreover, 

Smoyak and Skiba-King (1997) note that even when early antipsychotic medication became 

available, Peplau did not include psychopharmacology in her lectures. According to these 

authors " ... students in training were given the clear message that the appropriate focus of 

study was interpersonal relationships" (Smoyak & Skiba-King, 1997, p. 17). 

While pharmacological developments may not have contributed directly to the evolution of 

interpersonal approaches to mental health nursing, other physical interventions may have 

played a part. The discussion on this aspect of the development of the therapeutic relationship 

draws on Truman's (1984) account of the development of mental health services in the 

Wellington region between 1945 and 1978. Throughout the 1940's a range of physical 

treatments were introduced into psychiatric care. Cardiazol, electroconvulsive therapy, insulin 

coma therapy and leucotomy were interventions introduced in order to treat conditions 

previously regarded as untreatable. These treatments had the effect of diverting nurses from 

the roles they had occupied in supervising consumers in farming, laundry and other activities. 

Nurses' new involvement in medical treatment contributed to a reconceptualisation of their 

role as contributing to treatment. While perhaps not 'therapeutic' in the interpersonal sense 

defined by Peplau, it was a significant shift in that the new role was not primarily custodial. 

Peplau's work had not been published at this time, and its influence in New Zealand was more 

than a decade away. Truman (1984) has used psychiatric nurses' registration examination 

papers to illustrate how this change in focus came to gain official recognition by nursing's 
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governing body. Questions in the registration examinations began to focus less on maintaining 

order, and more on the new physical interventions. Similar changes have been noted to have 

occurred in Britain during the same period (Nolan, 1993a; 1993b). Truman (1984) notes that a 

number of nurses responded to this change by resigning their nursing positions and taking 

employment as hospital gardeners and farm workers. A similar trend away from supervisory 

roles was noted at Kingseat Hospital in the early 1960's (Kingseat Hospital, 1982, p.lS) 

although there is no indication of staff changing employment. It is apparent that this 

redefinition marked a break with a role based on custodial care in favour of medical 

interventions. This change may have laid a foundation for nursing care based on the new 

COf!Cept of the therapeutic relationship by casting nursing in a therapeutic rather than custodial 

role. It is perhaps a moot point whether the 'therapeutic relationship' offered more benefit to 

conswners than supervision of farm and other work, and it is not insignificant that 

occupational therapy, a theorised practice of organising activity as therapy (Ludwig, 1993) 

developed steadily in New Zealand at this time (Skilton, 1981). There is a significant historical 

and conceptual relationship between mental health nursing and occupational therapy in New 

Zealand that has not yet been fully explored. 

The therapeutic relationship in mental health nursing can be understood as part of a general 

development of a therapeutic discourse in mental health care. An increase in the use of medical 

therapeutics legitimised a shift in the focus of nursing from work supervision and management 

of conswners' activities of daily living, to providing the necessary care of patients receiving 

dangerous medical treatments. This therapeutic role may have created the conditions that 

enabled mental health nursing to be conceptualised as a therapeutic relationship. The 

therapeutic relationship challenged existing nursing practices because, unlike therapeutic 

relationships, work supervision and management of activities of daily living could not be 

justified by a recourse to theory. The actions of some nurses in resigning their positions to 

work as farm labourers reflect a pragmatic rather than theoretical approach to the care of 

people with mental illness. The conflict between these two approaches is as relevant now as it 

was then and this is reflected in contemporary debates about the relative value of practical and 

theoretical knowledge (Benner, Tanner & Olesla, 1996; McElroy, 1990). 
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The therapeutic relationship in recent mental health nursing texts 

A review of selected contemporary psychiatric-mental health nursing texts reveals that the 

therapeutic relationship continues to feature as a theme in the theoretical preparation of nurses 

for clinical practice. Reynolds and Cormack (1990, p. 11) state that " ... the primary function of 

the psychiatric nurse is a psychotherapeutic one". Although they also mention custodial and 

medically-supportive roles, these are seen in terms of their potencial for therapeutic work 

between nurse and consumer. Reynolds and Cormack's text outlines a variety of models of 

therapeutic intervention used by nurses. Some models describe therapist roles while others are 

developed to inform more routine nursing practice. In Keltner, Schwecke and Bostrom's 

(1999) Psy:hiatric11U1Si17& Schwecke (1999) contrasts "therapy'' with "therapeutic nursing". While 

the former is structured, formalised and planned, the latter is "pan of an overall therapeutic 

picture" (p. 125) and assists the consumer to process feelings and thoughts as they occur. 

Schwecl{e explains that many consumers cannot tolerate therapy but can benefit from 

"therapeutic encounters" (p. 125) which may be informal and spontaneous. Therapeutic 

relationships vary between brief encounters embedded in the day to day activities of the 

inpatient unit and long term contact, and may involve multiple nurses. This also seems 

consistent with Fagin's (1967) view that mental health nursing involves both structured therapy 

and 'therapeutic involvement' in day to day care. Schwecke urges nurses to distinguish social 

from therapeutic relationships, calling to mind Peplau's distinction between 'meaningful 

communication' and 'social chit chat' (Peplau, 1960). Peplau's interpersonal theory provides the 

basis for much of the discussion of the therapeutic relationship in this text. 

Stuart and Laraia's Stuart ar¥1 s~mien's prin:ipk ar¥1 practia! if psy:hiatric 17U1Sb-g (1998) contains 

a chapter titled "The therapeutic nurse-patient relationship." In this chapter the therapeutic 

relationship is defined as " ... a mutual learning experience and a corrective emotional 

experience for the patient." (Stuart, 1998, p. 18). The basis of a therapeutic relationship is 

explained in terms of Rogerian helping relationship theory, and nurses are described as helpers 

who "must be therapeutic" (p. 18). Although she does not explicitly state as much, Stuart 

discusses nursing as therapeutic, but not as therapy. The theoretical influences of the chapter 

are those of writers such as Berne, Carkoff and Rogers, whose work might in other contexts be 

regarded as describing models of psychotherapy or counselling. Discussion of the phases of the 

nurse-patient relationship is noticeably derived from Peplau, and although research based on 
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Peplau's theo.ry is referred to, Peplau's work is a swprising omission from the acknowledged 

influences of this chapter. However, in another chapter of this text Stuart states that Peplau's 

work on the psychotherapeutic role of the nurse in the intetpersonal relationship as a 

"milestone in the field". (Stuart, 1998, p. 56). 

It is noteworthy that the texts discussed above also contain extensive sections on conceptual 

models of mental illness and mental health care. Practitioners are encouraged to develop their 

understanding of multiple theoretical perspectives. However, the therapeutic nurse-patient 

relationship, a concept that carries distinct theoretical commitments to a psychodynamic 

understanding of mental health nursing, appears to occupy a primary position in relation to 
. 

other approaches. 

Nursing therapy and nurse-therapists 

As the preceding discussion has shown, vanous authors have distinguished between 

'therapy' and 'therapeutic nursing'. The following section will outline some developments in 

the area of nurse-therapists. It is difficult to identify a single pattern in the development of 

nurse-therapists beyond noting that few nurse-therapists have claimed to provide nursing as a 

therapeutic intervention; almost all have practised a form of psychological or behavioural 

therapy that does not arise from a nursing theoretical perspective. This raises the question of 

whether nurse-therapists are practising nursing, or are nurses practising a therapy that could 

equally be practised by another practitioner. It also raises the question of whether nursing 

provides consumers with something significantly different to therapy, what that something 

might be, and what role it plays in the care of mental health consumers. 

Nurse-therapist models have been described by a variety of nursing and other authors. The 

following discussion considers the work of Fagin (1967); Mellow (1968, 1986); (Mellow's work 

is also reviewed by Colliton, 1965); Marks (1985); Barker (1982, 1989) and Barker and Fraser 

(1985). Other authors who have contributed to this development are Montgome.ry and 

Webster (1994); Webster, Vaughn, Webb and Playeter (1995); Vaughn, Webster, Orahood and 

Young (1995); and Wmship (1997). 
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jure Mellowand nursirrg therapy 

Colliton (1965) reviews the work of June Mellow who used a psychodynamic and 

psychoanalytic model of individual therapy to work with conswners with schizophrenia 

beginning in the 1950's. Mellow's nursing therapy was a specialised intensive outgrowth of the 

nurse-patient relationship that saw nurses using their generic background to become specialist 

therapists. Colliton (1965) explicates Mellow's thought on nursing therapy in a series of case 

studies, in which the boundaries of nursing therapy are explored. Beginning with intensive 

involvement in the acute phase of illness, nursing therapy was then extended to the post-acute 

phase, focusing on the personality structure, and mastery over intrapersonal and interpersonal 

conflicts. The phases of the nursing therapy relationship are similar to those described by 

Peplau (1952/1988), although Mellow's model is restricted to individuals with schizophrenia. 

Mellow saw individual therapy in the acute phase of illness as " ... built into the fabric of [the 

conswner's] everyday experiences" (Colliton, 1965), and not as something separate. There is an 

unstated assumption in Colliton's review that the acute phase of illness is synonymous with 

hospitalisation. The nurse-therapist is considered to be a specialist, and although she works on 

the inpatient unit, she is not a member of the inpatient nursing staff. The significance of 

Mellow's account of nursing therapy is less that it articulates a genuinely new theory, which it 

probably doesn't, and more its claim that nurses could function in an autonomous therapeutic 

role, and with a conswner group generally regarded as not accessible to psychotherapy. It is 

also significant that the nurse-therapist is considered to extend the role of the inpatient nurse. 

Mellow's own writing on her model of nursing therapy is limited. The two articles reviewed 

here are an initial explanation of the model and a later reflective account on its limited 

application in practice. Mellow (1968) regards the physical and emotional proximity of nurse 

and consumer in the acute phase of illness as the basis for experiential engagement in the 

context of co-participation in ordinary activities of living. In this form of therapy, the nurse 

does not attempt to verbally engage ~e consumer in exploration of issues believed to 

contribute to psychosis. Mellow (1968, p. 2365) warns against " ... understanding of pathology 

for its own sake" and emphasises that nursing involves "~ humm carirg' (original 

emphasis) aroused by the nurse's distress at the "potential waste of a human life" (p. 2365). 

Recalling Peplau's concept of "surrogate parent", Mellow argues that the nurse as therapist 

creates the possibility for development of a symbiotic relationship in which a corrective 
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emotional experience can occur. Mellow is careful in this and a later article (Mellow, 1985) to 

emphasise that nursing therapy in the acute phase of schizophrenia takes preeminence over the 

psychotherapy offered by the psychiatrist, as the consumer is not emotionally able to cope with 

insight and exploration of problems. The later stage of nursing therapy is the more 

conventional psychoanalytically-oriented therapy in which management of transference is a 

major issue, and which involves in-depth exploration of problems. Mellow sees the nurse as 

continuing the relationship established during the acute phase once the consumer is discharged 

from hospital. 

Mellow's model of nursing therapy may be the only existing formulation of the ordinary 

activities of nursing as therapy, rather than as therapeutic. In the later of the two articles 

reviewed here, Mellow (1985) laments the lack of attention given to the therapeutic potential of 

nursing by both nursing and medicine. Mellow ascribes this neglect to the "mundane" nature 

of the activities involved and their association with women's sphere of work The therapeutic 

potential of nursing is contained in the "unstructured, unpredictable flow of these activities" 

(Mellow, 1985, p. 183). Research into the nursing sphere of work could, according to Mellows, 

contribute to greater definition of the contribution of nursing to the care and treatment of 

people with mental illness. 

Oaire F agjn· PS)dxxherapeutic mming 

Fagin (1967) referred to the nurse as a therapist by virtue of the many therapeutic activities 

that made up the nursing role. Fagin notes that the structured therapeutic activities of nurses 

and others are well described theoretically, but that the less structured activities of nurses are 

not so well described. Although Fagin claims that nursing can occur in environments other 

than the hospital, the conceptual framework she seeks to develop is clearly based on nursing as 

it occurs in hospital inpatient settings. The result is a very broad concept of nursing as a 

therapeutic activity. Within this broad concept the nurse is seen as providing individual therapy, 

using a one-to-one relationship that develops in an unstructured way as the basis for therapy 

that continues on an appointment basis. Thus Fagin appears to hold a dual concept of nursing 

as therapy, on the one hand nurses are therapists because of the range of therapeutic activities 

they undertake, and yet 'therapy' is also given a more traditional meaning when the 

'unstructured' interactions of nurse and consumer assume the nature of a formalised 

relationship based on appointments. The distinction discussed by Fagin (1967) between 
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therapeutic interpersonal involvement and scheduled therapy provides a further example of 

development of a specific therapist role compared to the general therapeutic role described by 

early theorists. Since these developments, the nurse-therapist, in various guises, has become an 

established aspect of mental health nursing. 

Isaac Marks: Nurse b:ha'liarr therapy 

Behaviour therapy was the basis of development of nurse-therapist roles in Britain with the 

initiation of behavioural nurse-therapist training at the Maudsley Hospital in 1972 (Lambert & 

Gournay, 1999; Marks, 1985). In these programmes there was no thought of 'nursing as 

therapy but the nurse learned and practised a specific therapeutic modality. Nurses were (and 

are) trained to provide interventions for people with phobias and anxiety disorders. The title 

'nurse-therapist' in this context referred to the professional background of the therapist, not 

specifically to a theoretical orientation they were expected to bring to their therapist roles. An 

early report signalled that graduates of this 18 month programme were providing effective 

interventions for this group of patients (Marks, Hallam, Philpott & Connolly, 1975), with a 

more recent clinical audit showing that health improvements continued to be provided, 

although with less intervention than for previous groups of trainees (Duggan, Marks & 

Richards, 1993). 

Therapy prodded by rrEJ11£lL hedth mmes 

In addition to pr.1ctices identified in the nursing literature as those of 'nurse-therapists' there 

are other reports of nurses using specific intervention models to provide therapeutic 

interventions for specific groups of conswners. For example, in a study of cognitive therapy 

for chronic fatigue syndrome (Deale, Chalder, Marks, & Wessely, 1997), the therapists 

providing treatment were nurses, although this is not apparent in the research title or report. 

Other studies in which nurses provided therapy but did not identify as nurse-therapists include 

Krawitz (1997) , and Marks, Lovell, Noshirvani, Livanou and Thrasher, (1998). Studies of this 

sort are difficult to identify because they do not show up on electronic database searches, and 

the disciplinary identity of the therapists is nated only incidentally or not at all in the reports. 

The prevalence of these studies is difficult to estimate and it is even more problematic to know 

what they contribute to an understanding of the therapeutic relationship in mental health 

nursmg. 



32 

The nurse-therapist inN ew Zealand 

There is no New Zealand literature on the nurse-therapist role, although I-Iarraway (n. d.) 

mentions the development of nurse-therapists at Swmyside Hospital in the 1970's. Tirrough 

personal contacts I am aware that there are a number of nurses practising various fonns of 

therapy within a nursing role, and who see themselves as both nurses and therapists. Some of 

these nurses contributed to the current study. The lack of documentation of this means that 

the extent of nurse-therapist practice in New Zealand can only be estimated. I am also aware 

anecdotally of New Zealand mental health nurses leaving their profession to pursue careers in 

family therapy, counselling and individual therapy, apparently because they felt unable to fulfill 

the~ therapeutic potencial while maintaining a nursing identity. Again, there is no documented 

evidence of this trend. 

Critique if nurse-therapist rdes 

Barker (1989) is sharply critical of the behaviour therapy programmes developed by Marks, 

stating that " ... nurse-therapists can only cater for a very small proportion of the mentally 

disordered" (Barker, 1989, p. 133). Barker also contends that many graduates of Marks' training 

programmes " ... appear to have rejected his outlook. .. " (1989. p. 133). However a 20 year 

follow-up of nurse behaviour therapists trained in Marks' programmes found that although 

many had moved into primary care and teaching, and have broadened the remit of their work, 

"They continue to treat the categories which it was envisaged they should ... " (Newell & 

Goumay, 1994). What cannot be claimed, and is not claimed in the literature reviewed here, is 

that nurse behaviour therapy offers a model generalisable to all of mental health nursing. 

The nurse-therapist role has been described as beyund the basic training of the nurse 

(Faugier, 1985) and to extend what were regarded as inadequate skills. This concept of nurse

therapist appears to recognise as 'therapeutic' only those skills that conform to a developed 

model of therapy. By exclusion, the skills of inpatient nurses and those providing support to 

consumers in community settings are not those of a therapist. Barker (1989) has expressed 

reservations about the nurse-therapist role, arguing that "the concept of the 'nurse-therapist' 

(sic) arose from the assumption that nursing care was not therapeutic" (p. 134), although in the 

writing of Fagin (1967), Mellow (1968, 1985), and more recentlySchwecke (1999), a distinction 

is made between "therapy' and "therapeutic nursing". 
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Although other programmes of behaviour therapy developed (Barker, 1982; Barker & 

Fraser, 1985), there are reservations, even amongst their original proponents about this 

development, particularly its behavioural orientation and focus on a specific population of 

consumers (Barker, 1989). These reservations are to some extent shared by Mellow (1985) who 

distinguishes between nursing therapy provided in the context of day-to-day care in which the 

nurse enjoys close proximity to the consumer, and analytic therapy which, in Mellow's (1985) 

account, more closely resembles the appointment-based psy-chotherapy provided by a range of 

health professionals. Mellow (1985, p. 183) contends that the "unstructured, unpredictable flow 

of [mundane] activities ... " occurring in inpatient care can be "transposed and shaped into a 

thef<1peutic modality for the very sick patient" (p. 183). 1his development would, according to 

Mellow (1986, p. 183), arrest the move " ... away from psychotic patients into private practice 

with more healthy clients." 

While himself a practitioner of cognitively oriented psychotherapy (Barker, 1990), Barker 

also regards the assumption of 'therapist' roles as a retreat from the difficulties of nursing 

people in mental distress (Barker & Whitehall, 1997, p. 26). There is doubt about whether the 

nurse-therapist represents a development within or away from a nursing role (Barker, 1989). It 

is therefore not always clear whether the activities of nurse-therapists contribute to the 

development of an understanding of the nurse-patient relationship, or simply demonstrate that 

the nurse-patient relationship, while therapeutic in itself, also provides a basis for individual 

nurses to develop specialist intervention roles. 

The therapeutic relationship in recent New Zealand literature 

Mention has already been made of New Zealand literature recognising the therapeutic 

relationship as the basic skill of mental health nursing. The modest amount of New Zealand 

literature available precludes identification of any definitive pattern of use of the concept. 

However commitment to the concept of the therapeutic nurse-patient relationship is shown in 

a number of sources. Those considered here are; official documents of nursing bodies, 

accounts of the concept in practice, prominence in research, and critiques of changes in the 

practice context. 

The most unequivocal commitment to the therapeutic relationship in New Zealand 

literature can be found in the Starrlarrls if practU£ for rrentaL health nursing in New Zealand 
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(ANZCMHN, 1995). The Stan::larrls reflect the influence of the concept of the therapeutic 

relationship throughout their wording. The definition of mental health nursing contains the 

phrase "[mental health nursing] is a specialised interpersonal process embodying a concept of 

caring which has a therapeutic impact on the consumer ... " (p. 1). Standard II states that "The 

mental health nurse establishes partnerships as a basis for a therapeutic relationship with 

consumers" (p. 8). 1h.i.s Standard requires that nurses are familiar with the theoretical 

assumptions of therapeutic relationships. The Standards reflect a commitment to the 

distinctiveness and contribution of mental health nursing and to the therapeutic relationship as 

a partnership in which that contribution is enacted. A second document, the Guidelirx:s for rrmtal 

heal_th mnsbrg education (Nursing Council of New Zealand, 1998) was developed for schools 

teaching the undergraduate nursing curriculum This document also reflects the influence of 

the commitment of mental health nursing to the therapeutic nurse-patient relationship. The 

commitment to the therapeutic relationship distinguishes mental health nursing within the 

broader discipline of nursing. Two of the Guidelirx:s' six competencies refer specifically to the 

therapeutic relationship. Competency Two states that the graduate "Demonstrates a focus on 

partnership as the basis for developing a therapeutic relationship with clients". Competency 

1hree requires that the graduate "Demonstrates an understanding of the therapeutic use of self 

as an agent for change". These competencies represent an extension of the generic 

competencies for entry to nursing practice, which contain no reference to the therapeutic 

relationship (Nursing Council of New Zealand, 1997). 

A small number of New Zealand research studies confirm the place of the nurse-patient 

relationship in conceptualising mental health nursing care. Conclusions from such a small study 

base must be tentative, but the consistency with overseas studies previously discussed is of 

note. Two unpublished studies have documented aspects of mental health nurses' relationships 

with consumers. A social learning perspective provided the theoretical basis for a naturalistic 

study of mental health nurses undertaken by Howard (1983). The level of interaction between 

nurses and consumers in a traditional hospital ward was compared with the level of interaction 

in a community outpatient centre. Howard found that in the hospital ward nurses interacted 

more with each other than with consumers. However in their responses to a questionnaire they 

indicated that they would prefer to interact more with consumers. The community unit nurses 

showed a higher level of interaction with consumers, leading Howard to conclude that the 
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community unit was more able to utilise its therapeutic potential than the inpatient ward. 

Although it is unlikely that the nurses in Howard's study shared her social learning perspective, 

the study is significant in its assumption that interaction between nurses and consumers is the 

basis for achieving an improvement in the outcome for consumers. Consistent with British 

studies (Altschul, 1971; Gijbels, 1995), the level of interaction was low in the inpatient unit, and 

in Howard's opinion, this limited the potential for exploitation of its therapeutic potential. The 

second study, by Truman (1984) has been discussed previously. That study documented a 

change in the mental health nursing role in the period 1945 to 1978 from a care-taking and 

management role to a therapeutically-based role. Truman describes this change as reactive 

ra~er than nursing-initiated, occurring mainly because of changes in consumer status. It is 

nevertheless significant that Truman characterised the change as towards a therapeutic role. 

In two fwther studies mental health nurses were asked to describe their practice. The 

interpersonal relationship was a prominent theme in both. In Ryan's (1997) research, which 

sought to articulate the practice base of mental health nursing, participants described their 

practice in terms of their relationships with consumers. The relationship was also found to be 

"central to the practice" of the mental health nurses in a study carried out by O'Brien (1999). 

Components of the relationship identified in this study, such as 'minimising visibility' and 

'individualising care', suggest that while the original psychodynamic basis of the therapeutic 

relationship has been retained, the concept takes on new aspects in the practice of experienced 

practitioners. 

The effect on the therapeutic relationship of changes in the context of mental health care 

has been a source of critique of those changes from mental health nurses. Sangarran (1993) has 

stated that the manner of implementation of corrununity mental health care policies has 

challenged the therapeutic relationship which is at the heart of mental health nursing. Si.mi.larly, 

critique of the Duly Authorised Officer (DAO) role for mental health nurses has focused on its 

implications for the therapeutic relationship (Street & Walsh, 1994, 1995). These authors found 

that this legislated role threatened the therapeutic relationship nurses had with consumers. 

Street and Walsh's work is supported by Foster (1998), who argues that the DAO role presents 

challenges to the nurse-patient relationship. The significance of the therapeutic relationship is 

also evident in developing a concept of advanced practice in mental health nursing in New 

Zealand. Crowe (1998a) has described the therapeutic use of self in the nurse-patient 
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relationship as " ... the distinguishing feature of advanced mental health nursing practice", 

noting that this realm of practice needs to be defined and articulated in order to challenge the 

economic rationalism of current changes in mental health care. 

Constraints on the therapeutic relationship 

An apparent widespread acceptance of the concept of the nurse-patient relationship as 

central to nursing care has not alwa~ translated into a therapeutic relationship in practice. 

Some recent studies add weight to the view that the therapeutic relationship is an ideal of 

mental health nurses, but one that is frequently not realised in practice (Oeary, Edwards & 

Meehan, 1999; Gijbels, 1995; Morrall, 1998a; Sullivan, 1998). This issue is taken up later in the 

discussion. 

Sociological anal~is of mental health nursing identifies institutional practices and the 

attitudes and beliefs of nurses as two differing constraints on the development of therapeutic 

relationships (Porter, 1993). Porter's observation that a therapeutic rationale acts as a rhetorical 

device justifying the existence of psychiatric institutions, while institutional demands constrain 

therapeutic practices, has relevance for the New Zealand situation. A New Zealand reference 

to structural constraints on therapeutic relationships is found in the report of the 1971 

Commission of Inquiry into psychiatric services at Oakley Hospital (Hutchison, Barlow & 

Hutchings, 1971). In expressing concern over the large number of admissions to Oakley, the 

Commission found that "The inevitable result [was] a swing back to the custodial pattern of 

care ... at the expense of the modem therapeutic approach requiring relations between patient 

and nurse which take account of the individual patient's needs." (p. 55). In another example, a 

handbook given to staff of psychiatric hospitals as late as the 1980's supports Porter's 

observation that rules to do with order predominate over recognition of the need for a 

therapeutic relationship between nurse and consumer (Auckland Hospital Board, n. d.). 

Guidelines under the heading of "The relationship of nurse to patient" reflect a perspective 

that the pwpose of this relationship is the maintenance of order. For example page 13 of the 

handbook states; "Courtesy, consideration and corrunon sense, if practised, will ensure the 

observation of most rules without the need for stating them explicitly'. The dominant focus of 

this section of the handbook is on rules that emphasise order. The theory and rhetoric that 

supported and developed the concept of the therapeutic relationship as fundamental to mental 
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health nursing appears to have been structurally constrained by this institutional dictate for 

order. 

Fundamental and special? 

It was observed earlier that Render and Peplau saw interpersonally therapeutic nursing as 

fundamental to the practice of nursing generally, rather than something unique to mental 

health nursing. 'This was also reflected in New Zealand literature of the same period. At the 

same time these authors and others have asserted the special nature of mental health nursing 

through its use of the therapeutic relationship. Olson (1996, p. 4) has described this dichotomy 

as 'the dilemma of ps}l:hiatric-mental health nursing', arguing that exclusive focus on the 

the~peutic relationship has militated against articulating the distinctiveness of the specialty 

with the result of the real possibility of its demise through integration with general nursing. 

Taylor (1994) cited in Olson (1996, p. 8), goes further to argue that mental health nursing has 

not demonstrated either the efficacy or cost-effectiveness of its interventions in the era of 

deinstitutionalisation. The suggestion is that the focus on the therapeutic relationship has had a 

role to play in inhibiting the development of the discipline, a consequence of which is a threat 

to its continuity. Morse, I-favens and Wll.son (1997) have noted that Altschul's' 1971 study has 

not been replicated, lending support to the suggestion that the therapeutic relationship in 

mental health nursing has been inadequately researched and theorised. 

The therapeutic relationship: critique and new directions 

Earlier in this chapter it was argued that the concept of the therapeutic relationship arose 

because of dissatisfaction with models of care and treatment that located pathology solely 

within individuals (Smoyak, 1993). Interpersonal models extended the range of phenomena of 

interest to mental health nurses to the person in the context of interpersonal relationships. Tills 

enabled the development of a concept of nursing that assigned to the nurse and to nursing, a 

therapeutic role based on the relationship between the nurse and conswners. Peplau's theory 

sought to systematise the nature of this relationship, and to describe its constituent parts 

(Peplau, 1952/1988). In this section some of the critiques of the concept of the therapeutic 

relationship, of mental health nursing, and of mental health care are discussed. Some new 

directions evident in the literature are considered. 
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As the preceding discussion shows, the therapeutic relationship has been, and continues to 

be, a central concept in mental health nursing, and one that is germane to the professional 

identity of mental health nurses. However the concept has not been irrunune to critique and 

attempts at reconstruction. Many current models of relationships between consumers and 

professionals do not assume that 'therapy' is unproblematicallygood (Masson, 1993). They also 

do not accept that a model of mental health nursing based solely on an individual relationship 

is adequate to account for the power differentials inherent in professional relationships, or the 

contextual factors that influence mental health and mental health care. At a theoretical level, a 

concept such as the therapeutic relationship is, by itself, inadequate to account for the 

ph~nomena of interest to mental health nursing Gohnston & Fitzpatrick, 1982), constituting 

another source of critique. Reflecting on the history of mental health nursing over the past 150 

years, Stuart (1999) urges that mental health nurses review concepts such as the therapeutic 

relationship which have become a deeply embedded feature of mental health nursing identity. 

What follows is a discussion of some of the critiques of mental health nursing, and their 

implications for the concept of the therapeutic relationship. 

CcnU1?1!Yismarx:i rrEntd Jx?a/th nursing 

Recent New Zealand mental health policy and advisory documents signal a move towards a 

more consumer oriented mental health service, which demands that nurses re-evaluate the 

concept of the therapeutic relationship (Mental .Health Commission, 1998a; 1998b, Mn.istry of 

.Health, 1997a). Similarly the Australian and New Zealand College of Mental .Health Nurses 

acknowledges in its Stan:lards if Praaice (ANZCMHN, 1995) the significance of "partnership", 

emphasising the need to focus on the consumer's experience and perspective of services 

provided. Consumer focused views of mental health care are not without their contradictions. 

Hazelton (1997) has pointed out the conflicting discourses inherent in different notions of 

consumerism There is a contradiction between discourses of consumer rights and those of risk 

and community rights. At a micro level nurses are encouraged to respect consumer rights and 

encourage collaboration in care, while at a macro level risk discourse prefigures both who will 

come to receive services, and what the nature of the clinical relationship will be. Nevertheless 

consumerism provides an alternative discourse of mental health care that has implications for 

nurses' concept of the therapeutic relationship. 
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Therapeutic relatimships am crercite fJ<Y«£r 

Since the development of the concept of mental health nursing as a therapeutic relationship 

there has been substantial critique of mental health nursing as coercive, paternalistic and 

disernpo-wering (Glenister, 1997; Hopton, 1997; Playie & Keeley, 1998; Porter, 1993; Sines, 

1994). Moreover, a plethora of studies have shown that the ideals of the therapeutic 

relationship are frequendy not realised in practice (Altschul, 1971; Geary, et al., 1999; Gijbels, 

1995; Goumay & Brooking, 1994; Howard, 1983; Morrall, 1998a; Sullivan, 1998). It is 

interesting to note that despite mental health nurses' apparent commitment to sociological 

critique of prevailing medical models of mental illness (Riner, 1997b), there has until recendy 

bee:11litde fundamental criticism of the pan played by the highly individualistic concept of the 

therapeutic relationship, in perpetuating power structures thought by their critics to be 

responsible for psychiatric oppression. The acceptance by many nurses of the reality of the 

coercive po-wer of mental health services has, according to Riner (1997b), left mental health 

nurses ambivalent about their part in this process, and unwilling to embrace models of 

intervention that are seen to support what are considered to be the dominant interests of 

psychiatry. One result of this, in Britain at least, has been the shift by community psychiatric 

nurses away from working with the seriously mentally ill in favour of working with individuals 

with less severe mental illness (Gournay, 1995; Morrall, 1998a). A similar trend has been noted 

in the United States (Mellow, 1986; Pelletier, 1984). Nurses are understandably reticent about 

embracing models and practices that are perceived as coercive and disempo-wering. And yet 

they are faced with a dilemma that an illness model of mental distress can provide a 

conveniendy parsimonious explanation for troubling expenences (Riner, 1997b), and 

constitutes a powerful cultural resource that can be harnessed to beneficial effect. The 

adoption of the therapeutic relationship as a fundamental concept in mental health nursing has 

not ended the coercive practices that led to its development. Development of an alternative 

model is, ho-wever, problematic. 

Theoretical critique 

In a theoretically sophisticated analysis of the concept of nurse-patient relationships, May 

and Purkis (1995) draw on social theory to describe nurse-patient relationships as a discursive 

production that enables a common sense appreciation of events and practices. Their critique 

has important implications both for traditional conceptualisations of the therapeutic 
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relationship and for the alternatives discussed later in this section. While it must be 

acknowledged that May and Purkis' critique is grounded in 'general' nursing, it does not take 

too close a reading to see that the subtly coercive practices discussed invite ready comparisons 

with mental health nursing. The general point that professional education prefigures the nurse

consumer encounter such that certain responses to questions are legitimised while others are 

discounted seems wholly applicable, for example to Peplau's theory. That nurses construct 

their encounters with consumers according to available theoretical and cultural resources seems 

a straightforward obsexvation which is consistent with what is generally known about learning 

and socialisation. What much of the critique of mental health care has identified is the 

heg_emonic influence of psychiatry in this process (Hall, 1996). Ho~-ever it is by no means clear 

that alternative accounts are free of such influences. In fact the amorphous boundaries of 

concepts such as collaboration, partnership and alliance pose similar problems to that identified 

by May and Purkis (1995) with the concept of 'transcendence' in Parse's theory. Another issue 

raised by May and Purkis' critique is that of the extension of the clinical gaze over areas of 

consumers' lives that has occurred as a result of nursing's adoption of 'human relations' as the 

basis of the nursing curriculum Mental health nursing arguably has a more legitimate role in 

exploring with consumers deeply personal issues affecting their lives. But the boundaries and 

purpose of this exploration are problematic if there is not some definicion of what the reason 

for nurses' involvement in consumers' lives is. 

Responses to critiques of the therapeutic relationship 

In response to the criticisms of the paternalism of mental health care, and recognising the 

professional ideology inherent in the concept of the therapeutic relationship, several alternative 

conceptualisations of relationships between nurses and consumers have been advanced. 

Oilal:xJration and ~authoring 

Barker, Reynolds and Stevenson (1997) have used the concept of collaboration to 

reconstruct the therapeutic relationship, arguing that the function of nursing is "collaborative 

reauthoring" of a person's life, particularly experiences of mental distress and illness. The 

concept is further elaborated by Barker and Whitehall (1997) who make a distinction between 

mental illness and a person's experience of it, noting that the laner, but not the former, is the 

focus of nursing practice (Barker, 1996). While the reality of mental illness is not explicitly 

denied, it is accorded a limited place in Barker's concept of mental health nursing. Significantly, 
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Barker acknowledges Peplau as a major, if belated influence on his own thinking (Barker, 

1993), in some cases invoking Peplau's name in support of what is identifiably a more modem 

concept of the therapeutic relationship (Barker, 1996; Barker, Reynolds & Stevenson, 1997; 

Barker & Whitehall, 1997). The concept of collaboration attempts to address the paternalistic 

professionalism of earlier models of the therapeutic relationship, and to re-establish the focus 

of mental health nursing on the experience of the consumer. 

Therapeutic alliance 

Speedy (1999) discusses the concept of 'therapeutic alliance' as an alternative to 'therapeutic 

relationship' and argues that the concept of therapeutic alliance meets the criticism that 

'therapy has in the past been thrust on consumers with little negotiation. It is interesting that 

some of the arguments advanced by Speedy for the concept of therapeutic alliance are similar 

to those previously advanced for the therapeutic relationship. For example, Speedy argues that 

the concept of alliance, with its emphasis on the experience of the consumer, is necessary if 

nursing is to move beyond a purely custodial role. This is almost exactly the argument 

advanced from the 1950's onwards for interpersonal relationships as the basis of mental health 

nursing (Altschul 1971; Bazley, 1973; McEwan, 1961; Peplau, 1952/1988). However the 

concept advanced by Speedy also emphasises attending to the experience of the consumer, and 

although this might also be argued to be a feature of Peplau's and others' conceptualisations of 

the therapeutic relationship, there is a sense in Speedy's discussion that a new attentiveness is 

required. Previous concepts have too readily attributed explanatory power to mental illness, 

whether conceived in biological, intrapersonal or interpersonal terms, as an objectified 

phenomenon, rather than to the person experiencing it. 

Rewwy 

One singular response to calls for involvement of consumers in mental health policy and 

service is the use of the concept of recovery as a guiding principle of mental heath care 

(Anthony, 1993). This is apparent in the policy and advisory documents discussed above. 

Recovery seeks to politicise relationships between consumers and caregivers, and this has 

implications for nurses' concepts of therapeutic relationships. Recov~ry is the focus of an 

analysis of mental health nursing as a discursive product framed by its historical location as 

either custodial, therapeutic or, more recently in the recovery discourse, as empowering 

(Ointon & Redmond, 1999). This is not considered an "evolutionary development" (p. 260), 
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but a "layered and contingent structuring of practice" (p. 260). However it is apparent that 

there is at least some element of progression to"Wards a more subtle and less direct form of 

involvement, although Ointon and Redmond's analysis would maintain that the shifting forms 

of the professional relationship enable maintenance of control rather than, necessarily, 

movement to"Wards self detennination. Thus attempts at reconstructing the relationship 

between nurse and patient need to be examined in light of the historical and contemporary 

social control function of psychiatry and mental health nursing. 

Ointon and Redmond's (1999, p. 260) conceptualisation of mental health nursmg as 

representing " ... a complex and multiple, as opposed to unitary social form." is helpful in 

considering the many constructions of mental health nursing to be found in the literature. It is 

apparent that the therapeutic relationship should be similarly regarded not as a defined and 

detennined entity, but as a discursive product which, from its origins in the theories of Render 

and Peplau, has assumed different meanings and forms in different historical circumstances. 

Any future concept of the therapeutic relationship must also be understood as historically and 

socially situated, and evaluated for its role in supporting consumers in their experience of 

mental distress and illness. This requires an awareness of the social context that may contribute 

to that distress, and within which meaning and recovery is sought. The place of mental health 

nursing within the social order must necessarily be part of practising nurses' understanding of 

their relationships with consumers. Under such a definition the therapeutic relationship is both 

a technology of personal change and a process of developing awareness of the social context 

within which any change must occur. 

The therapeutic relationship: an adequate basis for professional continuity? 

The influence of Peplau in developing an interpersonal theoretical framework for nursing is 

apparent in continued interest from nurses in interpersonal relationships in nursing (Gastmans, 

1998). However the future place of mental health nursing in the care of people with 

psychological distress and mental illness cannot be assumed on the basis of tradition. Perhaps 

more than any other discipline in mental health, nurses are being challenged to articulate their 

distinctive contribution to mental health care. Recent developments in the context of mental 

health care require that nurses re-evaluate concepts that influence their practice. Some 

examples are; the renaissance of biological models of illness (Lego, 1992), case management 

(Forchuk et al., 1989), prescribing rights (Ministry of Health, 1997b), evidence-based care 
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(Farrell, 1997), calls to respond to the needs of the severely mentally ill (Gournay, 1995), and 

the need to form collaborative relationships with consumers (Parkes, 1997). These diverse 

influences each challenge mental health nurses to consider the role of concepts like the 

therapeutic relationship in their practice, and their contribution to the care of conswners. 

While each of the above influences represents an approach to achieving improved mental 

health care, the therapeutic relationship may be the core concept by which nurses define 

involvement with consumers. 

Justification for the current study 

The therapeutic relationship has become fundamental to the identity of mental health 
. 

nursing, and in official and educational discourse has assumed a central place in the articulation 

of the focus of the discipline. Most research has approached relationships between nurses and 

consumers seeking to establish whether these relationships are consistent with existing theory. 

Many studies have concluded that more explicit use of theory would lead to relationships that 

are more therapeutic. There are few studies that seek nurses' perception of their relationships 

with conswners, yet understanding 'what is going on' in these relationships requires 

understanding of the perceptions of participants, from the perspective of participants. The 

current study seeks to improve that understanding by asking nurses for their perceptions of the 

therapeutic relationship in their practice. On the basis of the results it is intended that 

education and practice can be informed by greater understanding of nurses' perceptions of this 

central concept. 

Summary 

The concept of the therapeutic relationship gave formal expression to interpersonal caring 

practices that can be traced to the early asylums. 1bis review has shown that the concept of 

mental health nursing as a therapeutic interpersonal relationship arose in response to perceived 

inadequacies in intrapersonal theories and institutional practices in the middle of this century, 

and came to be regarded as both foundational to nursing and special to mental health nursing. 

Various models of therapeutic intervention are used by nurses, building on the therapeutic 

relationship, which is fundamental to mental health nursing identity and practice. Arguably the 

concept of the therapeutic relationship has not been adequately articulated and explicated 

within mental health nursing. A number of research studies suggest that the ideals of the nurse-
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patient relationship as therapeutic are not always realised in practice although from qualitative 

studies it is apparent that the therapeutic relationship plays a significant role in mental health 

nurses' perceptions of their practice. Although a multitude of conceptual frameworks and 

models are available to inform mental health nursing practice, the concept of the therapeutic 

relationship continues to hold a finn place in the views mental health nurses hold of their 

pracoce. 
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Part Two. Methodology and methods 

Introduction to Part Two 

In Part Two the theoretical and philosophical framework, and steps of the research process 

are outlined. The discussion considers the relationship of the methods of data collection and 

analysis to the theoretical and philosophical framework of the study. The constructionist 

research paradigm is discussed, and the language of constructionism is discussed in relation to 

the relevant literature. The constructionist research paradigm offers a means of studying 

perceptions of the therapeutic relationship that considers their social location and discursive 

pro'duction. The relationship between the research question and the methodology is also 

explored. Epistemological and ontological assumptions of the research are considered. The 

method of data collection, focus groups, is discussed, and the reasons for using that method 

are explained. Focus groups are an interactive form of data collection, in which both researcher 

and participants contribute to the production of meaning. The relationship between focus 

groups as a method of data collection, and the assumptions of the constructionist research 

paradigm are explored. Ethical issues identified as relevant to the study are discussed. The 

methods of sampling, pwposive sampling and snowballing, are described, and the process of 

data collection is outlined. The methods of analy-sis have been developed from a range of 

qualitative research literature, and this literature is identified and the analytic process is outlined. 

The process of analysis is related to the research paradigm of constructionism and its 

theoretical and philosophical commitments. Part Two concludes with a consideration of 

criteria for evaluating the soundness of qualitative research, and a discussion of how these 

criteria have been addressed in this study. 



46 

Part Two, Chapter One. 

Constructionist research 

Introduction 

The philosophical framework for the study is that described by Gergen (1985), Burr (1995) 

and Ccotty (1998) as social constructionism Burr traces the origins of social constructionism to 

the .symbolic interactionism of Mead (1934, cited in Burr, 1995). Another major influence on 

the development of social constructionist thought is the work of Berger and Luckmann (1966). 

Those authors' work provides an exposition of the sociology of knowledge that underpins 

constructionist research agendas and which I have used in analysing the transcripts produced in 

this study to explore the social construction of the therapeutic relationship. This section 

outlines the development of the constructionist agenda for research. Broadly, social 

constructionism refers to the idea that identity and what we take to be reality, are constructed 

in social interaction. Observation and anlaysis do not reveal a stable reality; neither fixed social 

structures nor essential truth are available for discovery. 

The language of constructionism 

Multiple uses of the term 'constructionism' require that those who claim to hold to a 

constructionist posicion define that position and acknowledge the assumptions and beliefs they 

wish to imply (Ootty, 1998). The terms 'constructivism' and 'constructionism' both appear in 

the literature. Gergen (1985) spoke of the 'social constructionist movement' and emphasised 

this choice of term to distinguish between his view of the social construction of knowledge and 

the individualist constructivism of cognitive ps}'{:hology. Guba and Lincoln (1994) and 

Schwandt (1994) subswne Gergen's social constructionism under the general rubric of 

constructivism which they define as including both individual and social constructivism By 

contrast, Appleton and King (1997) in discussing 'constructivist' research reject the term 

'constructionism' and with it any concept of knowledge as socially constructed. This view 

appears to be inconsistent with what these authors describe as the 'transactional' epistemology 

of constructivism 
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This studywill observe the distinction noted byBWT (1994) and Ootty(1998) between the 

social constructionism of Gergen (1985) and the cognitive concept of constructivism attributed 

by BWT (1995) and Guba and Lincoln (1994) to Piaget. For the purposes of convenience the 

term 'constructionism' will be used in this thesis to refer to social constructionism, drawing on 

the work of Gergen (1985), Guba and Lincoln (1994), Schwandt (1994), BWT (1995) and 

Ootty (1998). The philosophical assumptions of const.ructionism will be outlined, and the 

place of constructionist inquiry in the investigation of nurses' relationships with clients will be 

explored. Social constructionism, because of its emphasis on the dialogical nature of reality, has 

been chosen as the framework for the study, and the reasons for this choice are explained. 

Constructionism, knowledge and reality 

In their foundational treatment of the sociology of knowledge Berger and Luckmann (1966) 

state that what we come to experience as taken for granted reality develops through processes 

of social interaction: 

... in so far as all human 'knowledge' is developed, transmitted and maintained in social 
situations, the sociology of knowledge must seek to understand the processes by which this 
is done in such a way that a taken for granted 'reality' congeals for the man in the street. (p. 
15) 

More recently the socially constructed nature of knowledge and reality has been the focus of 

a constructionist perspective that seeks an intermediate position between the individualism of 

behaviourist and cognitivist perspectives, and the determinism of structural theories. 

The common sense view that the world is not given, but is interpreted on the basis of 

individuals' perceptions is consistent with the constructionist worldview, but is only the most 

elementary form of constructionist thinking (Schwandt, 1994). Constructionism is not merely 

concerned with the psychology of knowledge, but proposes an alternative to the positivist and 

empiricist commitments of traditional natural science (Gergen, 1985). According to Schwandt 

(1994), radical constructivists (sic) suggest that not only do perceptions influence what we 

understand to be reality, but that reality is no more than our constructions of it, and not an 

independently existing facticity. This leads to a subjectivism that denies the reality of nature or 

culture as a preexisting 'objective facticity' (Berger & Luckmann, 1966). The individualism of 

this position places it beyond the social constructionist perspective used in this research. 
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While cognitive constructionism might be considered individualistic because it is concerned 

with constructions within individual minds, Gergen {1985) stresses the social nature of 

knowledge construction. Gergen's social constructionism is thus less concerned with the 

individual production of meaning than the influence of human interaction in the form of 

language on the generation of meaning. In Gergen's social constructionism, knowledge is seen 

as dialogical, and thus socially rather than individually constructed. This position brings into 

play the role of interests in influencing the construction of knowledge, an issue taken up by 

feminist and other critical constructionists. Critical constructionism positions the knower in a 

social and political context that constructs the knower, and most importantly from the point of 

vie~ of research, constructs the research encounter in terms of the perceptions and interests of 

both researcher and informants (Schwandt, 1994). 

Burr (1995) offers four criteria, any one of which identifies a social constructionist position. 

Firstly, constructionism assumes a critical stance towards taken-for-granted knowledge. 

Obsexvations of the world are not considered to reveal, by simple correspondence, what is 

there. What we see is considered to be a result of perspective. Burr's second criterion is the 

cultural and historic specificity of knowledge. Knowledge is considered to be a cultural 

product, dependent on the social and economic arrangements of a specific place and time. 

Knowledge as socially constructed and maintained is Burr's third criterion. This brings into 

focus the role of language both as a repository of knowledge and the means of its construction 

and transformation. Burr's fourth criterion relates knowledge and social action. Knowledge is 

socially constructed, creating some possibilities for action while closing off others. 

The relationship between knowledge, language and action, and its historical and cultural 

location have implications for both the subject and process of this research. The therapeutic 

relationship is enacted in language and is a site of dispute over how language should be used. 

Peplau's (1960) distinction between 'social chit-chat' and 'responsible use of words' is an 

example of this, and nurses use of every day rather than theoretical language has similarly 

brought the criticism that their interactions are 'untherapeutic' (Altschul, 1971). A brief sketch 

of the constructionist research paradigm will provide a background against which the position 

of the current project will be outlined. 
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The nature of the constructionist research paradigm 

According to Schwandt (1994), the roots of constructionism reach back to the earliest 

philosophical arguments over a rational foundation for knowledge. However, constructionism 

as a research paradigm has been articulated only recendy, through the work of authors such as 

Gergen (1985); Guba and Lincoln (1994); Schwandt (1994); Burr (1995); and Crotty (1998). In 

proposing constructionism as an emergent research paradigm, those writers are working within 

a tradition of philosophical discourse extending back to classical Greek philosophy. Schwandt 

(1994) regards the constructionist research paradigm as a 'persuasion' rather than a model and 

one that shares the philosophical commitments of interpretivist approaches to research. The 

bro~d framework of constructionism does not offer details of method, but direction as to the 

philosophical commitments of the research. 

The constructionist view of knowledge and reality rejects the positivist view that research is 

a matter of seeking an objective point of reference from which reality can objectively be 

viewed and veridically interpreted. In constructionist research the version of reality we create is 

a product of both the world we seek to understand and of the interpretive s·ystems we apply to 

it. From this perspective perceptions of the therapeutic relationship do not await discovery or 

uncovering, they are constructed in the process of inquiry. The resulting construction of the 

therapeutic relationship is not considered to be 'truth' in some sort of objectively valid sense, 

but a construct that is congruent with the perceptions of the research participants. 

The view arising from these philosophical commitments is that a participatory research 

process, in which a construction of reality is co-created in a dialectic between researcher and 

participants, was an appropriate process for this study. The social position of the researcher as 

mental health nurse provides a common perspective between researcher and participants. 

Commonality of perspective is considered to enhance the quality of constructionist inquiry 

(Guba &Lincoln, 1994). 

Constructionism and nursing research 

Although nursing research has embraced qualitative methods of inquiry there has as yet 

been little nursing research conducted within a specifically constructionist paradigm Burr 

(1995) comments that much social science that is consistent with the philosophical 

assumptions of constructionism is not specifically described as constructionist, and this would 
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appear to be the case with nursing. A related issue is nursing's individualism (Purkis, 1994), 

especially the concept of the nurse-patient relationship (May & Purkis, 1995), which is the 

focus of this study. The only major paper from within the nursing literature that addresses 

constructionism is that of Appleton and King (1997) which adopts an individualist 

constructivist (sic) perspective. These authors argue that constructivism offers nurses " ... a 

highly robust and practical framework for undertaking research inquiry' (1997, p. 21). They 

regard constructivism as an emerging paradigm that is set to assume a signilicant role in 

nursing research, and look to constructivism to provide an understanding, through 

hermeneutic interpretation, of "essential meaning of constructions" (p. 15). Appleton and King 

(19?7) believe that essential meanings exist independently of their construction in language. 

They also attribute a structuralist perspective to constructionism that they contrast with their 

preferred individualist perspective: "Unlike constructivism, [constructionism] holds the view 

that understanding is not shaped by the individual, but purely by collective endeavours and 

social processes" (emphasis added) (Appleton & King, 1997, p. 16). This view is at variance 

with the posicion on constructionism outlined by Burr (1995), which sees individuals in 

interaction as constructing reality, but not in the structurally determined manner suggested by 

Appleton and King. Interaction involves dialogue between individuals who retain some agency 

in the process rather than acting merely as predetermined entities. It is hoped that this study 

will show the discursive nature of the therapeutic relationship and thus the value of a social 

constructionist research paradigm for nursing. 

Criticisms of the constructionist research paradigm 

Guba and Lincoln (1994) discuss four criticisms of constructionist inquiry. They are the 

problems of criteria, critical purchase, authority and epistemology. Oiteria for evaluation of 

soundness of this study are further discussed in Part Two, Olapter Two. 

Criteria. 

This problem has to do with the adequacy of the basis of conclusions in constructionist 

inquiry. Because constructionism denies an essential foundation for interpretation it is open to 

criticisms of relativism and solipsism In part the root of this criticism is a lingering 

commitment to an idea of truth established by appeal to correspondence with the 'real' world. 

A more pragmatic perspective on truth is required for constructionist inquiry. However 

although the constructionist view is that knowledge is developed in a dialogical process, 
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knowledge is not regarded as arbitrary. Science represents a disciplined constructJ.on of 

knowledge that is systematic and extensively shared. Similarly, knowledge as construction is not 

accepted as right in an arbitrary or relativistic way. Constructions, like inadequate scientific 

accounts, can be incomplete, simplistic, uninformed, inconsistent and inadequate. According to 

Guba and Lincoln (1994), criteria for making judgements of the adequacy of conclusions are 

given by the paradigm out of which the individual operates. In the case of constructionist 

research, judgements of adequacy have to do with the coherence of conclusions v.i.th the 

worldview of participants. 

CritU:dl purchase 

1bis criticism is to do with the willingness or ability of constructionist accounts to be self 

critical, and a tendency to privilege the views of actors. A more general comment of this nature 

has been made of qualitative research in nursing (Oowe, 1998b). This criticism has been said 

to apply to constructivism, rather than constructionism (Ootty, 1998), as constructivism 

" ... suggests that each one's way of making sense of the world is as valid and worthy of respect 

as any other, thereby tending to scotch any hint of a critical spirit" (p. 58). Identification of the 

researcher's position, a reflexive approach to the research (Koch & Harrington, 1998), and 

comparison of the findings with existing literature, provide some protections against producing 

a niive account. 

A uthoriJ:y. 

This is almost the opposite of the problem of lack of critical purchase, and is to do with the 

potential of the researcher as interpreter to exert a dominant perspective that suppresses the 

dialogic nature of the emerging account. 1his issue has been taken up in regard to nursing 

research by Cheek (1996) who describes qualitative research as creating a viewing position 

based on the perspective of the researcher. This position is then used to represent what is 'real' 

or 'authentic'. Cheek (1996) suggests attending to how research texts represent, rather than 

exclusively on uhat they represent. Returning the interpretations to the participants for 

confirmation is one response to this criticism Researcher reflexivity can also assist by 

providing a check on any tendency to take over the participants' accounts. 
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E pistem:logjcal daim. 

Generalising from a psychological to an epistemological claim requires an account of how 

individually constructed knowledge can be shared and modified. 1bis criticism is directed at 

cognitive and individualist constructionism, and is one of the reasons that a social 

construcuorust approach has been adopted for this research. Social constructionism 

emphasises a dialogically evolving knowledge that is never v.-nolly individual, as the language 

that forms it is a shared resource of inrersubjective meanings. 

Constructionism and mental health nurses' perceptions of the therapeutic 

relationships. 

Mental health nursing is an irreducibly social process. The therapeutic relationship as an 

interpersonal transaction between nurse and patient is widely held to be essential to mental 

health nursing (Olson, 1996; O rlando, 1961; Peplau, 1952/88). Social constructionism is a 

useful paradigm of inquiry for such a fundamentally dialogic activity as mental health nursing. 

The philosophical commitments of constructionism assume that the therapeutic relationship is 

not a self evident truth but a product of complex discursive practices. 

The discursive construction of mental health nurses' interactions with patients diagnosed as 

neurotic has been given extensive treatment by Tilley (1995). The usefulness of the 

constructionist paradigm in exploring mental health nursing is well demonstrated in Tilley's 

work. Using the concept of "accounts", Tilley was able to describe the use of practical, rather 

than theoretical knowledge by inpatient mental health nurses, and the construction of reality by 

the consumers they cared for. 1bis study explores the perceptions of nurses from three 

different practice settings, and does not seek to compare or contrast their perceptions with 

those of the consumers they care for. Also, the context of care is not specifically examined in 

the cwrent study, another point of distinction with Tilley's work. 

Tilley (1995) contrasted the accounts of interactions provided by nurses and consumers that 

the theories which pwpon to explain them 1bis contrast between 'lived' and 'intellectual' 

ideologies supports the constructionist proposition that there is no 'real' or 'true' account of the 

therapeutic relationship awaiting explication through research. Rather, research should aim to 

describe how nurses (and others) construct and modify their accounts of the therapeutic 

relationship. The use of a constructionist paradigm should allow an account of the therapeutic 
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relationship, as it is perceived by the paructpants, to develop through the exchange of 

meanings occurring in the process of the research. 

Summary 

Crotty (1998) cautions qualitative researchers to reflect deeply on the claim to engage in 

constructionist research, because such a claim has crucial implications for the research process. 

1b.is chapter has attempted to outline the constructionist framework of the study in a way that 

addresses the concerns raised by Crotty's admonition. Constructionism offers a range of 

perspectives from the everyday observation that individuals play an active role in developing 

their knowledge of the world to claims that what we take to be the external world is no more 

th~ our constructions of it. Those constructions are considered to be a product of the 

positions we hold. Social constructionism adopts a definite perspective that makes a 

commitment to knowledge as a social production shaped by the conventions of language and 

other social processes. The reality of an external world is not denied, but it is considered to be 

understood through the medium of socially negotiated understandings. 

Within the social constructionist view, inquiry is regarded as a social activity in which 

understandings emerge dialogically (Gergen, 1985). Reality is considered to exist as "multiple, 

sometimes conflicting mental constructions of everyday life experiences that are situation and 

context dependent" (Ford-Gilboe, Campbell & Berman, 1995, p. 16). These assumptions 

provide both an epistemological and ontological foundation for the research that is consistent 

with the study of perceptions as social constructions rather than the private experiences of 

individuals. 

In the following section the nature of focus group research is outlined. There has been 

some criticism that focus group research can objectify participants' perceptions and 

experiences and can privilege researcher's interpretations over the views of participants 

(Barbour, 1999). The use of a constructionist research paradigm acknowledges that the 

researcher adopts a "viewing posicion" (OJ.eek, 1996) and is not disinterested in the process of 

knowledge construction. As a method of data collection, focus groups are consistent with the 

constructionist notion that reality is socially negotiated through the medium of language. 
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Part Two, Chapter Two 

Focus groups and nursing research 

Introduction 

This chapter discusses the use of focus groups in research, outlining the major issues to be 

considered in designing a focus group study. The use of focus groups to study perceptions of 

the therapeutic relationship is discussed. Focus group research uses group discussions to 

identify and explore thoughts and perceptions about a specific area of interest. Originally 

developed within social science, focus groups are now widely used in market research 

Qohnson, 1996; Morgan, 1988). Interest in the use of focus groups in social science research 

has grown in the last decade (Morgan 1996). The potential utility of focus groups in health and 

nursing research has been recognised by Basch (1987), and Kingry, Tiedje and Friedman 

(1990), and they have been used in a variety of nursing research studies. Focus groups have 

been described as "a carefully planned discussion designed to obtain perceptions on a defined 

area of interest in a permissive non-threatening environment" (Krueger 1994, p.18). The role 

of group processes in focus groups is emphasised by Morgan (1996, p. 129) who defines focus 

groups as " ... a research technique that collects data through group interaction on a topic 

determined by the researcher." Morgan (1996) also notes the divergence in definitions of what 

constitutes focus group research and recommends that focus groups be regarded as " .. . a set of 

central tendencies with many useful variations that can be matched to a variety of research 

purposes" (p. 131). This view is apparendy shared by Kitzinger and Barbour (1999, p. 4) who 

state that " ... any group discussion may be called a focus group as long as the researcher is 

actively encouraging of an attending to the group interaction." Although focus group research 

is often thought to be preliminary to larger qualitative or quantitative studies, Morgan (1988) 

argues that they can also be used as a 'stand alone' method. 

Focus groups have been described as useful, but underucilised in mental health nursing 

research (Happell 1996). Mental health practitioners' longstanding interest in group processes 

(Basch 1987) further suggests the usefulness of focus groups in mental health nursing research. 

Focus groups were used by Street and Walsh (1996) in their research into community mental 
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health nursing, and by O'Brien (1999) in exploring mental health nurses' perceptions of their 

practice. Carson, Leary, de Villiers, Fagin and Radmall (1995) used focus groups to explore 

stress in mental health nurses. The only other example from mental health nursing was that of 

Breeze and Repper (1998) who conducted one focus group interview as part of a study of the 

care experience of clients labelled as difficult. 

Group interaction 

Focus groups generate data through group interaction between participants, a characteristic 

that distinguishes the method from group interviews, and is considered the "hallmark of focus 

groups" (Morgan, 1988, p.l2). Interaction is considered to be crucial to the method, but 

frequently overlooked by researchers (K.itzinger, 1994). Review of a number of nursing 

research studies supports Kitzinger's claim that the role of interaction in focus group research 

is frequently overlooked. Studies by Thomas, MacMillan, McColl, Hale and Bond (1995), Kelly, 

Shoemaker, and Steele (1996) and Tom and McNicol (1998) show little evidence of attention 

to interaction in the process of conducting interviews, in analysis of the data or in reporting the 

results. 

Generation of concepts 

There is evidence supporting the belief that focus groups generate more concepts than 

individual interviews ("Thomas er al., 1995). These authors consider that focus groups are a 

more efficient means of gathering data about perceptions than individual interviews, with no 

difference in the depth of concepts generated. However Morgan (1996) reports that focus 

groups are less efficient than individual interviews at generating responses from participants, 

but that the responses generated provide greater insight into the sources of complex behaviour 

and motivation. One disadvantage of focus groups is that it can be difficult for the researcher 

to follow new leads as the interest is in the ideas generated within the group, rather than in 

those of the researcher (Morgan, 1988, p. 19). In attending to the ideas generated in focus 

group discussions, Basch (1987) and Kitzinger (1994) argue that noting distinctions and 

contradictions is an important part of the methodology of focus groups. Kitzinger 

recommends exploring differences and encouraging participants to theorise about the reasons 

for diversity. 
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N umbers of participants and groups 

Opinion varies about the numbers of participants who can be involved in a single focus 

group discussion. Basch (1987) sets the number at between four and twelve, however Kitzinger 

and Barbour (1999) state that focus groups can be conducted with groups of as few as three 

participants. The latter view is supported by Thomas er al.'s (1995) report of a focus group 

study involving three participants. By contrast, Linhorst (1995) reported a focus group of 22 

participants. Between four and twelve participants are recommended by Morgan (1988, p. 44) 

to balance practical and methodological concerns. The number of groups used in a particular 

study is also variable. Examples of focus group research using just one group are those of Tom 

and McNichol's (1998) exploration of the concept of the nurse practitioner, and Butler's (1996) 

study of Irish public health nurses' responses to changes in child care legislation and policy. By 

contrast Thomas et al. (1995) conducted 15 focus groups, each with new participants, as part of 

a project aimed at generating items for a patient satisfaction survey. Morgan (1988, p. 43) 

provides the general guideline of conducting " ... as many groups as are required to provide an 

adequate answer to the research question." Morgan cites Calder (1977) as recommending three 

to four groups, with the proviso that when the researcher can anticipate the participants' 

responses, the data gathering is complete. Another consideration is the number of population 

subgroups to be sampled. According to Basch (1987) the number of groups to be conducted, 

and the number of participants in each group depends on the goal of the research, in particular 

whether depth or breadth of data is sought. 

Constitution of groups 

Familiarity between participants is considered by Tom and McNichol, (1998) to be 

beneficial in focus group research. This is supported by Krueger (1994) and Carey (1994), who 

give homogenity as a key principle in group formation. Morgan (1988) however, recommends 

that participants are strangers to prevent existing alliances inhibiting the discussions. Kingry et 

al. (1990) also argue that participants should be unfamiliar with each other. Market researchers 

have traditionally recruited participants nor known to each other, while health researchers 

sometimes make a point of recruiting participants who work together or who are known to 

each other (Basch, 1987). In her research into the impact of media messages about AIDS, 

Kirzinger (1994) used existing work groups to form some of her focus groups, reasoning that 

such groups would naturalise the process of discussion. Although she acknowledges that focus 
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groups do not produce 'natural' data, Kitzinger (1994) likens focus groups to participant 

observation, as the participants, if they are drawn from a naturally occurring social group, 

represent the range of knowledge resources available to individuals from that group. Members 

are also considered likely to communicate in natural language, rather than in language supplied 

by the researcher. This partly addresses the a problem identified by Morgan (1988, p. 20), that 

focus groups are an unnatural setting. Groups members are normally selected to produce a 

theoretically chosen, pwposive sample (Morgan, 1988). The goal is not representativeness, but 

to learn about a range of perceptions (Kitzinger, 1994). Morgan (1996) uses the term 

'segmentation' to refer to the practice of sampling different population subgroups, noting that 

co11:5tructing groups from different subpopulations builds a comparative dimension into the 

research design, and facilitates discussion through the participants' familiarity with each other. 

Structure 

The amount of structure to a focus group discussion depends on the research goals and the 

skills of the moderator. In market research, when the goal is often to construct a survey for 

wider distribution, groups are likely to be highly structured. In health and social science 

research it may be more important to encourage groups to explore topics at some length so 

that depth of data is obtained. Reports consulted for this review referred to lists of key 

questions that were used to initiate and guide discussion (Kelly et al., 1996; Thomas et al., 1995; 

Tom & McNichol, 1998). Morgan (1988) describes guides to focus groups as important in 

structuring the discussion, but warns against rigid adherence to set questions as this may 

prevent worthwhile emergent issues from being explored. 

Moderator influence and issues of power 

While there are issues about power in focus groups that might influence what is said and by 

whom (Happell, 1996), the researcher, as group moderator, plays an important role in 

managing the discussion so that power issues do not impede discussion. Morgan (1988) warns 

that a high level of moderator involvement can bias the discussion towards the moderator's 

views, and prefers a low level of involvement so that the views of participants are emphasised. 

However Morgan considers that moderator involvement is useful in managing potencial 

problems of loss of direction, and provides guidelines to assist groups to self-manage these 

problems. Agar and McDonald (1995) and Safarstein (1995, cited in Morgan, 1996) have used 

discourse analysis to highlight the focus group moderator's influence over the direction of the 
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discussion, noting that disruption of interaction can occur with a directive moderating style. 

Although Morgan (1996) notes that the problem of researcher influence is not limited to focus 

group research, it must be considered a threat to soundness of this form of research as 

interaction is the prime source of data in focus group research. 

Usefulness of focus group data 

The role of group interaction in providing data in focus group research is regarded as a 

crucial characteristic to this form of research (Happell 1996; Kingry et al., 1990; Kitzinger 

1994; Morgan 1988, 1996; Thomas et al., 1995). However group processes are not without 

their problems and concern has been expressed that group dynamics, while having the 

potential to generate ideas not found in individual interviews (Kingry et al., 1990; Morgan 1988, 

1996) may also inhibit or distort discussion as participants compete with each other or 

acquiesce to the perceived wishes of the researcher (Thomas et al. 1995). While the potential 

for the group to inhibit the production of ideas should not be minimised, Carey (1994) and 

Kitzinger (1994) maintain that it is the contextual nature of the data provided that constitutes 

their greatest significance. Carey (1994) refers to 'censoring and conforming' as rwo ways in 

which individual members of groups may tailor their contributions in accordance with their 

perceptions of other members or of the group moderator. Carey (1994) gives examples to 

show how other group members provide a moderating influence over 'exaggerations' of 

individuals. Cogent examples of the moderating influence of groups are also provided by 

Kitzinger (1994), who argues that the contextualising influence of a group provides a contrast 

berween what might be expressed in the 'private' arena of an individual interview and the 

'public' arena of the group. If groups act to censor or elicit conformity, this may provide 

important information on a group discourse that gains in significance from its contrast with the 

perspective of individuals. 

Analys is of focus group data 

Many of the issues of analysis of focus group data are common to other qualitative methods 

(Kitzinger 1994; Morgan 1996). However Sim (1998) considers that there are issues that 

present problems specific to focus group research. Review of a number of focus group studies 

shows that a wide variety of inductive and deductive analytic processes are used. Morgan 

(1988) suggests that if a schedule of interview questions is used, the topics should structure the 

analysis, suggesting that the data are read deductively to answer specific questions. However 
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focus group researchers also describe a range of inductive analytic processes which can be used 

to identify themes in the data. Morgan (1988, p. 68) states that " ... the issue is always the 

question that motivates the analy'Sis." 

Analysis of focus group data involves the researcher in an iterative process which may be 

regarded as continuous with the process of data collection. Morgan (1988) describes both 

qualitative and quantitative approaches as useful for data analysis, arguing that a qualitative 

means of data collection does not preclude analysis by quantitative means, provided that in the 

analysis allowance is made for the research design. 

It is in the process of analysis that the significance of interaction between participants and 

its influence on the data is frequently overlooked. Many descriptions of focus group research 

make no reference to capruring in the analysis, the dialectic nature of the data (e.g. Basch 1987; 

Happell1996; Kingry, Tiedje & Friedman 1990) while focus group reports similarly neglect in 

their analysis, the role played by interaction (e.g. Kellyet al., 1996; Thomas et al. 1995; Tom & 

McNichol, 1998). By contrast, the process described by Morgan (1988) analyses data for the 

effect of interaction on knowledge fonnation, including the influence of the researcher's 

questioning. Similarly, Kitzinger (1994) considers that focus groups should examine how ideas 

develop within a specific context. The focus group provides or simulates that context, and 

analysis of the data should record the nature of the interactions that produce the data, not 

merely the themes abstracted from their context. 

Focus groups produce context-specific data in the form of public accounts (Sim, 1998), 

which may contrast with the perceptions of participants taken individually. Although this 

difference has been used to cast doubt on the validity of group data, such data is valuable in its 

own right (Kitzinger, 1994), and as Sim (1998, p. 350) remarks " ... it is not clear that any 

process of analy'Sis can meaningfully separate out from the data the social factors which operate 

within the context of a focus group - indeed, the very idea of a context neutral perspective may 

not even make sense within this sort of epistemological framework" 

Appropriateness of focus groups for the current study 

Focus groups have been chosen as the method of data collection for the current research 

because the lack of existing research warrants research of an exploratory nature. Although • . 
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focus group methodology is not restricted to exploratory research, the interactive nature of 

focus groups enhances the possibility that tentative ideas will be put forward and discussed, 

and that contrasting perspectives and new perceptions will emerge as part of the focus group 

dialogue. There is a further practical reason supporting the use of focus groups: that more 

participants can be involved using group interviews than can be reached in the same number of 

individual interviews. Focus groups have been found to be useful in exploring perceptions of 

nursing. The previously cited studies by Street and Walsh (1996), Butler, (1996) and Tom and 

McNichol (1998) were planned around a similar objective to the current study. exploring 

nurses' perceptions of their role. My own previous experience with the method (O'Brien, 1999) 

corifirms the usefulness of focus groups for exploring nurses' perceptions of their practice. 

That experience was also useful in planning an interview guide for the current study. 

Focus group methodology is congruent with the constructionist framework that underpins 

this research. Focus groups are consistent with a view of reality as socially negotiated and of 

knowledge as constructed in a dialogical process. The interactive nature of focus group 

discussion and the absence of emphasis on consensus (Carey, 1994), mean that multiple 

perspectives can be acknowledged. Protagonists of contrasting views can identify points of 

conflict and agreement that can form part of the data. These have been discussed as 

"complemental')"' and "argumentative" interactions (Kitzinger, 1994). These features of focus 

group methodology support a constructionist view that the therapeutic relationship does not 

constitute a fixed entity that can be represented by a single objectively valid account. 

The literature on the therapeutic relationship has been developed within a variety of health 

disciplines, most notably psychology, psychoanalysis and counselling. Peplau's (1952/1988) 

theoretical formulation of nursing, with its focus on the therapeutic relationship, is itself 

derived from those disciplines. Despite the existence of these theoretical traditions, mental 

health nursing practice has been considered to lack theoretical foundation (Reynolds & 

Cormack, 1990), and to elude formal theoretical formulation (Tilley, 1995). The concept of the 

therapeutic relationship, however, plays a central role in mental health nursing discourse as 

reflected in policy documents and mental health nursing texts. It can be expected, therefore, 

that focus group research would reveal both consensus and divergence in perceptions of the 

therapeutic relationship. Of further interest is how the discursive practices of groups of nurses 

are managed within groups, given the likely divergence of views. 
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Summary 

Focus groups are a useful means of collecting qualitative research data. When the 

commitment to interaction is followed through to the process of analysis, focus groups allow 

socially constructed realities to emerge. A growing literature on focus group methodology 

shows a divergence of practices in their utilisation. Focus groups offer the opportunity to 

explore phenomena such as perceptions of the therapeutic relationship without predetermining 

what those perceptions might be. The interactive process of focus groups provides for a 

multiplicity of perspectives to be represented, and for contrasting views to form part of the 

data. These characteristics make focus groups an ideal method of data collection for the 

c~ntsrudy. 
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Part Two, Chapter Three 

E thical issues 

Introduction 

The research received ethical approval from the Auckland Ethics Committee and the 

Massey University Human Ethics Committee. In addition, approval to approach staff was 

obtained from the Hospital and Health Services from which participants were recruited. The 

Massey University Cafe if ethira1 a:nluct far researrh ani teaching imd:r.in;, hurmn subjem (Massey 

University, n. d.) guided the research process. The code sets out five principles for research, 

discussed below, and emaphasises that they need to be " ... interpreted before being applied in a 

context" (p. 1). Discussions of research ethics provided by LoBiondo-Wood and Haber (1994) 

and Morse and Field (1995) have been used to assist in the process of interpretation. 

All participants were nurses with whom I had no current professional relationship in either 

a clinical or academic sense. Most ·were recruited from a Hospital and Health Service outside 

the area from which my teaching institution normally enrolls students. In the case of three 

participants who were recruited from within the Hospital and Health Service served by my 

teaching institution, specific consent was sought from this Service, and issues of potential 

conflict of interest in relation to my teaching role were avoided. 

Informed consent 

Informed consent in research involves providing understandable information, with time to 

decide about participation, in circumstances that are free from coercion (LoBiondo-Wood & 

Haber, 1994). Informed consent is based on the ethical principle of respect for persons. 

Potential participants were sent an Information Sheet outlining the research and what 

commitment was required of participants (Appendix A). The Information Sheet explained 

processes of maim.ai,ning confidentiality and anonymity. Participants were also sent a copy of 

the Consent Form (Appendix B). At an initial meeting to discuss the research, the Informacion 
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Sheet was discussed. Participants were given the opportUnity to discuss the research, and their 

rights as research participants were outlined. 

Confidentiality 

Confidentiality and privacy are also based on the ethical principle of respect for persons. 

Confidentiality requires that the individual identities of participants will not be publicly linked 

to the information they provide, while privacy involves that participants maintain control over 

the disclosure of personal information (LoBiondo-Wood & Haber, 1994). Privacy is important 

in the data collection process, and was provided by ensuring that group and individual 

interviews were conducted discretely and without unwanted intrusion. For this pwpose, a 

separate room at the participants' places of work or, in the case of the nurse-therapist group, at 

my own place of work, was used. Transcripts were rendered anonymous by the use of 

alphabetical codes. The typists who helped with the transcription were asked to sign a 

confidentiality form (Appendix q. Audiotapes were stored in a locked cabinet throughout the 

course of the study and destroyed on completion of the study. Transcripts will be securely 

retained for a period of ten years for possible secondary analy'Sis. 

Minimising of harm 

The right to protection from harm is based on the ethical principle of beneficence 

(LoBiondo-Wood & Haber, 1994). Potential harm due to lack of informed consent or breach 

of confidentiality or privacy was avoided as described above. LoBiondo-Wood and Haber 

(1994, p. 326) categorise research according to five levels of potential for hann 'This study 

would be rated at Level One (no anticipated effects) or Two (temporary discomfort). There is 

some evidence that participants in qualitative research can benefit from their involvement 

(Hutchinson, Wll.son, & Wll.son, 1994). Discomfort in this study could result from the 

researcher's manner or the content of questions. Some protection from this was provided by 

the researcher's previous experience, and by the process of supervision. The literature on focus 

groups (Morgan, 1988) and interviews (Morse & Field, 1995) provided guidance in the 

methods that help to promote the wellbeing of participants. 
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Truthfulness 

1bis principle is not specifically referred to in either of the references cited so far. However 

it would seem to be implicit in gaining informed consent that the researcher is truthful in 

providing information. Johnstone (1994) relates truth to the ethical principle of autonomy, 

which she considers to be a moral obligation of health professionals. Truthfulness in this study 

was ensured by providing a full explanation of the conduct, purposes and use of the research. 

Participants were encouraged, especially during initial briefings, to seek clarification of any 

points that were unclear. The researcher provided candid responses to these questions, and 

continued to provide information as needed throughout the process of the research. 

Trap.scripts were discussed with participants whose vievvs were sought, and the final report will 

be made available to participants. 

Social sensitivity 

Like truthfulness, this principle is not specifically addressed by either references consulted 

for this study. It perhaps arises because of the focus in New Zealand on Maori rights as 

provided in the Treaty of Waitangi. For this reason the Health Research Council's Guidelin:s for 

researchers m health Tesearrh inui'ling Maori (Health Research Council, 1998) has been used as a 

basis for discussing social sensitivity. Although the proposed study does not specifically seek to 

involve Maori, the issues raised in the GuideJin:5 are considered analogously applicable to other 

cultures and vulnerable groups. Maori or any of these other groups could have been involved 

in the research. The purpose of the guidelines is to " ... establish research practices which 

ensure that the research outcomes contribute as much as possible to improving Maori health 

and well-being, while the research process maintains or enhances mana Maori" (Health 

Research Council, 1998, p. 3). Lack of respect for Maori cultural values is considered a threat 

to the validity of research, and the same might be said for other vulnerable groups. 

To promote social sensitivity the researcher needed to acknowledge his social position as a 

middle class pakeha male researcher who might be considered to enjoy a favoured social 

position in terms of those aspects of his identity. Experience as a nurse in mental health 

provides some personal insight into practices of marginalisation. Reflection on this experience, 

and acknowledgement of known sources of discrimination; age, gender, religion, social class 

(Massey University, n.d., p. 1), helped to promote social sensitivity in the research process. 
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Part Two, Chapter Four 

Research methods 

Introduction 

1his chapter describes the steps of the research process used in this srudy. The methods were 

detennined by the methodological commitments outlined in Part Two. They include methods 

of sampling, data collection, data display and analysis. 

Sampling 

Participants were identified by pwposive sampling and snowballing (Miles & Huberman, 

1994; Polit & Hungler, 1995). An initial pwposive sample was sought by placing an 

advertisement in a staff newsletter and on notice boards explaining the narure of the research 

and asking interested individuals to contact the researcher for further details (see Appendix D). 

Nurses who expressed interest were asked to contact others who they thought might also be 

interested. Potential participants were sent the Information Sheet explaining the research in 

more detail and copies of the Data Collection Form (Appendix E). They were invited to attend 

a briefing at which the narure and conduct of the research was explained. In some cases a 

telephone explanation was sufficient, with further explanation provided at the initial interview. 

Issues of confidentialityand anonymityand the right to withdraw were explained. 

Purposive sampling was considered to be consistent with the research aim to identify the 

perceptions of a specific group of people about a specific topic (Miles & Huberman, 1994). 

Within the srudy population of mental health nurses, theory driven sampling (Miles & 

Huberman, 1994) was used to identify three sub-groups of participants; inpatient nurses, 

community based nurses, and nurse-therapists. This process is consistent with the practice of 

"segmentation" in focus group research, described by Morgan (1996) and referred to in Pan 

Two, Olapter Two. Reading and anecdotal evidence suggested that the focus of employment 

might be a source of divergent ideas amongst the srudy population. The sampling process was 

designed to recruit a sample that showed both overall variation (seen in the differing areas of 

clinical practice) and homogeneity within the individual focus groups (which were constiruted 
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of nurses from the same practice areas). The focus of sampling was to answer conceptual 

questions about the therapeutic relationship rather than to achieve representativeness. The aim 

was to achieve analytic, rather than sample to population generalisation (Firestone, 1993). The 

data collection form was completed prior to or at the first interview, and details were checked 

to ensure that volunteers met criteria for inclusion in the study. No volunteers were excluded at 

this stage. 

All participants were recruited prior to the first interview, and no further sampling was 

attempted once the initial sample had been recruited. No attempt was made to recruit 

participants who held particular views such as typical, deviant, confirming or disconfinning 

cases (Nfiles &Huberman, 1994). Self-identification of participants may have contributed a bias 

in favour of nurses holding positive views about the therapeutic relationship. 

Interview schedule 

Four questions were developed to make up an interview schedule. The schedule attempted 

to strike a balance between what was known about the likely focus of discussion and the need 

to limit the amount of data generated. The questions which comprised the interview schedule 

were: 

• "What does the therapeutic relationship mean for you in your practice?" 

• "How do you know if you have achieved a therapeutic relationship?" 

• "Do you have a specific theoretical model that guides your practice?" 

• "Do you think it is possible to achieve a therapeutic relationship without using a 

specific theoretical model?" 

The interview schedule was designed to facilitate and focus discussion rather than control it. 

The perceptions of the participants were not seen as data to be collected, but rather as 

accounts co-authored in the process of the focus group discussions (Kvale, 1988, cited in Miles 

&Huberman, 1994). 

Data collection 

Data were collected m the form of audiotaped focus group discussions which were 

transcribed for analysis, field notes made during or on the day the interviews were conducted, a 
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journal in which issues related to the research process were recorded, and self reported 

summary data which were recorded on the Data O>llection Form Interviews were conducted 

at the participants' place of work in the case of the inpatient and community nurses, and in the 

researcher's place of work in the case of the nurse-therapists. 

In total eight interviews were recorded, three with the cornmuruty nurses and nurse

therapists, and two with the inpatient nurses. The decision on how many interviews to conduct 

was based on the guideline provided by Morgan (1988) and referred to in Part Two, Chapter 

Two, that data collection should continue until sufficient data is collected to answer the 

research questions. Problems encountered in the interviews were a fire alarm leading to 

vac.ating the building in the first interview, the intrusion of an unidentified person in a later 

interview, and an audiotape that jammed during recording. 

The interviews proceeded at a different pace with each group, and the questions on the 

interview schedule lead to differing issues being raised within the groups. At the second 

interview with each group a brief review of the previous discussion was presented before 

proceeding to discussion of the next unanswered question on the interview schedule. 

Discussion was encouraged by the researcher's use of probes and clarifying questions and 

through the use of examples to demonstrate points under discussion. 

For the final interviews with all groups, participants had been provided with copies of the 

transcripts and the researcher's initial summary of the data. In the interviews the researcher's 

tentative summary of the themes of the research were discussed. No intergroup comparisons 

were made at that time. Participants were encouraged to reflect on and contribute to the 

process of analysis by offering their observations about the content of the transcripts. At this 

stage confirmation of the tentative analysis was not specifically sought, although participants 

were invited to comment and note any points of disagreement with the researcher's version of 

the discussion. 

Although data analysis IS discussed in the next secnon, it will be apparent that data 

collection and analysis were continuous rather than separate processes. The researcher's 

responses to issues raised in the interviews helped shape the construction of perceptions, as did 

the responses of group members to each other. Interaction has been noted to be one of the 
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strengths of focus group research (Kitzinger, 1994; Morgan, 1988) and in the researcher's field 

notes and journal, interaction became funher data for analysis. 

Transcription of intetviews 

The first five intervie"WS were transcribed by the researcher as soon after recording as 

possible. Those transcribed by typists were read alongside the tapes soon after transcription. 

The aim was to avoid the natural decay in memory that might diminish the accuracy of recall of 

observations not recorded on tapes or in field notes (Krueger, 1994). The maximum delay 

between an interview and preparing the transcriptions was seven days. The remaining 

intervie"WS "rere transcribed by a typist. In two cases, the first two nurse-therapist intervie"WS, 

technical problems with the recording made full transcription of the intervie"WS impossible. The 

sound quality was so poor that the interview had to be reconstructed with the help of field 

notes. In the case of the second nurse-therapist interview the field notes were provided to the 

participants with a letter from the researcher explaining the nature of the recording problem, 

and the subsequent interview focused on the original questions from the interview schedule 

and the content of the researcher's field notes. In this way the issues which had previously been 

discussed were reviewed and new data about them was generated. This interview was 

successfully recorded and transcribed in full. Following transcription, the tapes were reviewed 

again and the transcriptions checked for accuracy. 

Analysis 

This section describes the process of analysis. Sources of literature that informed the 

analysis are identified. A discussion of theoretical issues arising in the analytic process of 

constructionist research is followed by description of the processes of data display and the 

steps used in the analytic process of the study. 

A fJ!JmKhirrg the prrxl5S if anal)5is 

The process of analysis was approached with a cautionary awareness provided by Wolcott 

(1994) that the term 'analysis' is grounded in natural science and lends an aura of respectable 

certainty even to a qualitative study. There is always a provisional quality to the meanings 

derived from the process of qualitative research. In constructionist research, meaning is not 

regarded as inhering in objects or dialogue awaiting discovery. Meaning is regarded as a co

created product, and not fixed or final (Crotty, 1998). Therefore while the term 'analysis' is 
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used to describe the reduction, organisation, presentation and interpretation of the data, the 

'findings' (meanings) are regarded as constructions that are theory laden, rather than 

transparent accounts. 

Not the least of the problems in this regard is that I am a product of the same educational 

influences as the research participants and a member of the same discursive community of 

mental health nurses. It was apparent during the process of conducting the interviews, and in 

the process of analysis, that I was more involved in the focus group discussions than some of 

the focus group literature recommends. Krueger (1994, p. 121) describes focus group 

moderators as " ... visitors in the world of participants ... " . However, in my case, I was a co

paiticipant in the world of the participants through our common professional identity as 

mental health nurses. While as noted in Part Two, Chapter One, commonality of perspective is 

considered to enhance the quality of constructionist inquiry (Guba & Lincoln, 1994), there is 

also the possibility that research can simply 'validate' existing beliefs, rather than reconstruct 

those views. Continued reading, discussion and reflection assisted in developing the reflexivity 

necessary to avoid uncritically accepting my own or participants' views (Koch & Harrington, 

1998; Lamb & Huttlinger, 1989). 

Much of the focus group literature does not explicitly state the theoretical perspective that 

informs the process of analysis (Cunningham-Burley, Kerr & Pavis, 1999) and I have 

previously commented (see Part Two Chapter Two) on the objectivist nature of many focus 

group studies. The influence of market research on the development of focus group 

methodology is such that some descriptions of the process of analysis describe an objectified 

process in which verifiability is emphasised at the expense of coherence or in which a simplistic 

form of quantification suffices for analysis Gohnson, 1996). Krueger (1994, p. 129-130) states 

that analysis must be verifiable, and gives as his criterion for verifiablity, that another 

researcher, given the same data, should be able to arrive at similar conclusions. Krueger's 

criterion seems consistent with what other literature describes as auditability (e.g. Koch, 1994). 

However Sim (1998, p. 349) considers that focus group data should be regarded as " ... firmly 

contextualised within a specific social situation", which is likely to be an unnatural one for the 

research participants, limiting any concept of verifiability. 
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The focus group texts consulted for this study provided useful guidelines and principles of 

analysis, although additional reading of constructionist literature was necessary to bring a 

constructionist perspective to the process of analysis. If the strength of focus groups in 

generating data through interaction is to be exploited, then analysis must attend to interaction 

as data (Kitzinger, 1994) and to the theoretical commitments that underpin the analysis. 

The constructionist theoretical basis of this research required that the process of analysis 

allow the dialogical narure of participants' perceptions of the therapeutic relationship to 

emerge. Prior to and throughout the study, I read around the concept of constructionism as I 

sought a theoretical framework for the research that was consistent with the philosophical 

commitments of the study to a transactional epistemology and a social ontology (Guba & 

Lincoln, 1994). In reporting the themes, I have endeavoured to provide some of the context of 

the interviews by providing not just key statements, but sections of interviews in which they 

occurred. Something of the interactive nature of the developing perceptions of participants is 

apparent in these sections, and in several instances conflicting views are presented in the same 

mterview segment. 

For this study a process of analysis was sought that was both consiStent with the 

assumptions of constructionist research and with the nature of focus groups as a method of 

data collection. Miles and Huberman (1994, p. 56) remind researchers " ... to be explicitly 

mindful of the purposes of your study and of the conceptual lenses you are training on it ... " 

This required that the analysis enabled the description of perceptions as they were constructed 

in the participants' language and interactions, acknowledging the position of the researcher in 

this process. Part of the process of analysis involved reflection on the research process, 

especially on my own involvement as a researcher and as a mental health nurse. In this I found 

that much of the focus group literature did not address issues that arose as a result of my being 

a researcher investigating my own discipline. 1his involved a degree of reflexivity that is not 

normally a part of either market oriented or social science focus group research, although its 

importance in social science research has been noted (Cheek, 1996). 

Literature 

The analytic process for this study was informed by two sources of literature; the focus 

group literature and the more general literature on analysis of qualitative data and 
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constructionism The methods of analysis are common to a number of different forms of 

qualitative research (Miles & Huberman, 1994). Texts that served as key references were 

Morgan's (1988) and Krueger's (1994) guides to focus group research, Miles and Huberman's 

(1994) reference work on qualitative data analysis, and the work of Wolcott (1994) already 

referred to. In addition, Berger and Luckmann (1966), Burr (1994), and Gotty (1998) provided 

guidance in terms of the constirutive role played by language and interaction in producing 

meaning. This was previously discussed in Part Two, Chapter One. 

Krueger (1994) discusses steps of the analytic process and principles of analysis, and this 

discussion was helpful with conducting an orderly, systematic, replicable analysis. Both Morgan 

(1988) and Krueger (1994) stress that the analysis is guided by the research question and by the 

principles of focus group research: that it is the group that is the focus of analysis and the 

interactive process of the group that leads to the formation of the concepts that will emerge 

from it. Consistent with the view that focus groups should avoid seeking only consensus 

(Morgan, 1988), and instead allow 'argumentative' and 'contradictory' voices to be heard 

(Kitzinger, 1994), the analysis sought to identify divergence of opinion both within and 

between groups, as well as agreement within and between groups. Data from individual groups 

are presented, and contrasts and commonalities between the groups are outlined. 

Morgan (1988) signals that focus groups as a means of data collection do not presuppose a 

particular method of analysis. As an example, Morgan argues that the use of ethnographic 

qualitative analysis, which seeks broad themes illustrated by relatively long passages of text, or 

quantitative content analysis by counting occurrences or 'mentions' of words, concepts or 

ideas, should both be considered and where possible used in tandem Krueger (1994), refening 

to the twin traditions of social science and market research in focus group research, emphasises 

a need to balance the social science emphasis on systematic and verifiable procedures with the 

emphasis of market research on practicality, which is explained as avoiding undue attention to 

detail. 

According to Miles and Huberman (1994, p. 2), qualitative research lacks a ''bank of explicit 

methods of analysis to draw on." This problem is compounded for researchers working within 

a constructionist framework because for constructionist researchers there is '' ... no 

unambiguous social reality "out there" to be accounted for and hence no need to develop 
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methodological canons to explicate its laws" (Miles & Huberman, 1994, p. 2). In relation to 

focus groups, Frankland and Bloor (1999) suggest that focus group data, while often poorly 

analysed, does not demand distinctive analytic techniques. From Wolcott's (1994) work I have 

taken the distinction proposed between description, analysis and interpretacion as a guiding 

framework for data transformation, although I have not rigorously followed Wolcott's 

restricted use of the term 'analysis'. I have been concerned to provide an account that uses 

participants' terms and language in discussing the therapeutic relationship, the more descriptive 

task in Wolcott's terms. However I have also used "systematic coding" (Miles & Huberman, 

1994, p. 56-7) through which some generalities have been suggested, a process Wolcott refers 

to ~ 'analysis' in a more restrictive sense than that generally used in the research literature. Any 

move to interpretation, asking "what does it all mean?" (Wolcott, 1994, p. 12) is quite limited, 

with attention focused mainly on producing a systematic descriptive account. However by 

applying a social constructionist lens to the process of analysis it has been possible to provide 

an account of the therapeutic relationship as it is constructed through participants' engagement 

with the therapeutic discourse of mental health nursing. With further rounds of interviews it 

would have been possible to test any speculations about meanings but I considered that 

beyond the scope of this study. 

Preliminary analysis in the process of data collection. 

Although some patterns were apparent in the early interviews, no attempt was made to 

isolate patterns from their original context until the formal stage of the analysis, as the 

constructionist commitment to interaction amongst participants required that segments of the 

data be maintained in their discursive context. Impressions arising from initial interviews were 

discussed at subsequent interviews and confirmation of these impressions was sought from 

pame1pants. Krueger (1994) recommends member checking to verify the researcher's 

descriptions although Sandelowski (1993) caunons against seeking verification through 

member checking, as too rigid an adherence to this process can threaten the validity of 

qualitative research. Initial impressions were treated as a provisional view of the data and as a 

stimulus for funher discussion. This iterative process enabled patterns that emerged early in the 

research process to be discussed by participants, ensuring that they were not 'captured' 

prematurely, that is, before the dialogical process had either developed into a consensus or it 

was clear that there was a difference of views amongst participants. 
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Data display 

Data were initially displayed in a five column WORD1 table in landscape format. The first 

column was used to record the identity of the speaker (using alphabetical codes to maintain 

anonymitJ?, and the second for notes made in the process of analysis. The notes in column two 

recorded my impressions of the significance of comments and interactive processes. An open 

attirude was maintained towards these notes to avoid premarure closure in the process of 

analysis. The field notes were read at the same time as the interview transcripts to enable 

comments recorded at the time of the interviews to be integrated into the data displayed in this 

column. This added details and nuances to the transcriptions. The third column was headed 

'codes' (Miles & Huberman, 1994, p. 56) and in this column verbal labels assigning meaning to 

participants' accounts were made, where possible using their own language and verbatim 

quotes. The fourth column focused specifically on interactive processes between participants 

and between myself and participants. Points of convergence and consensus were noted. The 

fifth column was used for text. Each statement v;as entered into a separate cell of this column. 

Pages were numbered for ease of reference. An example of a page of transcript, illustrating the 

use of the columns described above is included (see Appendix F). A total of 163 formatted 

pages of transcript were produced. Continued reading and reflection on methodological and 

substantive literarure informed the process of data collection and analysis. 

Steps of the analytic process 

Analytic strategies were drawn from a variety of qualitative research literarure. The research 

questions provided the basis for that part of the analysis that served to explore tacitly 

hypothesised positions about nurses' perceptions of the therapeutic relationship. Analysis also 

sought themes that were not hypothesised but which emerged from the data. Analysis was 

both continuous and staged, occurring throughout the research process and in the formal stage 

of reading the transcripts. As Miles and Huberman (1994) have commented, analysis begins 

with data reduction, and the process of reduction begins with formulating the research 

questions which limit and shape the data to be generated. Field notes collected during and 

following interviews provided initial speculative analysis and began a process of immersion in 

the data which continued until the results were written up. Labels recorded in column three 

I Using Microsoft Word$ Version 7 
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were used to establish the basis for initial thematic categories (Miles & Huberman, 1994), 

referred to as 'codes' at this stage of the analysis, as they referred to what Miles and Huberman 

(1994, p. 56) describe as "chunks of data". Codes were assigned tenns (verbal labels) that were 

thought to most closely approximate their meaning, in order to facilitate recall, by both the 

researcher and the research supervisor, of the concept to which it referred (Miles & Huberman, 

1994, p. 64). Transcripts and field notes were read for suggestive codes, which were the basis 

of rereading in an attempt to confinn their descriptive power (Miles & Huberman, 1994, p. 58). 

The codes were initial speculative categories which provided the basis for the themes 

developed in analysis and described in Part 'Three. There was no return to the field to collect 

further data once the fonnal stage of analysis had commenced. 

In successive readings initial codes shaped the analysis as I sought either confinnacion or 

contradiction (Miles & Huberman, 1994, p. 61). During this process some codes vvere dropped 

from the developing thematic account; others were collapsed into broader categories to 

develop the eventual structure of the findings. Initial codes expanded to become the organising 

framework for funher analysis. The transcripts were read for similar phrases or ideas, and for 

conflicting expressions (Miles & Huberman, 1994). In supervision, discussion of the data and 

apparent patterns helped clarify the process of analy'Sis and review impressions arising early in 

the research process. Miles and Hubennan (1994, p. 62) suggest that coding and receding 

continue until a sufficient number of regularities emerge. They caution that the saturation 

sought through exhaustive analysis can become a "vanishing horizon" (Miles & Huberman, 

1994, p. 62) and suggest that pragmatic considerations may determine when a halt is called to 

this pan of the process of analysis. 

As generalisations elaborated from the initial codes began to develop, comparisons were 

made with the nursing and related literature (Miles & Huberman, 1994), allowing the research 

findings to be positioned within this body of knowledge. At this stage the codes were regarded 

as 'themes' indicating that they represented patterns of similarity within the data. However, no 

asswnption was made that the themes represented a theory (Oeswell, 1994), but rather they 

are regarded as providing an account that was partly descriptive and partly analytic (Wolcott, 

1994). As the analysis progressed it became apparent that the codes were clustered into the 

three themes that became the organising framework for the study. Ar. this point numerical 
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codes -were assigned to codes which contributed to each theme, so that the secuons of 

transcript could be easily located in the process of writing up. 

In parallel with the process of identifying codes and themes, the data -were read for 

processes of interaction between participants and bet"Ween researcher and participants. 1his is 

consistent with the commitment of focus group research to attending to processes of 

interaction (Kitzinger, 1994) and to the basis of the study in the constructionist research 

paradigm (Ootty, 1998; Schwandt, 1994). Interaction between participants in generating data is 

not included in either of the "accounting schemes" outlined by Miles and Huberman (1994, p. 

61). Reading of the constructionist and focus group literature was crucial to developing this 

part of the analysis. Notes recording evidence suggestive of consensus and difference were 

made in column four of the transcript (see Appendix F). Findings describing the themes 

established in analy'Sis have been merged with observations about interaction so that the 

process of construction of knowledge could be described. Similarly, reflective notes made in 

the first column of the transcript, and field notes, -were read alongside the developing 

descriptive and analytic account, so that my own engagement with the data and 'viewing 

posicion' (Cleek, 1996) could be made transparent. In Pan Tiu-ee, which outlines the findings 

of the study, I have attempted to provide an account which reflects these parallel processes of 

analysis. In developing the written account of the three themes, the themes -were 'read' in terms 

of social constructionist literature. This allowed the themes to be positioned within this body of 

theory and enabled a social constructionist account of the therapeutic relationship to be 

developed. 
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Part Two, Chapter Five 

Soundness of the research 

Introduction 

Qualitative research has struggled to establish criteria by which readers of research can 

evaluate the quality of studies, and decide on their credibility (Sandelowski, 1986). Sandelowski 

conceptualised this issue as one of "rigour", arguing that qualitative research had not 

demonstrated the rigour of its methods to a standard of scientific adequacy. In an attempt to 

establish rigorous evaluation criteria, some researchers have borrowed criteria from natural 

science, a practice regarded by Koch and Hanington (1998) as problematic, and one that has 

lead to a fruitless search for objective criteria of reliability and validity. A set of criteria that seek 

to overcome the preoccupation with reliability and validity has been proposed by Lincoln and 

Guba (1985). Within a general concept of trustworthiness, Lincoln and Guba offer criteria of 

credibility, transferability, dependability and confinnability. Koch and Harrington (1998) argue 

that Lincoln and Guba's criteria have been adopted uncritically, and applied universally to 

nursing research, although they may not fit some studies. The tendency to adopt a rule

governed approach arises out of a desire to establish final criteria that will insulate the 

researcher against criticism This form of objectivism prevents researchers from engaging with 

the social and political realities of research, and of locating themselves within the research 

process as an active agent in the production of knowledge. 

Soundness and reflexivity 

1b.is study proceeds from a constructionist theoretical and philosophical position, and so 

commits the researcher to acknowledging his (in this case) identity and commitments and how 

they may have influenced the research process and outcome. In exploring the constructionist 

research paradigm it was noted that criteria for evaluation of the adequacy of the research arise 

from the research paradigm (Guba &Lincoln, 1994). In this chapter I will outline a position on 

what I have called soundness of the research, by which I mean the extent to which the research 

meets criteria for adequacy arising from the constructionist research paradigm I have used the 

concept of reflexivity described by Lamb and Huttlinger (1989) and Koch and Harrington 



77 

(1998). Lamb and Huttlinger (1989) suggest that reflexivity involves a-wareness of the influence 

of the researcher on the research environment, and on the research findings. They commend 

Lincoln and Guba's (1985) suggestion of the "reflexive journal" which logs the research 

process in terms of the researcher's engagement with it. Koch and Harrington see reflexivity as 

moving beyond the actuarial concept of audit, to involve a "critical reading of [the] 

constructions ... that inform our research practice" (1998, p. 887). Both positions are consistent 

with the constructionist view that " ... the process of understanding is not automatically driven 

by the forces of nature, but is the result of an active, cooperative enterprise of persons in 

relationship" (Gergen, 1985, p. 267). A constructionist perspective has informed the process of 

reflexivity used in this study. 

Position adopted on reflexivity. 

Koch and I-farrington (1998) outline four forms of reflexivity and discuss their application 

to nursing research. For the purposes of this study I have taken from Koch and Harrington the 

position that identification and location of my own interests in the therapeutic relationship, and 

my identity as a mental health nurse are crucial to the research process. I have outlined my 

interest in the area of study in the Introduction to the study (Part One, Chapter One). Location 

of the researcher within the study has been addressed in the discussion of the process of 

analy~is, where it was noted that my shared educational background and identity as a mental 

health nurse has meant that I have not been able to adopt the position recommended by 

Krueger (1994, p. 121) of a "visitor in the world of participants." Furthermore, Sim (1998) 

notes that within the epistemological framework of focus group research, it is not possible to 

adopt the neutral position suggested by positivist frameworks of both qualitative and 

quantitative research. This is especially so for a study that is committed to constructionist 

methodology. 

At various points in reporting the themes I have included my own voice, rather than assume 

the neutral voice of the researcher. This has enabled me to identify myself as a ccrparticipant in 

the process of constructing an account of the therapeutic relationship. I was, in Tilley's (1995) 

words, a "sense maker making sense of sense makers" (p. 120). Sections of interview transcript 

have been included in the reporting of results in order to render visible my involvement in 

directing and managing the focus group discussions. The results reflect the interests I brought 

to the study as a student, an academic and a mental health nurse. 
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Member checlcing and the creation of text 

Tentative views on the data as it developed were presented to the participants in the second 

and third rounds of interviews, although not all findings have been presented for confirmation 

by participants. Sandelowski (1993) modified her original posicion on rigour, cautioning that 

too rigid an approach to member checking posed a threat to the validity of qualitative research. 

The results presented in this thesis represent a "viewing posicion" (Cheek, 1996) which does 

not claim to simply reproduce views of participants, but to reflect my engagement with the 

views expressed and the relevant literature. 

T he decision trail 

In order to provide as transparent an account as possible I have endeavoured to outline the 

steps of the research process and details of methods adopted. Details of sampling, data 

collection, transcription and display, and analysis are given, and the reader is invited to engage 

in the process of following the trail of the research as described in this report. Through 

explication of social constructionist underpinnings of the study I have endeavored to make the 

theoretical and philosophical commitments of the study available to readers. Whether the result 

is a credible report can in part be judged by readers on the basis of information provided in it, 

by explanations of details of method, and in the reflexive comments threaded through the 

report. 
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Part Three. Results 

Chapter One. Characteristics of participants and overview of themes 

Introduction 

This chapter presents characteristics of the study participants, a discussion of the process of 

interaction in the groups and its influence on the construction of the accounts in the language 

of participants, and an outline of the themes identified in the analysis. An explanation of 

abbreviations used in sections of the transcripts is given in Appendix G. 

Characteristics of participants 

A total of nine participants was recruited to the three groups. There were three participants 

in each group, the minimum number for a successful focus group. Characteristics of the 

participants are shown in Table One. For participants holding overseas qualifications, their 

category of registration has been converted to its New Zealand equivalent. There were 3 male 

and 6 female participants. Their areas of clinical practice were; inpatient care (three), 

community care (three) and nurse-therapist (three). The community nurses worked in an 

intensive intervention team (two) and in early intervention (one). All members of the nurse

therapist group were involved in community based care and practised as family therapists. All 

participants held Comprehensive or Psychiatric nursing registration or its New Zealand 

equivalent. Three participants had undertaken New Zealand polytechnic based diploma 

courses leading to registration. The remainder had begun practice in mental health nursing 

through an apprentice-style hospital based prograrrune, three in New Zealand and three 

overseas. A limited amount of discussion in the first interview with each group indicated that 

hospital based courses were similar in different parts of the world, and provided a similar 

introduction to the concept of the therapeutic relationship. All participants had been involved 

in uncredited postregistration education (inservice training, workshops, and seminars) . Two 

had obtained undergraduate degrees after gaining registration. Four either had, or were 

working towards a postgraduate qualification. None held Master's degrees. The average length 

of clinical experience was 14.2 years. The average for each group was 14 (inpatient nurses), 16 
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(community based nurses) and 13 (nurse-therapists). On the basis of this data, any differences 

noted are unlikely to be related to length of clinical experience. 

Table 1. Characteristics of participants. 

Inpatient group 

Male 
Female 
Polytechnic diploma 
(RCompN)l 
Hospital based course (RPN)2 
Postregistration inservice 
education 
Postregistration degree 
Postgraduate education 
Oinical e:ll.cperience (years, 
averaged) 

I RegiStered Cmnprehenstve Nurse 
2 Registered Psychiatric Nurse 

The groups 

(n=3) 

2 
1 
1 

2 
3 

1 
1 
14 

Community Nurse therapists 
group (n=3 

(n=3 
0 1 
3 2 
1 1 

2 2 
3 3 

0 1 
1 2 
16 13 

The three groups functioned quite differently in the way they responded to the questions 

and interacted in the process of discussion. Whether these characteristics are typical of nurses 

working in the areas the participants were drawn from cannot be definitively answered as the 

numbers were very small. However it is worth noting the main patterns of interaction that 

occurred, as it helps to create a context within which the themes identified can be better 

understood. It is also consistent with the constructionist methodology of the research which 

sees knowledge as socially constructed (Ootty, 1998; Gergen, 1985) and with the literature on 

focus groups, which emphasises attending to the patterns of interaction in the groups (Carey, 

1994; Kitzinger, 1994). 

The nurse-therapist group 

This group comprised three nurses who practised family therapy, and who identified 

themselves as practising as nurses. It should be noted that none were employed as 'nurse

therapists' under any of the definitions found in the nursing literature and referred to in Part 
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One, Chapter Two. However their clinical practice as therapists provides an identity that 

distinguishes them from the other groups of nurses. The three members of this group were 

well known to each other through professional contacts, and had some corrunon background 

in terms of their training in family therapy. In the first interview they discussed a clinical case in 

which they had all had some involvement in their professional capacities, despite working for 

different agencies. The nurse-therapists were by far the most articulate of the three groups. I 

could think of two possible reasons for this. One was that their work as family therapists 

required a high level of verbal skills, and considerable experience and training in working with 

group processes. Thus they were nurses whose professional culture was one of careful verbal 

exchange requiring conscious, explicit clarification of meanings, challenging received views and 

explicitly acknowledging differences of opinion. Secondly, this group may have had more 

experience in employing the skills required of focus group participants with each other than 

either of the other two groups. The nurse-therapists thus constituted an homogenous focus 

group (Carey, 1994; Krueger, 1988) with little indication of the potential problem identified by 

Morgan (1988) that familiarity and existing alliances can inhibit discussion. Although the 

participants were known to each other and shared broadly similar views, they had no difficulty 

expressing differences of opinion. Some of the differences expressed are referred to in the 

presentation of themes. 

The nurse-therapists were keenly aware of issues surrounding the use of theoretical models 

in clinical practice, and could readily articulate the contribution and limitations of models of the 

therapeutic relationship to their clinical practice. In reviewing the interview transcripts it was 

apparent that this group generated the most discussion amongst its members, and also 

demonstrated the most explicit consensus and conflict in their discussions. Like the other twO 

groups, the nurse-therapists' discussions were marked by a high overall degree of consensus, 

perhaps reflecting their common clinical backgrounds as nurses and family therapists, and yet 

they provided the clearest examples of conflicting views of all three groups. 

Of the three groups, the nurse-therapist seemed the most at ease in discussing what might 

be considered theoretical questions about their clinical practice. On many issues they had more 

than one formed view, and readily problematised the issues as they discussed them While the 

language of 'therapy, 'therapeutic' and 'relationship' seemed familiar tenitory, they also 

volunteered the most informed discussion of nursing theory and theorists, despite seeing these 
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theories as more useful for beginning practitioners than experienced clinicians like themselves. 

While there were significant similarities in the views of the three groups on theory and the 

therapeutic relationship, the nurse-therapist group appeared to have the most developed views 

on both nursing and therapy. 1b.is sometimes lead them to a profound questioning of mental 

health nursing identity, informed by a theoretically developed perspective and a broad view of 

practical clinical issues. 

The~ nurses' ?JfX'IfJ 

1b.is group comprised three nurses, two of whom had recently worked together in another 

c~cal area, and were now working in the same specialty community team, and a third who 

worked for a different specialty community team, but from the same mental health centre. The 

interaction in this group was characterised by a high level of consensus. As with the nurse

therapist group, an account of the therapeutic relationship, and responses to other questions, 

were developed in their discussion in response to the interview questions. The community 

nurses were all familiar with the concept of recovery in mental health care, and this provided 

the main focus of discussion around theory related to the therapeutic relationship. In theme 

two I discuss similarities between the way the therapeutic relationship and the recovery model 

were seen. This particularly had to do with the perception of recovery as a broad approach to 

care, and not one that could be used selectively, a view that was also held of the therapeutic 

relationship. 

The role of the community nurses in responding to crises and in monitoring individuals at 

risk for deterioration in their mental state led them to reflect on the meaning of the therapeutic 

relationship in potentially coercive roles such as medication management and admission to 

hospital The community nurses were adamant that these roles were enacted within the 

framework of therapeutic relationships. While they readily agreed on what constituted a 

therapeutic relationship, the community nurses held divergent views about how other theories 

and models built on that concept. There were examples of overt conflicts of opinion in the 

community nurses' group, especially around whether recovery represented a new and different 

approach to care, or was a development of the concept of a therapeutic relationship. Some of 

the dialogue in which this difference was discussed is contained in Appendix H 
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The inpatient nurses' grap 

The striking feature of the inpatient nurses' group was its tendency to allow one articulate 

member take most of the speaking time, although in the responses of other members it was 

evident that they shared the perceptions being expressed. While all members contributed 

responses to the questions, for the two non-dominant members these frequently took the form 

of elaborations or confinnation of the views of the more outspoken member. As a group, the 

inpatient nurses made most use of 'common sense' explanations of the therapeutic relationship 

and of the integration of other theoretical concepts in their practice. The notion of using 

theory without being consciously aware of it was most frequently and clearly expressed in this 

group. This was consistent with the idea that arose in this group, that nurses were more likely 

to make explicit use of theory as their practice moved further away from the hospital 

enVlfOnment. 

Another feature of this group was that of the three groups involved in this study, the 

inpatient nurses had the most difficulty in negotiating and keeping appointments for 

interviews. On two occasions I attended appointments for interviews to find that events had 

interceded and it was no longer possible to conduct the interview. It was also difficult to agree 

on times when all three would be available. No doubt a contributing factor was that interviews 

were held at the participants' place of work. However even if an alternative venue had been 

arranged, the participants would have had to arrange to attend in their own time, while other 

participants, with the exception of one who attended while on leave, were able to schedule 

interviews within their hours of work. While these difficulties were frustrating for me as a 

researcher, they gave me cause to reflect on what it meant in terms of opportunities available 

for inpatient nurses to withdraw from the coalface of practice and reflect on the issues that 

confront them on a day to day basis. It seems that the difficulties I experienced as a researcher 

attempting to arrange interviews reflected a reality of inpatient work; that constant presence 

and availability constrains and constructs the perception of what it is to be a mental health 

nurse. This idea was discussed in one of the interviews (not with the inpatient nurses) and is 

discussed further in Part Four, Oupter One. 
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Themes 

Analysis resulted m the identification of three themes. There was little residual data 

following the analysis, indicating that most of the recorded material contributed directly to the 

generation of the themes. 1hree themes were: 

7he therapeutic relationship as fiuxiarrental to rrenta1 health nursing, 

This theme describes the perception that the therapeutic relationship is a basic, perhaps the 

most fundamental concept of mental health nursing. The theme of the therapeutic relationship 

as fundamental was expressed in a variety of language, and applied across different practice 

areas, clinical roles and clinical situations. 

Theory arrl the therapeutic relationship 

This theme describes the relationship of the therapeutic relationship to other theoretical 

models. While all groups saw the therapeutic relationship as not dependent on theory, there 

was a range in the use of other theoretical concepts across the three groups. While the inpatient 

nurses and community nurses saw the therapeutic relationship as being part of whatever other 

model they assumed, (although there was some divergence of opinion in the community 

nurses' group), the nurse-therapists saw distinct limitations on the therapeutic relationship as a 

model for their practice as therapists. 

7he srope if the therapeutic relationship. 

The scope of the therapeutic relationship extends from forming facilitative empathic 

relationships to overtly coercive practices. All groups discussed how dealing with difficult 

situations was part of the therapeutic relationships they developed with consumers, and this 

aspect of therapeutic relationship was developed through contrasts with other professionals. 

While this seemed to be taken for granted by the inpatient nurses, it was identified as an issue 

in the community nurses' group where it was felt that 'being there' for consumers during times 

of high need, strengthened rather than threatened the therapeutic relationship between nurse 

and consumer. With the nurse-therapist group there was doubt about whether accepting a role 

of dealing with difficult issues was something that was seen as positive. However, there was a 

sense that formative experiences in inpatient care generalised to develop a 'wider sense of 

awareness' that characterised therapeutic relationships between nurse-therapists and 

consumers. 
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The first theme seems to represent a deeply entrenched ideology, but the other two 

represent a range of positions for which the term 'theme' seems inadequate. Themes two and 

three are constant only in the broadest sense and cover a shifting set of realities which, in my 

perception as a researcher, do not pre-exist the research, but were constructions resulting from 

the research process. Participants drew on a range of common resources and experiences to 

develop these accounts, and it was my own participation in the discussion and later analysis 

that led to their explication as themes. This is consistent with the constructionist methodology 

of the research, and with the obsetvations of Tilley (1995) that social interaction produces and 

reproduces valued discourses as to what mental health nursing and the therapeutic relationship 
(" ) 

lS. 

With all three themes there was a sense that in putting forward the various views that 

contributed to their development, participants were confirming, and in some instances 

questioning received views of the therapeutic relationship. The focus of discussions ranged 

widely within and across groups. It seemed that the therapeutic relationship is a concept so 

embedded in the ideology of what it is to be a mental health nurse that at times it was mental 

health nursing, rather than the therapeutic relationship that was being discussed. In the 

following three chapters each theme is described in detail. Data from the transcripts are cited 

to support the analysis, and a social constructionist commentary is provided to illustrate the 

socially constructed nature of the therapeutic relationship in mental health nursing. 
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Part Three, Chapter Two 

Theme One. The therapeutic relationship as fundamental to mental 

health nursing 

Introduction 

Of the three themes identified in this research the theme of the therapeutic relationship as a 

fundamental aspect of mental health nursing was the clearest and least ambiguous. 1bis theme 

was expressed in each of the three groups and although there were differences, it was one of 

the · strong similarities between them The theme was expressed in a variety of language 

('underpins', 'basic', 'fundamental', 'always there', 'core', 'underlines', 'forefront'). It overlapped 

with the other two themes in that the therapeutic relationship was considered fundamental to 

the use of other theoretical frameworks, and to underpin nurses' interactions with conswners 

throughout a range of involvement, from listening and supporting to the most coercive of 

interventions. There was a sense that the therapeutic relationship formed a taken for granted 

reality of clinical practice and was part of mental health nursing in whatever context it took 

place. It was also apparent that the implicit or explicit use of a range of theoretical constructs 

was considered to rest on the basis of a therapeutic relationship which for all groups was a core 

construct of their everyday practice. All groups expressed the view that the therapeutic 

relationship was not by itself a sufficient theoretical basis for mental health nursing practice, 

but for each it was seen as a necessary prerequisite for utilising other theory or models of 

practice. 

The extent of consensus on the fundamental nature of the therapeutic relationship in 

mental health nursing suggests that participants draw on a pool of shared understanding in 

considering this concept. Apart from a view expressed in the nurse therapist group that the 

therapeutic relationship had limitations that brought it into conflict with some models of family 

therapy, there was little need for dialogue in considering the fundamental nature of the 

therapeutic relationship. The finding that participants saw the therapeutic relationship as 

'fundamental' to their practice, besides confirming Olson's (1996) views of the therapeutic 

relationship in mental health nursing, indicates that the concept has become a part of their 

taken for granted world. A concept that once had to be invented has become, in Berger and 
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Luckrnann's (1966, p. 85) words, an "intersubjective sedimentation". Berger and Luckrnann 

(1966) describe a three stage process by which "Language becomes the depository of a large 

aggregate of collective sedimentations, which can be acquired monothetically, that is, as 

cohesive wholes and without reconstructing their original process of construction" (p. 87). 

Language allows experiences to be "extemalised" (expressed as narrative), "objectivated" 

(perceived as pre-existing their social construction), and "internalised" Qeamed as 'truth') . 

The nurses in this study came from a variety of training backgrounds in three different 

countries and had a differing levels of postgraduate education and experience. Yet there was a 

consensus within and between groups that the therapeutic relationship was 'basic' to their 

practice. Although some told of how they acquired this knowledge in their preregistration 

training, it was apparent that what was acquired was now perceived as an existing reality, 

rendering invisible the process of its historical and current social construction. Berger and 

Luckrnann (1966, p. 87) stress that the transmission of sedimented meanings is based on the 

recognition that they provide a permanent solution to a permanent problem that must be 

" ... impressed powerfully and unforgettably on the consciousness of the individual." The ready 

recall of the learning processes, and adherence to the place of the therapeutic relationship in 

mental health nursing, suggests that the transmission of knowledge through education has had 

the expected effect of creating a lasting impression on the consciousness of the participants. 

Learning about the therapeutic relationship 

The background to the perception of the therapeutic relationship as fundamental could be 

seen in the learning experiences through which participants had been introduced to the 

concept. Experience as students learning about the therapeutic relationship was discussed in 

each group. For some the concept was an explicit part of their introduction to nursing; for 

others it was part of a structured introduction to 'the nurse-patient relationship' or a similar 

construct. 

K: I mean for me I ... I it started in the first year of nursing when you had to go and make 
and break a relationship, and it, and there was a lot of ... sort of... hot conversation 
about ... the ethics of all of that. (Nfll15). 
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Learning experiences were readily recalled suggesting that they had formed a significant part 

of participants' introduction to nursing. One participant recalled that the term 'therapeutic 

relationship' had been used to describe a specific component of the curriculum: 

B: Yeah, my first was ... during my training days that was part ... it was you know ... a subject 
that was put on the curriculum ... actually it was ... yeah ... labelled you know 'therapeutic 
relationship'. It was actually a subject that was ... started round the time of training ... a new 
component into the psych programme ... (IN112). 

Another participant in this group recalled the introduction of interpersonal skills in terms of 

counselling skills: 

S: When I started training in the seventies that process came through in what was basic 
microcounselling skills. 1 ... 1 ... we had a separate microcounselling component 1 ... 1 ... to 
all the other sort of psychey-type nursing-type things ... (INl/1). 

The learning of labels, which is the focus of these recollections, can be seen as a process of 

extemalising in language, processes that could otherwise be understood only in terms of 

common sense notions of social communication. The acquisition of this new language is an 

important strategy in creating a therapeutic discourse of mental health nursing. Through 

participation in this discourse nurses are urged to move, from "social chit chat to therapeutic 

communication" (Peplau, 1960), an injunction repeated in later introductory mental health 

nursing texts in terms of a distinction between social and therapeutic communication (e.g. 

Schewecke, 1999). 

A number of participants recounted assignments they had completed on nurse-patient 

relationships. This experience was common to participants from different nursing 

programmes, and to participants who had completed undergraduate programmes in different 

countries. The assignments focused on maintaining and analysing a record of interaction with a 

consumer, and included an aspect of reflective self-discovery: 

B: I remember doing an assignment on 'therapeutic relationships' because, you know, 
like ... I ... I ... we had to look at ... a relationship with a friend first ... do an assignment on 
that, you know, why you entered this relationship I ... I some self disclosure stuff. (IN113). 

M Similar to B, actually in the training, but it went through I ... I more the self-discovery 
type stuff first ... (IN113). 
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Significant in these accounts is the emphasis on 'self-discovery'. Although not explored further 

in the interviews it is apparent that the self as it currently existed was seen as inadequate for 

carry-ing out the work of mental health nursing. It needed 'discovery', a process mediated in the 

language of the therapeutic relationship, resulting in the careful development of a 'therapeutic 

self' adequate to the task of mental health nursing. 1bis 'therapeutic self' could not be expected 

to emerge naturally, but needed careful development through a process of socialisation. One of 

the key components of this process 'WaS the education which is the subject of these 

recollections. 1bis experience 'WaS common across different groups. The following excerpt 'WaS 

related by a participant with a comprehensive nursing background: 

K: Well in the first year I ... I the therapeutic relationship was an assignment just before -we 
did our clinical block I ... I and it was definitely T ravelbee that we were taught about and it 
was, you know, the three phases of making the relationship, fonning the alliance, 
establishing the relationship, and then the second phase was the working phase ... of the 
relationship, doing whatever needed to be done, in terms of, yeah, helping that person and, 
and then tenninating the relationship and I ... I writing your report, trying to fit it around 
the, the theoretical framework that we had been given, so that was our introduction to it. 
(NT213). 

A graduate from a hospital based psychiatric nursing programme had undertaken a similar 

assignment: 

D: ... one of the things that we had to do was find a client ... find a patient who you could 
develop a therapeutic relationship with. That 'WaS our task, and there 'WaS some guides for 
that, and we had to, I think one of the conversations we had to I ... I. I don't remember 
using a tape recorder, but we almost had to write down verbatim that conversation, and 
then there 'WaS, sort of two columns of analysis, your own self analysis of what you are 
trying to do, like what aspects of ... I suppose active listening, clarifying, questioning, 
paraphrasing those kind of things, what aspects of those you were using, and the column 
that was client-centered was, I think, what you were thinking about them and what you 
thought they were trying to convey, that's what I remember about that. (NT311). 

Common introductory experiences, then, helped create the conditions for the therapeutic 

relationship to be experienced by participants as fundamental. This experience was recalled 

easily and was a common strand of shared experience in participants' introduction to 

relationships between nurses and consumers. It is apparent that the nurse herself is subject to 

observation and analysis, as much as the consumer who is the focus of these interactions. 

"Fitting it around the theoretical framework" (NT213) suggests that common sense 

understandings need to be supplanted with the new therapeutic discourse. The second of the 
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two participants quoted above talks of recording, for a teacher's assessment, "what you (i.e. 

she, the nursing student) that[f;t they were trying to convey" (emphasis added), showing how 

the knowledge of the nurse is not accepted at face value, but is subjected to scrutiny in terms of 

the official therapeutic discourse. 

The fundamental nature of the therapeutic relationship 

The social construction of knowledge is concerned with how " ... a taken for granted reality 

congeals for the man on the street" (Berger & Luckmann, 1966, p. 15). The success of the 

strategies discussed above in facilitating a process whereby knowledge of the therapeutic 

relationship became a taken for granted reality for the nurses in this study is apparent in the 

shared perception of the therapeutic relationship as 'fundamental', and in the primarily 

atheoretical nature ascribed to it. 

The fundamental nature of the therapeutic relationship was expressed in a variety of 

statements by participants. There was strong agreement about this both within and across 

groups. Several participants used the terms 'foundation' or 'fundamental' in describing the 

place of the therapeutic relationship in mental health nursing. A variety of other terms with 

similar connotations were also used, each suggesting that the therapeutic relationship was a 

fundamental aspect of participants' perceptions of mental health nursing: 

N: I think it means the foundation of how I practice. (CN"l/2). 

S: I mean it's still fundamental, I mean ... that basic counselling ... technique it's still there. I 
mean it hasn't changed./. .. I ... that basic fundamental ... therapeutic contact is still there, it 
hasn't changed. (IN1/3). 

E : ... it underlines the whole ... whatever you're actually trying to achieve or work with a 
client, because very much what you need to use ... the relationship... it's certainly the core 
of ... what we're doing ... (CN1/7). 

K: I think the therapeutic relationship is, is basic ... to what you're doing; if you can't, if 
you're not connecting with people ... on a human ... level then you may as well not bother, 
really ... (NT1/14) . 

What had been described earlier in this chapter as a carefully structured learning experience, 

subject to the discipline of self analysis, writing and assessment was now a "ready-to-hand" skill 

(Benner & Wrubel, 1989) experienced as independent of its social construction in language. 
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In addition to the similarities in terms used to express the fundamntal narure of the 

therapeutic relationship, the therapeutic relationship was also seen as a constant fearure of 

clinical practice. This applied over time, across different areas of clinical practice, across the 

range of situations that might occur with individual consumers, and as the basis of other 

theoretical influences. There was a sense that the therapeutic relationship permeated the whole 

of mental health nursing practice. Some qualifications to this observation are noted in theme 

three, but there was a clear convergence of views on this point. 

In the inpatient nurses' group the therapeutic relationship was seen as a fearure of clinical 

practice that was constant across time: 

B: .. it's like ... forefront in your nursing and all the time there ... (INl/ 4). 

The relationship of the therapeutic relationship to time was further illustrated in the 

following exchange which took place in another interview with the same group. Participants 

agreed that the therapeutic relationship was 'always there', although the mention of 'different 

degrees' suggests that not all references to the therapeutic relationship should be treated as 

referring to the same quality of relationship: 

M [The therapeutic relationship is] there all the time but in different degrees .... 
R: Yeah, so it's a general agreement about that? It is there all the time? 
S: Absolutely ... I mean ... you can have a professional therapeutic [relationship] all the 
time ... there's the odd client that you ... ! guess it comes back to the transference and 
countertransference thing .. . (IN2/ 2). 

In response to my question about whether nurses in different practice settings might give 

different meanings to the therapeutic relationship one participant said: 

N: Even in the same areas like, like I'm doing special practice and I guess it's like you 
know, with the people you actually work with you need to have that therapeutic 
relationship. (O.U/3). 

Another participant in the same group took this issue up even more emphatically: 

A You have to be able to take that with you ... It's not something that you can actually say, 
'well okay, in the community setting my care will be ... can have a therapeutic relationship' 
and if I'm working in an inpatient setting, acute ward, 'oh, it's a different game there, I can't 
actually be ... I can't have a therapeutic relationship'. I think you've gx to be able to take it 



92 

with you everywhere you go no matter what area of practice you are in. I ... I it's not 
something you can just ... ah pick up and leave behind, you know. (CNll 4). 

The therapeutic relationship was considered to pervade all aspects of clinical practice and to 

be a constant feature regardless of the area of clinical practice: 

A I mean if you look at it in terms of everything we do we could see aspect (sic) of 
that. .. therapeutic relationship. (CN1120). 

The therapeutic relationship was seen as foundational not only to different areas of clinical 

practice, but also to the use of other theoretical influences: 

E: It's how you practice the therapeutic relationship and I mean it's like then how you 
use ... other tools, on top of that ... 1 ... I. Like for me, the relationship would come first, I 
might have an idea of the model I'm using in my head, but I wouldn't necessarily go out 
with that if that wasn't what the client was interested in. (CNll lO). 

For the nurse-therapist group, recognition that the therapeutic relationship was 'basic' to 

mental health nursing was an important issue in recognising its limitations, especially in 

contrast with other theory and models: 

L: Like because, the therapeutic relationship, kind of how we talked about how we learnt it, 
ah, you know on the coat-tails of a Rogerian approach to psychotherapy... wn, but then 
you know other models of psychotherapy, urn. .. you know, are very very distinct from that, 
like a strategic model you know is in many ways opposite ... 1 .. . 1 ... some of the 
interventions would be reallyfrowned upon within a Rogerian approach. (NT2114). 

Although the therapeutic relationship was seen as foundational within the nurse-therapist 

group, there were differences within that group about the implications of its fundamental 

nature. When, as in the example given above, one participant had challenged whether the 

concept could be applied to other models of intervention, there were differences apparent in 

how broadly the term 'therapeutic' could be applied: 

D: You are trying to be therapeutic aren't you? 

L: Well, trying to be helpful, yeah. (NT2114). 
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In the nurse-therapist group there was also a more explicit recognition that other skills may 

need to be built on the 'foundation' of the therapeutic relationship: 

D: So your therapeutic relationship, although as we move into different areas like the three 
of us have you know I ... I without kind of that mainstream core psychiatric nursing that 
none of us are doing I ... I it is totally, wn, it's necessitated the development of other skills 
and calling, like the example I just gave, the therapeutic relationship by another name ... as 
per whatever the model is, it still happens and I think it's a bit more sophistication. 
(NT2115). 

It is apparent that for this participant, building on the therapeutic relationship does not 

involve leaving it behind. This contrasts with the view expressed in the exchange immediately 

above, in which the therapeutic relationship was seen as possibly at odds with other models. 

Summary of theme one 

Despite different educational backgrounds the participants m this research shared a 

common experience of having been introduced to the concept of the therapeutic relationship 

early in the course of their undergraduate education. No doubt this common experience helped 

to create the common perception of the therapeutic relationship as fundamental to their 

practice. Although there was strong agreement about the fundamental nature of the therapeutic 

relationship in mental health nursing, there were differences in the views expressed about how 

the concept of the therapeutic relationship articulated with other theoretical influences. 1his 

issue is taken up in the second theme of the research; theory and the therapeutic relationship. 

However it should be noted here that the different ways in which the therapeutic relationship 

serves as a foundation for the development of other knowledge and skills may represent 

different perceptions of what the foundational nature of the therapeutic relationship is. For 

some nurses 'foundational' may mean 'sufficient', while for others it may mean necessary (but 

not sufficient). 

The concept of the therapeutic relationship as fundamental, while a clearly held perception 

of participants in this study, may in some ways be problematic. Such a broadly applicable 

concept, together with its taken-for-granted reality, appears to offer little in the way of 

boundaries as to when a relationship might have become untherapeutic. In responding to the 

research questions participants talked mainly about their own practice, and the research 
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situation may have created a tendency to idealise the concept of the therapeutic relationship. 

Participants were not explicitly asked to contrast therapeutic and non-therapeutic relationships. 
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Part Three, Chapter Three 

Theme two: Theory and the therapeutic relationship 

Introduction 

While the theme of the therapeutic relationship as fundamental -was characterised by a high 

degree of consensus within and between the groups, the second theme -was characterised by 

both consensus and divergence of views. The theme of theory and the therapeutic relationship 

arose in response to one of the research questions that sought to explore the contribution of 

theory to the development of therapeutic relationships. For all groups there -was a perception 

that the therapeutic relationship was not theory-dependent, but was more likely to be 

influenced by factors such as personality and experience. In considering this theme the three 

groups could be ranged on a continuum in terms of their integration of other theoretical 

concepts with the foundational concept of the therapeutic relationship. In order, the inpatient 

nurses, community nurses and nurse-therapists showed increasing integration of other 

theoretical concepts with the therapeutic relationship. There was a large area of consensus 

between the inpatient and community nurses in four areas. Both groups described the 

therapeutic relationship in atheoretical terms, spoke of their use of an eclectic theoretical 

approach, and of using theory without conscious awareness. They also described intrinsic 

qualities of the nurse and experience as contributing to their skills in developing therapeutic 

relationships. The nurse-therapist group discussed the therapeutic relationship, as a constraint 

on their practice, although did not reach a consensus about this. This tension -was unresolved in 

the process of this study. The community nurses' use of the recovery model1 extended their 

understanding beyond that provided by the concept of the therapeutic relationship, although as 

with the nurse-therapists there was a divergence of views about the place of the therapeutic 

relationship alongside other theoretical models. Despite these differences, all three groups 

expressed the idea that theory was limited in its capacity to inform practice, and a common 

1 It has been stated that ' recovery', an approach to mental health care associated with the work of Anthony ( 1993) and 
others is not a 'model' but an experience of a person who experiences mental illness (Burden, personal communication, 
1999). While accepring this as a valid perspective on recovery, in this report, consistent with the approach to using other 
tenns whose meanings may be disputed, I have used the tenn in the sense suggested by the participants in order to render 
visible their views and perceptions. 
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thread within this theme was the role of experience in extending theory. Some implications of 

the different perceptions of theory are discussed in Part Four, Chapter One, where the views 

expressed by participants in this study are compared to literature on this issue. 

In using the terms 'theory' and 'theoretical concept! s' I did not set parameters around what 

those terms meant to participants. I assumed that these terms form part of the everyday 

discourse of mental health nurses, notwithstanding that there may be significant differences 

between the meanings given these terms by practising nurses and those preferred by nursing 

theoreticians. In some discussions the term 'model' substituted for 'theory'. This stance on 

terms was not problematic in conducting the interviews or in reading the transcripts. I did not 

ask participants to justify their references to use of theory, a practice of previous researchers in 

this area, and one noted by Tilley (1995) to be problematic. The assumed common meanings 

were evident in the participants' responses and use of terms. I have made no attempt to 

validate or critique participants' accounts of use of theory; a perception that theory is used has 

been regarded as the important data. 

In the literature review it was noted that there is a tension between literature that critiques 

mental health nursing practice as atheoretical (e.g. Altschul, 1971; Howard, 1983; Reynolds & 

Cormack, 1990), and that which describes mental health nursing as a practical skill, without the 

pejorative connotation that such skill is inferior to that derived from theory (e.g. McElroy, 

1990; Tilley, 1995). The effect of attempts to have nurses integrate theory into their practice 

could be seen in participants' references to theoretical concepts that extend the atheoretical 

notions of the therapeutic relationship shared by all three groups. 

By interviewing nurses from three different practice contexts it was possible to get some 

sense of the relationship between practice context and perceptions of the therapeutic 

relationship. Focusing on the group as the unit of analysis (Kitzinger, 1994) allowed differences 

between the groups to be explicated. It seems that the further nurses move a-way from an 

inpatient context the more likely they are to integrate theoretical influences other than the 

therapeutic relationship into their practice. Put another way, inpatient nurses provided the most 

atheoretical account of their practice, with the community and inpatient nurses showing 

increasingly explicit adoption of other theoretical influences. I do not consider this observation 
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to be a criticism of any of the groups' accounts of the therapeutic relationship. It is however, 

an interesting observation in terms of the role of theory in practice. 

Taken together, the three groups exemplified the process of sedimentation of knowledge 

(Berger & Luckmann, 1966). In all groups the anonymi.sed tradition of the therapeutic 

relationship could be seen, reified in the sign system of nursing discourse. In nursing theory, 

and the less fonnal theory which guided the learning of the therapeutic relationship discussed 

in the previous section, the therapeutic relationship has become objectified in language and 

thus generally available (Berger & Luckrnann, 1966, p. 85). What were once problematic 

concepts that conflicted with the dominant practice of detached observation (Altschul, 1971; 

Martin, 1968, cited in Nolan, 199Ja; McEwan, 1961) have become the accepted mainstream of 

mental health nursing. The different positions on theory adopted by the three groups illustrates 

knowledge in the process of sedimentation (Berger & Luckrnann, 1966). For all groups, 

although to varying extents, the therapeutic relationship represents an internalised truth which 

is perceived as natural. For the community nurses, the recovery model has not become an 

internalised truth. Divergence of views on the issue of the relationship of the recovery model 

to the therapeutic relationship suggests that the recovery model is still perceived as an external 

reality. However the view that the recovery model, once adopted, becomes a total approach to 

care, suggests that intemalisation of the recovery model is seen as a goal of the community 

nurses. The nurse-therapists' brief discussions of strategic family therapy, and especially the 

unresolved conflict with the concept of the therapeutic relationship suggests that this concept 

is perceived very much as external to the fundamental reality of the therapeutic relationship. It 

has not been systematically organised into the body of what is recognisable as nursing 

knowledge. The tide 'therapist' confers a disputed status on family therapy knowledge as 

nursing knowledge (Barker, 1989). 

In the following account I will outline responses to the research questions that contributed 

to an understanding of participants' perceptions of the role played by theory in understanding 

the therapeutic relationship, and as an additional resource to inform and guide practice. I will 

oudine the views of the different groups on whether their concept of the therapeutic 

relationship involves the integration of other theoretical concepts. The different positions 

developed within the groups will be illustrated with examples of each group's discussion of 

specific issues related to integration of theory. I will also describe resources other than theory 
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that were considered by participants to contribute to therapeutic relationships. Finally I will 

discuss participants' specific references to nursing theory. 

Three elements within the theme of theory and the therapeutic relationship will be outlined, 

and the perceptions of the different groups of each of these elements will be described. The 

elements are: 

1. The therapeutic relationship as atheoretical. 

2. The contribution of resources other than theory to the therapeutic relationship. 

3. The integration of theoretical concepts other than the therapeutic relationship 

into clinical practice. 

These components are not separate. For example participants' perception of using resources 

such as personality and common sense to develop therapeutic relationships supports the 

perception of the therapeutic relationship as atheoretical. Similarly, the use of other theory, 

such as the recovery model by the corrununity nurses does not challenge the therapeutic 

relationship as an atheoretical underpinning of their practice. 

The therapeutic relationship as atheoretical 

The idea of the therapeutic relationship as atheoretical is something that was immediately 

apparent in statements that specifically refuted the idea that therapeutic relationships needed 

theoretical understanding to develop. However this finding has also been inferred from other 

statements in which a range of non-theoretical resources were described as contributing to 

therapeutic relationships. Finally specific references to theory and theories, put forward to 

'explain' theoretical influences on therapeutic relationships also support the finding that the 

therapeutic relationship is perceived in practical rather than theoretical terms. This is because 

these references appeared to be post hoc reconstructions of relationships that were primarily 

enacted and constructed in practice, rather than in theory. This last comment is particularly 

pertinent to the inpatient group, and less so for the community nurses and nurse-therapists. 

The community nurses and nurse-therapists, as will be shown in this section, made increasing 

use of theoretical resources instead of, or as well as, practical resources in developing 

therapeutic relationships. 
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As discussed earlier, the groups can be ranged along a cononuum m tenns of their 

perceptions of the relationship of theory to the therapeutic relationship. The inpatient nurses 

relied most heavily on atheoretical accounts of their practice, and subswned most areas of 

practice under the concept of the therapeutic relationship. There was little explication of the 

therapeutic relationship in theoretical tenns. The therapeutic relationship was considered to be 

something that became 'automatic' with experience, and hence not to rely on theoretical 

reflection: 

B: I guess it ... comes with experience, that you don't create ... you automatically just get 
into it without really thinking about it ... (IN1/ 4). 

Tills view was shared by the group which expressed agreement non verbally. There was a sense 

in which the therapeutic relationship was not derived from theory, although day to day practice 

was seen as based on a therapeutic relationship. The knowledge involved was tacit rather than 

explicit, indicating that the theoretical roots of the therapeutic relationship were lost in history 

and yet continued to influence practice in the reified knowledge of the therapeutic relationship: 

B: You're actually doing it, but when you look back at some of the things you've done you 
sort of review your day ... put that all as part of the therapeutic, urn relationship. (IN1/ 4). 

In this view of clinical knowledge the participant shows the tacit understanding 

characteristic of practical skill. Practice is carried out with unselfconscious skill, and it is only 

when an opportunity, however brief, arises to reflect on practice that the practitioner can begin 

to lay bare its theoretical roots. However this reflection on action is not characteristic of 

practice. More corrunonly, reflection occurs in practice without prior deliberative reasoning 

(Schon (1992). Schon has used Ryle's (1949) distinction between "knowing how" and 

"knowing that" to identify the difference between skilled practice and theoretical knowledge. 

The practical nature of the therapeutic relationship is consistent with this distinction. 

As with the inpatient nurses, the community nurses also saw the therapeutic relationship as 

atheoretical: 

N: The question was ... is, do you need a therapeutic (sic) model to have a therapeutic 
relationship? 
R: yeah, that's it. 
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N: I don't really think you do ... We talk about therapeutic use of self ... that's not a 
theoretical model. (CN2/ 6) . 

The position of theory seemed ambiguous in the following quote, as if theory wasn't 

necessary, but therapeutic relationships were nevertheless consistent with what theory would 

prescribe: 

E : Yeah I think you do, without necessarily .. .! don't necessarily think that you ... that you 
need ... always to base it on a model of a therapeutic theory ... but you do, you carry out, (?) 
you know, the theories. (CN2/2). 

In references to using theories, and to using an eclectic approach (discussed later) 1t lS 

apparent that there is a commitment to the idea of using theory, even if participants did not 

explain which theories they use, or how they influence their relationships. 

A clue as to how the therapeutic relationship comes to be seen as atheoretical despite being 

grounded in interpersonal theory comes in a comment from on of the community nurses: 

E: I don't think I quite agree when you say that it doesn't matter if you don't have any 
models because I think. .. I think we wouldn't be here if we hadn't learnt about any of 
them, it actually becomes part of your practice. (CN2/8). 

The process of sedimentation of knowledge is recognised in this comment which describes 

an increasing familiarity with a theoretical concept that becomes so closely integrated into 

nurses' ways of thinking about therapeutic relationships that it no longer stands out. 

The nurse-therapists shared with the other two groups a perception that the therapeutic 

relationship was not dependent on a theoretical model to develop. A contrast was seen 

between the 'ways of engaging' that were prescribed by a model and the "qualities" of the 

therapeutic relationship, which were seen in atheoretical terms: 

K: It's like you can be effective, you know, if your model is, if your model is an adjunct to 
the therapeutic kind of dealing with the person anyway. (NTI/3). 

In this quote "models" are contrasted with "therapeutic dealing with the person", 

suggesting that the relationship exists a priori in relation to theory. The "qualities" referred to 
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"human interaction" that could occur regardless of the model used, and were seen as "nonnal" 

in an implicit contrast 'With theory 

K: So much of the therapeutic relationship is in common 'With kind of nonnal human 
interaction. (ND/ 2). 

Across the three groups there was a consensus that therapeutic relationships were not 

dependent on theory to develop. Theories might contribute to an understanding of therapeutic 

relationships, but in practice therapeutic relationships did not proceed from theory so much as 

from an atheoretical basis involving practical skills such as therapeutic use of self and natural 

human interaction. As will be seen in the discussion later in this chapter, theory is seen to 

influence practice in varying ways. However the therapeutic relationship stands apart as 

something that is independent of theory. 

Use cf aher n:sources in dereloping therapeutic relationships 

In support of the atheoretical notion of the therapeutic relationship, a variety of resources 

were cited as contributing to its development. In response to a direct question about the 

theoretical basis of the therapeutic relationship, personality was seen as more influential: 

R; Do you think it [is] possible to have, to achieve a therapeutic relationship, without 
having a specific theoretical model? 
B: Absolutely, you use your personality ... (IN2/7). 

Nurses were seen as having been selected for train.ing programmes on the basis of personal 

attributes which then had a dominant influence on their ability to enter into therapeutic 

relationships: 

S: When I started in the seventies, a lot of... students .. . were naturally helping type, 
counselling type people and they were picked for that ... 
R; Right. 
S: and I guess that comes through in their personality and in how you feel about the 
helping profession like we do ... I guess that was a predominant feature of their personality. 
R; Right. 
S: We are altruistic, we are caring, to help those more needy. (INl/12). 

Other participants agreed 'With this observation. One extended the role of personality to the 

whole sphere of mental health nursing: 
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B: yeah. 
R: that the way you ... perhaps interact or, or, or practice ... 
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M It has to, because everything you do your personality comes through and is showed. 
(INl/12). 

Despite acknowledging a limited role for theory, the final determinant of what contributed 

to the development of therapeutic relationships was the person of the nurse: 

S: Yeah it's about a relationship and I think that's your personality that you bring into 
that. ... but it relates to a lot of models or theories about who you are as a person. 
R: yes. 
S: Some people are good at this job, and some people aren't. (IN2/8). 

Personal style was mentioned in the nurse-therapist group as an influence on integration of 

theoretical concepts, recalling the comments of the inpatient group about personality. A crucial 

difference was that the influence was not directly on practice, but on the sorts of theory that an 

individual might choose to work with: 

K: ... and personal style means that you can accommodate some models. 
D: that's true. 
K: And a lot of us would feel really limited using a behaviourist model. (NT2/ 13). 

Rather than theory, 'natural processes' were considered by the community nurses to 

contribute to therapeutic relationships. 

N: Perhaps we, you know, we don't need a model or anything, or maybe it is just the fact 
that we are working with another human being ... wn. .. that's a natural process like you 
would form a therapeutic relationship with that person. (CN3/12). 

This comment clearly exemplifies Berger and Luckmann's (1966) notion that knowledge 

becomes objectified and detached from its human construction. Perceived as 'natural', the 

therapeutic relationship takes on a status beyond its human authorship and is seen as a 'given' 

rather than a historically and culturally located product. The inpatient nurses, too, cited 'natural' 

skills as the basis of therapeutic relationships. One participant saw therapeutic relationship 

skills as 'natural' rather than theoretical, although a limited role for theory was also 

acknowledged: 
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S: And then I guess ... people that went into that field naturally was (sic) ... like that, they 
were natural counsellors but they needed that, urn. .. academic, son of theoretical base to 
fall back to as well ... (INl/5). 

Where the inpatient and community nurses had described the therapeutic relationship as 

'natural', the nurse-therapist group saw the theoretical framework underlying the therapeutic 

relationship as allowing the therapeutic relationship to 'become natural': 

D: But it was a clear framework, that was accessible, practical um .. and it just became a 
natural, a natural thing to do, I guess. I mean for me it just kind of, it gave me a framework 
for urn ... I suppose it gave some son of purpose to some of the conversation. (NT2/3). 

In this quote there is a recognition that the therapeutic relationship is not intrinsically 

'natural', but needs to be learnt using a framework (theory). The concept of what is 'natural' 

can be seen to have changed as the therapeutic relationship comes to replace more 

spontaneous and enjoyable interactions, and in the process comes to be experienced as natural: 

L: ... it was gonna be focused on a goal, in terms of a goal in relation to the stages of 
therapeutic relationship, and urn, there was gonna be some focus around some issue or 
issues that -were peninent to the client, but ... but nowhere near as far as ah ... perhaps it 
wasn't gonna have the same level of spontaneity and you know or be as fun or as 
necessarily enjoyable as other kinds of encounters. (NT2/ 4). 

In addition to personality, common sense was another resource cited as contributing to the 

development of therapeutic relationships. 

S: A lot of it's common sense, I mean that micro course to do with paraphrasing, 
reflection, empathy, the body language, being up front, some self disclosure, appropriate 
self disclosure./ ... I . and that, I mean ... a lot of that WlS corrunon sense. (IN!/ 14). 

It is interesting to note that the terms mentioned in the above quote (paraphrasing, 

reflection, empathY.) were the subject of specific learning strategies referred to in theme one, 

but which -were now experienced as common sense. In response to my question about whether 

this 'corrunon sense' existed prior to the theories that gave it expression as the therapeutic 

relationship the participant quoted above saw theory as offering an explanation for what was 

understood firstly as common sense. 
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R.; Did it b:rarE common sense? Or did it start out that v.ray? ... You know what I mean, 
like, was it common sense to start with? 
S: not common sense but, it needed that ... theoretical framework to fall back on to and 
make then make some sense of it... 
R.; Right. 
S: to know that you were heading in the right direction. (INl/5). 

Something akin to "common sense" was mentioned in the nurse-therapists' group where it 

was clear that personal resources and knowledge rather than theory provided the basis for 
. . 
mtervenuon: 

K: ... and I think alongside all of that another ... influence is ... is I don't know if there's a 
model for it, I mean I sort of think .. jokingly call it 'getting on with your life therapy' 
Qaughs) .. which is ... which is kind of gleaned from what I've seen work and what hasn't 
worked ... (NTl/3). 

This has parallels with the process described by Tilley (1995) in one of the sites of his study, 

in which nurses created a "moral order". In the notion of "common sense", and in the 

example given above, there is an implicit idea that the knowledge that informs the 

development of therapeutic relationships overlaps significantly with ordinary moral knowledge 

of obligations and responsibilities. "Getting on with your life" expressed here as a nursing 

intervention could equally be a message from a parent to a child, amongst peers or in some 

other non-professional relationship. "Getting on with your life" and "common sense" signify 

the embeddedness of nursing knovAedge in popular discourse, and suggest that what underlies 

theory and makes it comprehensible is the common resource of cultural knowledge that as 

members of the wider culture, nurses and consumers share. 

Yet another resource cited by the inpatient nurses was that of learning from others. Rather 

than theory influencing the development of relationships, learning from observing others was 

considered to be important: 

M And you're learning off other staff ... 
B: yeah. 
S:Youdo. 
M ... and they, wn interact or interrelate with clients and so, especially as a new staff you, 
you know, look and learn type thing Qaughs), you know, or what doctors, how doctors 
interact, whatever staff it is, and you think "Oow, that looks all right, I might try that." 
{INl/11). 
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1bis resource was also cited as a significant source of knowledge in the nurse-therapist 

group. Although not explicitly contrasted with learning from theory, learning from observing 

others was identified as an influence on developing skills in therapeutic relationships: 

K: I think a lot too, of how I learnt about therapeutic relationships came once wn, once I 
started working in the area of mental health and observing other ... you know, other 
clinicians from a variety of professions I ... I not only nurses, but ... OTs and psychologists, 
social workers, psychiatrists, you know, other people working in the field of mental health 
were working therapeutically. So while I learnt the basics of, you know, a basic relationship, 
and you know, basic nursing in my training and had an understanding of some of those 
things that, a lot of, it was son of learning by observation. (NT218). 

Theory use as trnconscious I edectic 

Amongst the three groups there were references to knowledge being used unconsciously, 

and to use of an eclectic theoretical approach. The inpatient nurses did not explicitly theorise 

their concept of the therapeutic relationship, instead making use of explanatory notions such as 

common sense and personality. However the idea that theory influenced their practice was 

imponant. References to numerous theories and the use of the concept of an eclectic approach 

suggest that the inpatient nurses felt obliged to provide a gloss of theory on what was 

otherwise seen as a natural, common sense skill originating in personality: 

R: Right, yeah, what about for you, B? 
B: The social theories, those were those models we, we tend to use a lot of that ... 
R: Right. 
B: in our practice, um .. I think from time to time we pick a little of, of different styles, 
different theories, sort of what suits us best I ... I so we can't really put it down to one, one 
theorist. 
Myeah. 
S: The eclectic approach. (IN119). 

The sense in which an eclectic approach is discussed suggests that the therapeutic 

relationship is companrnentalised as an atheoretical underpinning to other models of 

intervention. The concept of using an eclectic approach was combined with an idea that theory 

was used, but without conscious awareness: 

M I think [nurses] use them but they are not aware of it ... 
S: True. 
R: yeah. 
Mit's the same you're just not aware of them 
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106 

The idea that theory is used without conscious awareness of its application was expressed in 

the same group in a later interview. 

S: No, I mean we all practice it but we don't realise it in some ways. (IN2/8) . 

Explicit application of theory was seen as getting in the way of using the therapeutic 

relationship in practice: 

S: You don't, you don't study, when you go down to ICU you don't think "I'll use a 
cognitive behavioural approach interspersed with some interpersonal ... " You don't think 
that at all, I mean you just ... (IN1/ 11). 

However there was a perception that theory informed practice even if unconsciously. 

S: We all use the social interpersonal model. .. 
R: yeah ... 
S: but we don't ... have ... use that social interpersonal model, but probably don't realise 
it... it's a model...but we don't say it to ourselves ... . "I've just used the social interpersonal 
model.." (IN2/8). 

The idea that theory could influence the development of therapeutic relationships without 

conscious awareness was also expressed in the community nurses' group: 

A:. I guess it doesn't really matter which model you use, we still from a nursing perspective, 
I mean your relationship will be, is very much like an interactive process that's going on all 
the time, you know and hopefully out of that, will achieve their goal, you helping and 
the .. . urn facilitating them I guess, achieving that goal. So ... because I don't go out ah, 
every day and say 'well, today I'm actually, I'm using this model or now with this situation 
I'm using that model, ah it, it's an interactive thing I think (CN2/7). 

Theory appears to occupy a conflicted position: although it is not necessary for the 

development of therapeutic relationships, those relationships are compatible with 'the theories' 

(CN2/2). In common with the other two groups, the nurse-therapists saw theory as forming an 

implicit part of practice, rather than as being self consciously'applied': 



107 

K: And I don't necessarily think that when I'm sitting in front of someone, with 
someone ... that I'm superconscious of that, I think probably at times I am ... but ... um .. I 
go with whatever they bring and whatever the difficulties are ... (NT1/3). 

For the community nurses, the eclectic approach 'WaS seen as necessary to maintain a broad 

approach to practice, but also served to minimise any commitment to a specific theoretical 

approach. The sense in which the term 'eclectic' is used here suggests that resources other than 

theory are more important to the development of therapeutic relationships: 

N: I think in many ways you have to quite eclectic ... urn in terms of urn, not so much 
models, but, urn the sort of things that you use, you have in your tool bag, you know, to be 
able to use, to, to develop that sort of therapeutic relationship. It's not about just 'this 
model' because I think if. you just use a specific model you become very tunnel visioned 
about, I think as nurses, we tend to ... take a bit of everything. (C::Nl/8). 

The ability to work with a range of theoretical approaches was also seen as a strength by the 

community nurses. This idea was developed through an implicit contrast with other mental 

health practitioners who limited themselves to a single 'way of working': 

N: I think that's quite an emphasis, that we're all generalists. 
E: yeah. 
N: And in that way, we can fit in to working with almost anybody because we're not ... we 
don't restrict ourselves to just one way of working with people, and we're willing to take 
good ideas from other areas. 
E: And use them, in practice, where you don't actually believe that what we're doing is it. 
N: yeah. (CN1/12). 

It was important for the community nurses to have a range of theoretical resources in order 

to take a broad view of clients' problems: 

N: ... I think because of that whole idea of looking at all the areas in people's lives, not just 
what they've presented with, um .. you tend to use different models depending on what 
fits. (CJ\12/5). 

In these excerpts participants refer to theory as constraining their practice either by limiting 

them to a single way of working, or by inhibiting their spontaneity in developing relationships. 

This is interesting in light of the comment from the nurse-therapist group that in learning 

about the the.rapeutic relationship, the f.ramework provided had the effect of limiting 

spontaneity and gave purpose to the relationship, (see quotes from D and Lon page 107). 
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What was initially perceived as a helpful constraint on spontaneity in learners at an early stage 

of their education was seen as inhibiting the development of relationships by experienced 

practltloners. 

Use if theoretical corxepts 

Both the community nurses and the nurse-therapists made use of specific theoretical 

resources in addition to the concept of the therapeutic relationship. The community nurses 

discussed the influence of the recovery model on their practice, and the nurse-therapists 

discussed use of models of family therapy in ways that extended practice based solely on the 

concept of therapeutic relationships. It was clear that that the recovery model influenced the 

way nurses in the community sought to develop relationships with their clients. One view was 

that as with the therapeutic relationship, the recovery model was not seen to be consciously 

employed in practice: 

E: I don't know that you're more aware that you use [the recovery model], but there's 
certainly an emphasis on how you work (CN2/14). 

However, there was no consensus about this, the resulting discussion showing differing 

perceptions of the influence of theory on practice. In an extended passage of dialogue 

(Appendix H), the interaction illustrates both perceived limitations of the concept of the 

therapeutic relationship and yet a perception that the therapeutic relationship remains the basis 

on which the community nurses develop their relationships with consumers. The tension 

between the therapeutic relationship as a fundamental influence on practice, and the influence 

of the recovery model indicate a conflict between clinical practice seen in atheoretical tenns as 

a therapeutic relationship, and clinical practice as shaped by the influence of theory. The 

community nurses did not reach a consensus about this, indicating that within this group, 

recovery 'theory' occupies an indeterminate status, in contrast with the concept of the 

therapeutic relationship, which by consensus is foundational to their practice. The contested 

status of recovery theory is an indication that whereas the therapeutic relations rut- occupies an 

assured and fundamental position, recovery theory has not yet achieved the status of 

intemalisation. 

In the nurse-therapist group mention of specific theoretical influences was common, with 

the influence on practice seen as quite explicit: 



109 

K: ... so I guess the models that I, urn, fall back on in my, in my practice, are both family 
therapy and psychodynamic psychotherapy ... (NT11 2). 

Other members of the group also spoke of the need to use specific models to guide their 

practice, and named the models they were most influenced by. Acquiring family therapy skills 

was seen as adding skills that were necessary to function beyond the limitations of the concept 

of the therapeutic relationship: 

D : And then when I discovered family therapy it made sense to me, and so the therapeutic 
use of self and the whole systems approach, so that means that you have to use a broad 
range of skills. (NTl/16). 

The clearest difference betv.reen the nurse-therapists and the other two groups was in the 

laner group's perception of the limitations of the therapeutic relationship. The therapeutic 

relationship was seen as being tied to a Rogerian approach to psychotherapy and to be quite 

different to the models of intervention that might be appropriate for some consumers": 

L: But then you know other models of psychotherapy, urn you know, are very very distinct 
from [the therapeutic relationship], like a strategic model you know is in many ways 
opposite I ... I some of the interventions would be really frowned upon within a Rogerian 
approach. (NT2113). 

However there was not a consensus about this, as another member of the group felt that a 

model such as strategic family therapy was a therapeutic relationship by another name, albeit 

with a very different emphasis: 

D: It's necessitated the development of other skills and calling like the example I just gave, 
the therapeutic relationship by another name ... as per whatever the model is, it still 
happens and I think it's a bit more sophistication. (NT2116). 

Theory was seen as necessary to overcome the limitations of the therapeutic relationship: 

D: That's the difference for me, the therapeutic relationship is about, urn, kind of getting 
alongside somebody and helping them through their illness but not really looking at more 
fundamental changes. 
K:hmmrn. 
D: In a therapeutic model, the structural and strategic family therapy stuff, systems theory 
about how systems change and the person within that .... (NT313). 
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D: It kind of goes broader and deeper. I think that just the therapeutic relationship, it was 
quite narrow. It was just focused on empathic listening, just listening and 
reflection ... (NT3/ 4). 

Despite the overt commitment to using theory to guide practice, this influence was not seen 

as rigidly dictating how individuals would develop their skills: 

K: I mean it seems to me what we're all saying is that. .. we gravitate to-wards what ... sits 
right for us ... in our ... you know in ourselves, with how we work .. (NTl/ 6). 

Models were seen as guiding practice, although ultimately to be inadequate for skilled 

pracuce: 

D: We tend to immerse ourselves [in] the model we need, we need to do things in a step by 
step fashion, until we can integrate it and then we can, (?) discard some of it; we may learn 
other models. (NT2/12). 

There was a sense that models could become more important than the relationship, which 

was seen as being of primary importance. The observation was made that models can assume 

such a status that they can 'become your identity'. Experience was seen as allowing theory to 

be 'blended' into practice: 

K: ... because you've got theoretical stuff as well then you can blend that in and, and fit it 
which ever way but .. . you're talking about what you've learnt, eh, from what you've seen. 
(NTl/16). 

Relationship to the practice context 

Although this question was not explored in depth with the group, the inpatient nurses 

appeared to draw a distinction between use of theory for their work as inpatient nurses and 

what might be expected of nurses working in community settings or with specific groups of 

consumers. A fortuitous circumstance provided an opportunity for a demonstration of the 

contrasting role seen for theory between inpatient work and clinical work with a specific client 

group requiring a specific theoretical focus. One participant also had a role as a dual diagnosis 

resource nurse on the inpatient unit. A reference to this role showed its explicit use of 

theoretical constructs, in contrast with the usual inpatient nursing role: 
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S: And then for me, the motivational interviewing which takes a cognitive behavioural 
approach ... urn, I mean 'cos I work as an alcohol and drug nurse counsellor as well ... that 
was pretty important for me. (INl/8). 

When pressed to explore the contribution of this body of theory to areas of practice outside 

drug and alcohol counselling, it is apparent that application to general inpatient nursing, while it 

does occur, is seen as an exception rather than the rule: 

R Does that generalise to other areas, do you think? 
S: I use that in my practice ... ewz. .. working on the ward here. (emphasis added) (INl/9). 

The idea that nurses working in community settings would make more use of theory that 

built on the therapeutic relationship was expressed in a subsequent interview with the same 

group: 

B: Depending on the situation the client is in, and here in hospital ·we tend to do it on, 
mainly on whether the client is in contact with reality, but as the client gets better you 
would be using a lot more therapeutic models like they use in the community, just looking 
at discharge. 
R yeah. 
B: You are looking at discharge and sruff you are using, you are looking at all the things 
that the community nurses look at, because the community plan starts from here, we have 
great input into the community plans so we've got to be thinking as the community nurses 
think, using theoretical frameworks ... (IN2/11). 

The inpatient nurses were quite clear that the specific models of intervention were more 

useful when consumers were not acutely unwell and were being cared for in settings other than 

the inpatient unit: 

R ... but I wondered whether, ah whether you think that in moving out of an inpatient 
setting you might use theoretical models more or not, and whether in the inpatient setting 
you respond to more immediate needs, and perhaps more inruitively .... 
B: yes. 
M I don't know, depends on which area you work in. 
S: Well, it does. 
M Long term rehab you may, but you also, because of ... mainly acting on what you're 
seeing ... and the amount of time you have to do that. 
B: You are, depending on what son of setting, in an acute setting you are doing a lot of 
assessment, using a lot of . . . eclectic approaches, urn, and you are using yourself as the 
therapy, but I guess as they stan to recover from their illness, on their journey, that you can 
customize your treatment modalities a lot easier to suit, especially in the community you 
might use more of a cognitive behavioural approach or (inaudible) childhood 
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psychodynamic approach, A & D's got motivational interviewing ... so you can customise it 
more ... 
R: hmmm. 
B: as they recover. (IN2/5). 

Overall, for the inpatient nurses, the therapeutic relationship 'WaS seen as a practical skill that 

depended for its development on characteristics of the nurse such as personality and common 

sense rather than theory. Despite having referred to learning experiences in which the 

therapeutic relationship "WaS taught using quite deliberate strategies, which were recalled with 

some clarity, the therapeutic relationship had come to form taken for granted knowledge in the 

day to day practice of this group. Theory "WaS seen as playing a secondary role to personality, 

natural qualities, common sense and experience, although it "WaS important that practice "WaS 

perceived as influenced by theory even if this influence was unconscious. 

Although as noted earlier the community nurses shared many of the perceptions of the 

inpatient nurses, they were distinguished from the latter group through their reference to the 

recovery model as a theoretical resource that influenced their practice. Like the inpatient nurses 

the community nurses gave an atheoretical account of the therapeutic relationship and spoke 

of using an eclectic approach. They also referred to theory being used without conscious 

awareness, and to the place of experience rather than theory in developing relationships with 

consumers. Both the inpatient and community nurses' perceptions of the therapeutic 

relationship showed the therapeutic relationship as an "objectified sedimentation" (Berger & 

Luckmann, 1966, p. 87), an experience that has become congealed in the consciousness of the 

participants and that forms a common stock of knowledge. 

Of the three groups, the nurse-therapists showed the most overt commitment to integrating 

theoretical concepts other than the therapeutic relationship into their practice. The nurse

therapist group saw the therapeutic relationship as foundational but limited, and at times in 

conflict with practice using different theoretical frameworks. This group saw the therapeutic 

relationship as practical rather than theoretical, although with theoretical roots. Thus the nurse

therapists held a critical view of the therapeutic relationship, ascribing to it the same 

foundational nature as the other two groups, but seeking to extend their theoretical boundaries 

to embrace concepts that went beyond the generic concept of the therapeutic relationship. 

There "WaS a significant difference between the nurse-therapist and the community nurses' 
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groups, both of which expressed a commitment to a specific body of theory other than that 

implicit in the concept of the therapeutic relationship. In the nurse-therapist group there was 

discussion about the therapeutic relationship as something that had to be reconstructed in 

order to prevent it inhibiting their work as nurse-therapists, whereas the community nurses saw 

the therapeutic relationship as continuing along with their use of the recovery model. 

The inpatient nurses' views of the influence of practice context on the use of theory is 

consistent with what was found with participants in the other two groups, who did make more 

explicit use of theoretical resources beyond that of the therapeutic relationship. Thus the 

concept of the therapeutic relationship in inpatient care as a practical skill, consistent with but 

not dependent on theory, is a perception of the inpatient nurses that is given further empirical 

support in the views expressed by the community nurses and nurse-therapists. 

References to nursing theorists 

Participants were not specifically asked to comment on nursing theory, but theorists' names 

were mentioned, albeit briefly, in every group. Those specifically mentioned were Peplau (in all 

groups) and Travelbee and Watson (in the nurse-therapists' group). When it carne to 

identifying specific theoretical influences, nursing theories and theorists were mentioned in 

generalised and at times vague terms, indicating that nursing theorists played a minimal role in 

participants' perceptions of their relationships. The exception to this was one of the nurse

therapists who talked about the contribution of nursing theory to her practice, and mentioned 

the usefulness of theories derived from practice. Peplau was named in the community nurses' 

group where lack of familiarity with her theory precluded further discussion of it. The apparent 

self-consciousness about this was relieved by laughter, indicating a sense that participants 

'should' show some understanding of nursing theorists. In two instances where specific aspects 

of theories were mentioned, participants either confused one theory with another, or were 

mistaken about details of the theories discussed. Nevertheless it would be reasonable to suggest 

that the commitment shown by all participants to the therapeutic relationship as fundamental 

to their practice suggests that nursing theory has had some influence. However any such 

influence has not extended to specific knowledge of particular theories. References to nursing 

theorists related to early educational experiences, although it seems that as with the more 

general understanding of the therapeutic relationship, the origins of knowledge become 
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obscured with time. However, the ideas learned persist as internalised understandings. Some 

implications of the references to nursing theorists are considered in Pan Four, Otapter One. 

Summary of theme two 

The therapeutic relationship was considered by all groups to be a theoretical in that it did not 

need a specific theoretical framework to develop. Besides explicit statements that therapeutic 

relationships did not require theory to develop, non-theoretical resources such as personality, 

common sense, experience and natural qualities were cited as contributing to the development 

of therapeutic relationships. Despite the view that theory was not necessary, all groups referred 

to theory that influenced their development of relationships, although they also said that theory 

is likely to be used without conscious awareness. In some cases it appeared that use of theory 

was assessed by post hoc judgement of whether actions were consistent with a theory, rather 

than theory being used in a deliberative way. The community nurses made explicit use of the 

recovery model as a theoretical resource, and described this in ways that extended the 

therapeutic relationships. Therapeutic relationships, however were still considered to be the 

basis of nursing care for the community nurses. There was an unresolved tension about 

whether use of the recovery model was a neat fit with the therapeutic relationship, or whether 

it added something distinctive. The nurse-therapists identified a potential for mental health 

nurses' current models of therapeutic relationship to constrain the potential of relationships for 

change, and for conflict with the expectations of other models of intervention, specifically 

strategic family therapy. There was no consensus in the group on this issue and it was left 

unresolved. The group discussed the possibility that a putative therapeutic relationship could in 

fact be untherapeutic, an issue that did not surface in either of the other two groups. The 

possibility that practice context influences the use of theory in developing relationships was 

supported by the different uses of theory across the three groups, and by the discussion in the 

inpatient group around the differences between use of theory in inpatient and community care. 

Nursing theory has a minimal current influence on most panicipants' perceptions of their 

relationships with consumers, although it may have had a fonnative influence. 
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Part Three, Chapter Four 

T heme three: The scope of the therapeutic relationship 

Introduction 

'This theme describes the therapeutic relationship as a concept with a wide scope, from 

forming supportive, facilitative relationships, to involvement in coercive interventions. There 

was a sense, seen with all three groups, that involvement with individuals who were acutely ill, 

had high needs, or whose problems were difficult, served as a defining statement of what it is 

to be a mental health nurse. 1b.is involvement was seen as an integral part of the therapeutic 

relationship. The inpatient nurses talked of involvement with 'floridly psychotic' or 'manic' 

consumers, and the corrununity nurses of the need to persevere with their involvement with 

consumers who became unwell and needed compulsory admission to hospital. In the nurse

therapist group there was discussion of the greater willingness of nurses to maintain 

involvement with consumers whose behaviour and clinical problems extended beyond those 

normally addressed in appointment-based therapy. In part, this perception was developed by 

contrasts with other disciplines, whose involvement was seen as more circumscribed and 

focused around specific issues. In the nurse-therapist group there was discussion about the 

implications of nurses' readiness to manage difficult situations and to be more available, 

although there were different perceptions within this group about how nurses should respond 

to these situations. 

The idea that nurses bring a wider sense of awareness and availability to their roles than do 

other mental health professionals also contributes to this theme. In the nurse-therapist group, 

recognition of the limitations imposed on mental health nursing by acceptance of a wider 

scope of responsibility was seen as problematic and therefore as a necessary focus of change. 

In the other two groups availability seemed to be more taken for granted, although it still 

influenced their relationships with consumers. 

Involvement in difficult situations as part of a therapeutic relationship was discussed in each 

group. When participants were pressed about limits to the therapeutic relationship, 

involvement in difficult situations was not always perceived as a limit to the therapeutic 
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relationship. Relationships could still be thought of as therapeutic even when managmg 

difficult situations. There was a sense with the community nurses that involvement in difficult 

situations strengthened the therapeutic relationship. 

In describing this theme I propose that nurses' early learning experiences in inpatient care 

has a significant effect on the development of their concept of therapeutic relationships. 

Inpatient care provides both a site and a model for learning about therapeutic relationships. 

Consumers in inpatient care by definition have acute or intractable problems and it is with this 

group of consumers that students learn their basic skills. At the same time as learning clinical 

skills in an inpatient setting, students are introduced to the concept of the therapeutic 

relationship, as reported by participants in this study and described in theme one 1 
• 

In the history of mental health nursing, community care is a relatively recent development. 

Until the last 25 years, nursing students have had little opportunity to experience community 

based care as part of their pre-registration education. When community care experience first 

became available, it was placed later in the curriculum, with students gaining initial skills in 

inpatient settings before undertaking community experience. Although the majority of 

consumers are now cared for in the community, the inpatient unit continues to serve as a 

training ground for students. There are reasons for and against this practice and I do not intend 

to explore those here. Suffice to say that historically, the inpatient experience exerted a 

dominant influence by virtue of the statuS it was accorded in the educational experience of 

students, and that practice continues today. In discussing this theme I aim to show that these 

processes lead to a concept of the therapeutic relationship that is socially constructed in 

response to experiences in the inpatient unit. 

Inpatient experience appears to have a formative influence on mental health nurses' 

orientation to their practice, and this was evident in this theme. In this chapter I will briefly 

report the comments from the nurse-therapist group that illustrate the formative nature of the 

inpatient experience, then I will describe how the idea of involvement in difficult situations was 

1 It is most common for nursing students in New Zealand to gain their initial mental health clinical experience in the second 
year of their three year programme. While the concept of the therapeutic relationship may be inrroduced in the first year 
of their programme, the clinical application in the mental health context is likely to come later. Although this analysis 
may need qualification in relation to initial mental health clinical experience in recent years, it is highly applicable to 
participants in this study. 
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apparent in each group. I will conclude by returning to the idea of the therapeutic relationship 

as a concept based in an ethical principle of beneficence, while also one that provides a 

potential justificatory device in the face of coercive practices. The section concludes with a 

discussion of this theme. 

The formative influence of inpatient experience 

The fonnative influence of inpatient experience on the identity of mental health nurses and 

their perceptions of the therapeutic relationship is perhaps best illustrated by those nurses who 

have moved furthest away from inpatient care, in the case of this research, the nurse-therapists. 

One participant in this group was a graduate of a comprehensive nursing programme, and felt 

that her identity as a mental health nurse was uncertain as she had not worked in a 'bin': 

K: ... the thing I always felt uncertain about calling myself a nurse-therapist is that because 
I'm Comprehensive trained, I'm not a psychiatric nurse, and I, urn never worked in a bin 
environment I ... I I did some of my training through there but never, you know, like I'm 
not a Carrington, an ex-Carrington nurse doing therapy on, you know? So that's quite 
different too... it gets lonely it gets, it gets quite difficult and you start to feel quite fuzzy 
about what your professional identity actually is, and I had quite a struggle with that, going, 
returning to work for I ... I for example with which professional body would I belong to; 
was I going to go through the long haul and do the, urn psychotherapy NZW thing, was I 
going to join the counsellors' thing, v...-as I going to join the of College of Nurses or the 
College of Mental Health Nurses? (NTl/ 13). 

It was interesting that this participant used the term 'bin' to refer to inpatient care, 

suggesting that experience in the more institutional environment would contribute more to an 

identity as a mental health nurse than experience in an inpatient unit in a general hospital. The 

same pamc1pant saw experience in inpatient care as influencing nurses towards a less 

individualistic approach to change in consumers. 

K: I think one of the things as nurses is that, that, you know, for my thinking anyway is 
that when you're used to ... urn, like working in a ward or, or whatever, you, you're working 
as a team, and it, it's not necessarily any one person taking the glory for getting someone 
better, do you know what I mean? (NTl/9). 

The significance of this comment is that it is the inpatient environment that is seen as 

providing this fonnative experience, rather than a corrununity care environment. For another 

2 New Zealand Association of Psychotherapists. 



118 

participant, the inpatient enVJIOrunent presented certam structural constramts on the 

development of therapeutic relationships, and she felt a need to move to a different practice 

context to overcome those constraints: 

D: ... often there 'N'a.Sn't time to have a therapeutic relationship because you had to attend 
to all these other things in the role of a primary nurse, usually I mean you were spinning 
like a top wn, so ah, huge constraints ... I always felt ah .... I mean a lot of that's my own 
kind of perspective of... and why I moved into systems theory and working with families 
because I clid.n't want to be a bandaid .. .. you know ... (NT2117). 

For this participant there 'NaS a sense of conflict between the ideals of a therapeutic 

relationship, and the reality of inpatient experience. Despite this perception of the inpatient 

envirorunent as being severely limited, it nevertheless 'NaS seen as contributing something 

important to the development of mental health nursing skills, and to contribute to the sense of 

professional identity. 

In a subsequent interview, also with the nurse-therapist group, there was discussion about a 

'wider sense of awareness and availabilitY that 'NaS thought to develop as a result of experience 

in inpatient care. This v.ras a problematic concept. There were differences within the group in 

terms of how the issue of awareness and availability 'NaS seen. 

L: There's other stuff that affects that parity thing I ... I is the stuff around nurses having 
an obligation around being present. 
K:yeah. 
D: yes. 
K: being there, having the nwnbers. 
R: That 'NaS discussed last time but it did seem to be quite an important theme, yeah. 
K: But that's the history of the role of nursing. 
R: And is that something that for you people you feel is, is urn, perhaps, historical now? 
That's not part of your current role, that kind of presence? 
K: Don't you think though, that in a multidisciplinary team, that often the nurses are the 
ones, I noticed this in my experience, that nurses are the ones who gravitate towards - they 
are the ones who are there, you know. They are the ones who are more likely to work 
there full-time, be there, wn, be involved, you know, in just about all meetings, knowing 
what, you know our kind of mentality, almost like a ward mentality, of every person on 
your caseload, knowing what's going on with, you know, the clinic patients, you know 
hearing, being available. 
L: Not where I work. 
K: Aren't they? 
L: No., I 'NaS just thinking about your work D. I've got some knowledge of that and 
thinking that like, just about every other discipline could disappear ... 



K:yeah. 
D:hmmm. 
K: and there'd be no ... 
L: and there would be a requirement ... 
D:hmmm 
L: for nurses to be present. 
K: yeah. (G-BI5-6). 
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The reference by K to the inpatient unit as the source of the broad sense of awareness and 

availability is significant. The nurse-therapists are a group who have taken on a non-traditional 

nursing role, and have had to reflect deeply on their professional identity. Using Mills' (1959) 

classic formulation, their 'private trouble' of professional identity is the 'public issue' of 

professional identity of the profession, as the identity of the nurse as therapist is contested 

(Barker, 1989). 1bis was illustrated in K's dilenuna about which professional association to 

belong to. Despite the recognition that redefinition of their role is necessary, the nurse

therapists also saw that their formative experiences in inpatient care meant that they brought to 

their work as therapists some "background meanings" (Benner & Wrubel, 1989) that were 

specific to mental health nursing: 

D: And I mean the core stuff that is missing that no one other than nurses will have, you 
know,whether they be mental health workers or any other allied health professional, you 
know the cheaper version, you know, I think it is that therapeutic relationship, the ability to 
create that facilitative, facilitative thing (inaudible) that, so it can happen. And what you 
were talking about, [R], that wider awareness of the environment, not just the people you 
are directly concerned with - your own patients, but other people's as well. You know, I 
haven't worked in inpatients since 86 and it still just happens. I'm still just as aware ... 
R:hmmm 
D: of every sort of raised voice or ... 
K:hmmm 
D: agitation or something and I just sort of go into this other mode... preparation, you 
know, not an over-reaction but I just kind of awareness - I know that someone - that other 
professionals won't have ... and I notice other nurses doing that as well so ... 
K:hnunrn. 
D: I'm not saying that that's the core of the training but that's part of the awareness. 
K:hmmm 
R: Because in some ways that skill of being aware of the environment in a global way is not 
part of what yuu learn in the therapeutic relationship, which is more individual. 
K: But you pick it up though, I, don't you. Because you are always, you know, if you are 
going on your clinical placements or your whatevers (sic). I ... I 
R: hnunrn. 
K: ... you have to slot in, to find out about the team, who's in charge, who does what, 
where the toilets are, what everyone's names are and what they do and then you get a 
handle on that and you move on and do it again, so you are always having to fit in and you 
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are, I think, that's another feature of nurses is being part of being a productive part of a 
team, rather than, urn, you know coming from one angle and having a very definite 
viewpoint/ ... / . (ND/8-9). 

The significance of the inpatient experience was summarised by one participant: 

L: Gosh, it gets hard, gets hard doesn't it? That you know, once you leave the inpatient 
setting, you know, to acruallyspecifyexactlywhat nurses do, uniquely, or better. (ND/10). 

By considering the views of the nurse-therapists on the influence of inpatient experience on 

the development of their concept of therapeutic relationships it is possible to see that inpatient 

care exerts a significant influence on mental health nurses' perceptions of their relationships 

with consumers. Privileging experience in a 'bin' environment over that in a general hospital 

inpatient unit, and the generalisation of skills learnt in that environment to other areas of 

mental health nursing confinns the role played by inpatient care in the development of mental 

health nurses' concepts of the therapeutic relationship. The therapeutic relationship is not an 

external reality independent of the context in which it is learned, but is socially constructed 

within discourses of observation, awareness and availability that are most visible in inpatient 

settings. The next section will consider one effect of socialisation into a therapeutic discourse 

within an inpatient setting: the focus on difficult situations. 

Dealing with difficult situations: The inpatient nurses. 

In the inpatient group, caring for either 'floridly psychotic' or 'manic' consumers was seen 

as the area of practice that participants were most comfortable with. Outside the acute stage of 

illness, the inpatient nurses were less confident of their skills. In describing the consumers they 

felt best suited to working with the inpatient nurses cited examples of people with florid 

psychosis or mania: 

S: I mean I'd probably ... people who are not in touch with reality, floridly psychotic 
people./. .. I I can get an empathy going with them (INl/14). 

1bis participant expressed confidence in responding to the high level of need of the floridly 

psychotic person: 

S: And it's a reality based way of interacting ... quite straight ... up front. .. no 
nonsense ... and maybe some of that might be sometimes (inaudible) or seen as being 
paternalistic too. (INl/14). 
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The fact that the care provided was paternalistic was no barrier to it being seen as 
. . 

appropnate nursmg care: 

$: But I think clients who are floridly psy-chotic and out of control might need some 
structure within a paternalistic model. (IN1114). 

This comment was reinforced in a later interview when confrontation was discussed: 

B: It all has therapeutic outcomes, I mean if you feel confrontation with a patient that has 
therapeutic outcomes and that's a therapeutic relationship that's the way I see it. (IN213). 

Another participant from the inpatient group cited 'manics' as those he could most easily 

work with: 

R: What about for you B, is there any particular type of person you feel. .. best able to work 
with, or easiest to work with? 
B: Manics actually. I urn, I can relate to them, like ... I ... I. Being outgoing and extrovert, 
and sometimes when manics, urn, urn, what other people consider to be really manic, to 
me it'll just seem hypomanic. 
R: hmmm 
B: and some people are just ... they're very extrovert, they, they're hyper and that's quite 
their normal, at-home, premorbid, ah personality, they're like that.. . and for very quiet 
people 1 ... I [some nurses] would think 'oh we need to prn this one' ... 
Rhmmm 
B: but to me that would be ... yeah, something that I can cope with, I, you know, they 
would probably would need to just be asked to slow down, and to me it would be just, I 
would treat them as hypomanic. (IN1114). 

This participant went on to talk about how he felt he could work easily with 'manics', and 

would use less intrusive interventions than some other nurses might with the same conswner. 

The third participant from this group also mentioned working with floridly psychotic 

conswners as a preference: 

M .. . yeah, floridly psychotic, elevated people, yeah fine, yeah ... somebody like that. 
(IN1115). 

It was evident that inpatient care frequently involved unplarmed, someurnes ad hoc 

responses to situations as they arose, rather than carefully structured therapeutic interventions. 
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Despite this, the inpatient nurses felt that acnvmes occwnng during the day could be 

subsumed under the concept of the therapeutic relationship: 

B: When you look back at some of the things you've done you son of review your 
day ... put that all as pan of the therapeutic, urn relationship. (INl/ 4). 

Panicipams discussed working with either floridly psychotic or manic consumers and saw 

this as providing them with the opponunity to practice in accordance with their concept of 

therapeutic care. The issue of availability did not arise in the inpatient nurses' interviews. This 

may be because it is taken for granted and therefore not readily seen as an aspect of their 

practice. The reality of availability was brought home to me in making arrangements for the 

research and conducting interviews. Interview arrangements were always made on the proviso 

that everything would have to be 'o.k on the ward' for the interview to proceed. On two 

occasions I arrived to conduct an interview only to find that the immediate demands of the 

unit had intervened and it was not possible to proceed. On another occasion, an interview 

proceeded with an awareness that events on the ward might intervene and cut it shon. 

Dealing with difficult situations: The nurse-therapists. 

So far I have presented some of the views of the nurse-therapists about the formative 

influence of the inpatient experience on their perceptions of the therapeutic relationship. In 

that discussion it was apparent that there were differences within that group in how that issue 

was seen. While widened awareness and availability were recognised as a reality of many nurses' 

roles, this was not seen as unproblematically good; it was regarded as something that should 

change. 

The idea that nurses deal with difficult situations was developed in the nurse-therapist group 

through a contrast with psychotherapy. K had previously described psychotherapy as having an 

individualistic orientation, with a focus on a therapeutic encounter between therapist and client. 

Nurses, by contrast were considered to have a more general sense of the scope of their own 

practice and of the concept of a team, rather than one individual in it bringing about 

therapeutic change. Another difference was in dealing with the difficult individual situations 

that arose in her work as a nurse-therapist: 
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K: I know that in my role at times I was involved with doing lots of different things I ... I 
refeeding, and all sorts of things, and that the psychotherapy team, that they didn't want to 
get involved with ... 
R yeah. 
K: and would always shy away from. .. 
I .. ./ 
K: Yeah, they always shy away from them and even, (?) I don't know if consciously, some 
of the more intense ones who are more intensively ... or more sick or, more whatever, that 
they somehow would never end up getting that case on their books, you know? (NT21 18). 

The broad scope of mental health nursing is apparent when it is recognised that the 

participant pr~viding the above account was also functioning in a therapist role, and thus 

needed a concept of therapeutic relationships that enabled her to work with all the usual 

intrapsychic, interpersonal and systemic issues affecting her clients, and yet provide phy~ical 

care and take on a limit-setting role. 

Dealing with difficult situations: The community nurses. 

The community nurses provided a striking example of involvement in a difficult situation 

that would appear to contradict a concept of a therapeutic relationship based on trust. The 

situation involved making a decision that a consumer needed to be admitted to hospital using 

the compulsory care provisions of the Mental Health Act. I went to some lengths to explore 

with the group whether they saw their involvement as being outside the remit of a therapeutic 

relationship, but they were clear and insistent that this work was within the scope of a 

therapeutic relationship. They even suggested, citing feedback that they had received from the 

consumer, that their involvement in this siruation had strengthened their relationship, as it had 

demonstrated they were not there only when things were going well, but also when problems 

developed.: 

A ... part of us being involved so early on is about creating a therapeutic relationship. If 
you have seen someone in crisis it's really, if you've seen them at their very worst, it's a 
really good time to engage with them, but it also means that when they have recovered you 
have been part of that crisis so you get a bigger picture ... 
R Right. 
A of what has happened rather than just taking over when everything is settled, and you 
just see this calm person who's been through a horrible experience. 
R Right. 
A If you are part of that experience then you have a closer relationship. 
/ .. ./ 
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A:. Even if the CA. T team has to be involved, especially wherever a Compulsory Treatment 
Order is concerned, we are never far from, we are always there, very much so, we don't 
just pull out of somebodys life, you know. I mean, you can't do that. (CN3/9-10). 

The significance of this excerpt is not that the nurse talked of staying involved. There are 

always limits to availability. But the involvement meant panicipating in what the consumer 

might perceive, especially at the time, as being coercive intervention, and yet the nurse saw the 

involvement as contributing to a therapeutic relationship. The distinctiveness of the therapeutic 

relationship in mental health nursing, with its extension into coercive intervention, was 

developed through a contrast with 'other professions': 

N: [I] suppose I think nurses are pretty amazing, that they can have relationships with their 
clients despite all these coercive things that we need to do sometimes. Not many other 
professions are put in that position, so that if you were a therapist out in the community, 
there is no way you would be coercing the client into doing anything. 
(Pause) 
N: So, I mean, to be able to hang on to a relationship with a client despite all the coercion 
that goes on with some of them, not all the time, but with some it's pretty amazing. Does 
that mean we are great manipulators? (CN3/12). 

The issue of coercion was not simply glossed over, but further discussion showed that 

involvement in coercive practices v..-as specifically recognised as a necessary aspect of 

therapeutic relationships: 

N: It must mean that nurses are able to make the best of a bad situation, to make it 
bearable for our clients to have to go through that. 
R What do you mean by that? 
N: Just, I mean, there are ways of doing things, like coercion is coercion, but there are ways 
of coercing people into things, like injections and things like, you know, going into hospital 
when someone's unwell, and because nurses have ... generally have really good relationships 
with their clients those things are able to have happened in a way that's not disrespectful, 
or undermining. Because the whole thing is really disempowering anyway. I think often 
nurses can make it seem more empowering for people. 
R Yeah, even when it is overtly quite coercive? 
A:. I don't know about coercive, I mean sometimes when I have managed ... it might be 
seen as coercive persuading someone to have an injection, or come into hospital. When I 
think about it afterwards, I think, "damned good intervention", you know, and I think that, 
I wish that somebody could see this. What is therapeutic you know? I couldn't really put it 
into words. It wasn't coercive or just .. . (break in tape). (CN3/ 12-13). 

In a previous interview I had pursued the question of whether in the son of situation 

described above, the relationship was still therapeutic. A similar situation had been outlined, 
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and another participant (E) had been involved in compulsory admission. She saw the process 

as therapeutic and as strengthening her relationship with the client: 

E: ... and, but actually when I saw him, and met with him, and discussed it all through ... it 
actually, my relationship with him did get stronger ... with us actually processing ... what had 
happened. (CN1/ 15). 

Because the participant had volunteered the idea of coercive intervention being therapeutic, 

I persevered with questions about whether this level of intervention could still be therapeutic. 

The nurse who had originally described the situation said she worried about it, indicating some 

doubt, but another participant was insistent that a therapeutic relationship still occurred: 

A You might not feel that you've got alongside them .. 
R: hrrunm. 
A but there would still be this relationship that occurs. (CN1/ 17). 

Berger and Luckmann (1966, p. 87) explain how legitimations can succeed one another so 

that the acrual origins of sedimented traditions become less imponant than current 

interpretations. In the perception that coercive intervention forms part of a therapeutic 

relationship this explanation is helpful. As previously noted, nurses perform a range of 

functions from facilitative care to coercive interventions. If the therapeutic relationship is 

fundamental to mental health nursing it is also fundamental to this whole range of activities. 

And yet it is clear that the therapeutic relationship in its early formulations was limited to the 

more facilitative function where the nurse encouraged the patient to explore problems verbally, 

and gain insight into their situation (Peplau, 1952/1988). In assuming the wide role it currendy 

plays, the therapeutic relationship now legicirnises both facilitative interpersonal interaction, 

and coercive intervention. 

The therapeutic relationship appears to have generalised from the facilitative helping 

relationship described by Peplau and others and found in contemporary representations in 

nursing literature (Schwecke, 1999; Stuart, 1998), to a basis for a range of interventions from 

facilitative to coercive. What is significant from a social constructionist perspective about this 

theme is that nurses' involvement across a continuum of intensity is based on background 

meanings found in everyday life. This was oudined in the previous chapter. While theory plays 

a part in interpreting these meanings, intervention is still grounded in the common meanings 
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brought to the situation by nurses and consumers. Thus the therapeutic relationship, a concept 

that characterises both mental health nursing itself and the actions of nurses as beneficent, 

involves the enactment of 'common sense' understandings represented in the therapeutic 

discourse of mental health nursing. Because discourses have the power to make some 

understandings possible while closing off others (Burr, 1995), nurses' concept of the 

therapeutic relationship enables them, potentially, to appropriate common sense in support of 

a range of involvement from empathic listening and support to coercive persuasion and 

ph~ical force. 

Summary of theme three 

The blending of the influences of learning therapeutic relationship skills and the clinical 

skills required in an acute care environment results in a concept of the therapeutic relationship 

that incorporates both facilitative and empathic listening and coercive measures of persuasion 

and control. At any point on this continuum there is potentially a legitimate rationale for 

increasingly coercive involvement. The remit of mental health nursing is broad, and covers a 

range of possible involvement from assistance with personal care and hygiene, through 

discussion of the mundane and intimate details of life, to legally mandated coercion and 

enforced care and treatment. If the therapeutic relationship is fundamental to mental health 

nursing, as described in theme one, then it is basic to this whole range of involvement. The 

anal~is of the interviews conducted in this study provides an empirical basis for this account 

of the therapeutic relationship in mental health nursing. I do not claim that it is the 'truth' in a 

positivist objective sense. There was not a complete consensus around the ideas that lead to 

this account being developed. However, I do claim it to be a valid construction of mental 

health nursing based on the views of the participants in this study. 
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Part Four. Discussion and conclusions 

Chapter One. Discussion 

Introduction 

This research has studied a small group of mental health nurses' perceptions of their 

practice by asking them to consider a concept that has been central to the discourse of mental 

health nursing over the past five decades. In the literature review I discussed the development 

of the therapeutic relationship in mental health nursing, suggesting that, as a rational account of 

mental health nursing, it has a continuity with interpersonal practices evident in the asylum era. 

Tilley (1995) regards the emergence of the therapeutic relationship, at least within British 

psychiatric nursing, as marking a break between theoretically informed nursing discourse and 

the discourse of common sense. Focusing on a single concept with a small group necessarily 

limits the scope of the research, and the implications of the results. However the study gains 

significance from the historical, conceptual and practical relevance of the concept of the 

therapeutic relationship for mental health nursing. 

The therapeutic relationship, in the perception of the research participants, has emerged as a 

foundational concept in mental health nursing, which fonns the basis for educational 

experiences in relationships between nurses and consumers, and comes to be experienced as 

natural in the day to day work of mental health nursing. Although not considered to be 

dependent on theory for its development and its application in practice, the therapeutic 

relationship supports development of other theoretical approaches to mental health nursing, 

and is considered consistent with an eclectic approach to mental health care. Personal qualities 

and experience enhance the development of therapeutic relationships, although for the nurse

therapist group the concept was perceived as imposing limits on their work as nurse-therapists. 

Therapeutic relationships in mental health nursing extend across a wide scope of involvement 

with consumers, from facilitative interpersonal care to coercive interactions. 

Social constructionist theory has enabled the therapeutic relationship to be described as a 

product of discursive practices embedded in a historical context. The therapeutic relationship 
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emerged in the middle of the last century as part of the development of a general therapeutic 

discourse in psychiatry, and as an alternative to the custodial pattern of care that had been the 

prevalent model until that time. The concept has come to form part of the "background 

meaning" (Benner & Wrubel, 1989) that participants bring to their practice, indicating that it 

has become a "sedimented experience" (Berger & Luckrnann, 1966, p. 85), the transmission of 

which is made easier by the common biographies of participants as mental health nurses. The 

following discussion considers the themes developed in the process of analysis in the context 

of relevant nursing and related literature. The therapeutic relationship as a socially constructed 

phenomenon is discussed, and the strengths and limitations of the study are considered. In the 

final chapter, some conclusions for education, research and practice are outlined. 

The therapeutic relationship as fundamental 

The common experience of participants in learning about interpersonal relationships as part 

of their introduction to nursing, in both generic and specialist psychiatric nursing programmes, 

goes some way towards explaining how the concept of the therapeutic relationship comes to 

be experienced as fundamental to mental health nursing. Olson (1996) has discussed the 

perception of interpersonal relationships as fundamental to mental health nursing, noting that 

its extension to nursing generally has left mental health nursing without a unique area of 

expertise. As noted in Part One, Olapter Two, Peplau (1952/1988) saw her theory of 

interpersonal relations as applying to the whole of nursing rather than just to mental health 

nursing. Th.is was reflected in New Zealand nursing literature (Bazley et al., 1973; Raboobi & 

McEwan, 1968), and explains the emphasis placed on this concept in undergraduate curricula. 

The experience of learning about interpersonal relationships in undergraduate education was 

shared by participants who received their undergraduate education overseas, confirming the 

international trend towards interpersonal relationships as the basis of mental health nursing. 

Contemporary nursing literature continues to stress therapeutic relationships between 

nurses and consumers as the basis of an introduction to mental health nursing. The two texts 

discussed in this thesis, Stuart and Laraia (1998), and Keltner, Schwecke and Bostrom (1999) 

both introduce students to therapeutic relationships as the basis of mental health nursing, while 

providing a range of conceptual models that extend the clinician into other models of care. 

Official discourse from nursing's regulatory body similarly stresses the therapeutic relationship 

(Nursing Council of New Zealand, 1997, 1998), marking a distinction between nursing in a 
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generic sense and the specialty of mental health nursing. Another source of literature, critique 

of mental health policy, takes the therapeutic relationship as a standard against which critique 

can be offered (Foster, 1998; Street & Walsh, 1994). Participants' perception of the therapeutic 

relationship as fundamental is consistent with the representation of the therapeutic relationship 

in contemporary literature. 

Theory and the therapeutic relationship 

The therapeutic relationship was seen by all groups as something that is not dependent on 

theory, despite its historical development in interpersonal theory. Even where this theoretical 

origin was recognised, as in the nurse-therapist group, the therapeutic relationship was seen as 

something that 'became natural', and had more in common with 'normal human interaction' 

than with theory. Rather than theory, personal qualities, experience, and learning from others 

were seen as a means of developing skills in therapeutic relationships. Participants cited an 

eclectic theoretical approach as important to the development of therapeutic relationships, as a 

narrowly theoretical orientation might prevent nurses from responding to the immediate needs 

of specific situations. In this perception, participants expressed views consistent with a range of 

literature, including empirical reports of clinical practice and theoretical accounts of practical 

knowledge. 

The emphasis placed on personality by the inpatient nurses and to some extent supported 

by the other groups is consistent with a theme in the mental health nursing literature that 

questions whether mental health nursing is, or substantially involves, common sense or 

'natural' skills. 1hi.s is sometimes contrasted with academic skills as in the debate over whether 

the theoretical basis of mental health nursing is being overemphasised at the expense of 

'practical' skills. Tilley (1995, p. 17) reports that the authors of a 1955 British report on the 

work of the mental nurse claimed that " ... the work of the psychiatric nurse centres on the 

personality of the nurse rather than any more clearly defined features of 'role"' (sic). Altschul 

(1978, p. 335), in an apparent reversal of her earlier views on the role of theory in mental health 

nursing, argued that " ... the chief instrument the nurse uses is her own personality." The 

comments from one of the inpatient nurses that mental health nursing involves 'natural skills' 

for which candidates in the past had been specifically recruited is consistent with the view that 

personality is the crucial variable in determining skill in mental health nursing. 
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Shanley (1988) comments that in the recruitment of mental health nurses, scant attention is 

paid to the inherent helpfulness of some candidates. This, Shanley argues, is exacerbated by 

lack of focus on development of the interpersonal skills of those who are selected for training. 

On the other hand, Peplau (1960) argued against the use of common sense in favour of theory, 

an argument supported in Altschul's earlier work (Altschul, 1971). Theoretically based nursing 

would appear to be the goal of degree programmes with their greater emphasis on academic 

aspects of nursing and on nursing theory. However as recently as 1995, inpatient nurses cited 

personal qualities as therapeutic skills. In a study of the perceived skills of inpatient nurses, 

Gijbels (1995) found that when asked what they understood to be therapeutic skills, 

participants cited "a number of personal qualities" (p. 461-2), rather than specific therapeutic 

skills. 

Nursing theorists have recognised the contribution of non-theoretical skills in clinical 

practice. Peplau's theory and writing contain many references to the therapeutic significance of 

the personal qualities of the nurse. The role of personal qualities is best exemplified by Peplau's 

(19.52/ 1988) statement that " ... the kind of person each nurse becomes makes a substantial 

difference to what each patient will learn" (p. X). Travelbee's concept of the "educated heart 

and the educated mind" (1971, p. 19) also appeals to human qualities of the nurse. More recent 

nursing theory (Benner & Wrube~ 1989) challenges the idea that practice involves the 

application of theory through deliberative reasoning, and emphasises the practical knowledge 

of skilled practitioners. 

The perception of participants of the significance of personal qualities is consistent with 

social constructionist views of science as embedded in culture rather than detached from it 

(Crotty, 1998). However, while recognising the cultural embeddedness of scientific knowledge, 

there are clearly important implications for nursing practice that cannot be located within a 

theoretical frame of reference. Tilley (1995) has described the nurses' construction of moral 

orders in the two sites of his study. His analysis shows nurses ordering patients' personal lives 

in response to violations of ordinary moral conduct, rather than in tenns of any theory or 

account of mental illness, which might be expected of nurses functioning in a professional role. 

The perceptions of the therapeutic relationship discussed in this study showed something of 

the shading over from a clinical role into construction of an ordinary moral order. 
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In srudy of nurses relationships with 'problem patients', May and Kelly (1982) found that 

nurses exerted a tenuous authority that was implicitly challenged by consumers who did not 

readily respond to conventional approaches to care and treatment. May and Kelly found that 

nurses possessed "neither readily identifiable technical skills nor unambiguous authoricy' (p. 

279). In the face of such critique, the assertion of 'personalitY as a basis of nursing skill seems 

naive. From a social constructionist perspective the development of such a perspective can be 

understood, but it leaves nurses in a problematic situation in articulating the basis of their work 

in specialist skill, and hence with a fragile professional identity. For inpatient nurses this is 

particularly problematic as they, of the three groups included in this study, have the most 

difficulty appropriating other theoretical resoun:es with which to develop their practice. 

For those nurses who do take on specific theoretical commitments, the therapeutic 

relationship continues to serve as an ideal of interpersonal relationships that cannot be 

subsumed by theory. Nevertheless, for the community nurses and nurse-therapists, the 

development of additional theoretical resources was seen as a necessary expansion of their 

concept of therapeutic relationships. 

The scope of the therapeutic relationship 

The range of involvement referred to in theme three, from facilitative interpersonal care to 

coercive practices has been given some recognition by Peplau (1987). Reviewing the skills 

needed by psychiatric nurses, Peplau described a range from nurturing skills through to 

providing custodial care. The reality of the more coercive practices such as those referred to in 

the community nurses' group has been the focus of critique of contemporary approaches to 

mental health nursing based on a generic concept of caring (Glenister, 1997). The place of 

caring as the focus of mental health nursing has also been questioned by Barker (1994). Peplau 

(1987) sees custodial care as of historical significance, but Reynolds and Cormack (1990) give 

custodial care as one of the core roles of the psychiatric nurse, although in their view, the 

primary function of nursing is a psychotherapeutic one. Reynolds and Cormack's fusion of 

these two aspects of psychiatric nursing within a single role seems consistent with the views 

expressed in the community nurses' group, that involvement in coercive aspects of care was 

consistent with maintaining therapeutic relationships. In another call to recognise the reality of 

nurses' involvement in coercive practices, Morrall (1998b) reflects on the societal level of the 

mental health nursing role. According to Morrall, "Psychiatric nursing is connected irrevocably 
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to the enforcement of control in society. Nurses regulate behaviour either direcdy (through 

their 'empathic' relationships with users of mental health services) or direcdy (at the behest of 

psychiatrists or by their OV\Ill actions)" (p. 15). Morrall's critique supports the views of 

participants in this study, that their relationships with consumers extend from use of skills such 

as empathy, through to coercive practices. 

The idea that inpatient experience contributes to the development of a working concept of 

therapeutic relationships, -which for nurses involves a wider sense of awareness, finds some 

support in recent literature. In a study of inpatient nurses' interactions with consumers, Geary 

et al. (1999) found that one of the constraints on interaction was nurses' difficulty in focussing 

on a single consumer, or even a specified group of consumers, due to the need to maintain a 

safe environment. Geary et al state that the focus on a safe environment " ... required nurses to 

'keep an eye out' for all patients, not just those patients allocated to their care" (p. 110). 

Becoming involved in "unplanned activities" was also cited as a constraint on interaction, with 

participants stating that "something always comes up" (p. 111) to distract their anention. 

Dealing with difficult situations was pan of the theme of the scope of the therapeutic 

relationship, and there is evidence that the participants in this study are not alone in this 

experience. Participants in Gijbels' (1995) study of inpatient nurses felt that dealing with 

"disruptive patients and volatile situations" (p. 463) was pan of their job, with one participant 

stating that "we take people when they're at their worst". The result, however, of taking on a 

diffuse range of responsibilities, was that, according to Gijbels (p, 463), "A picture of the nurse 

as a generalist emerged, assisting others, mopping up, without a clear identity of what it is they 

should be doing themselves." In the nurse-therapist group a similar reservation was expressed: 

L: . . . but I also am kind of cringing thinking yeah, if someone companmentalises us in this 
way we are going to get all the crap jobs that anyone ever thought of, you know, can think 
of, and when they think of, we need a dogs body in this service, there's a lot of dogs body 
work not getting done, let's get a nurse. That horrifies me. (NT3/21). 

Support for the observation that mental health nurses regard acutely ill psychotic consumers 

as a category of consumer that defines what it is to be a mental health nurse comes from 

British studies of nurses interactions with 'neurotic' patients, reported in Tilley (1995). Tilley 

cites several studies showing nurses' aversion to interacting with neurotic patients, and provides 

one particularlytellin.g excerpt from Connack (1976): 
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I don't like talking to neurotic patients, they are less ill than psychotic patients. Neurotics 
are out to gain something. They seem to take a loan of nurses. (Cormack, 1976, cited in 
Tilley, 1995, p. 35). 

Issues to do with the scope of the concept of the therapeutic relationship seem to be 

particularly focussed on the inpatient environment. The unpredictable flow of inpatient units 

does not lend itself to adoption of appointment-based models of therapeutic intezvention, 

although non-nurse participants in Gijbel's (1995) study felt that given the opportunity, nurses 

could" ... do exactly the same therapeutic work" (p. 463). The lack of research into the specific 

issues of inpatient care was the subject of comment by Mellow (1985), and more recently by 

Barker (1998). 

Nursing theory 

It is significant that nursing theory received scant mention by participants. Those who did 

mention specific theorists had little to say about them and were confused about names and 

details of theories, needing prompting to complete their statements about nursing theory. The 

topic of nursing theory, when it did arise, generated little interaction or animation within the 

groups. Perhaps it cannot be concluded from this that nursing theory is unnecessary. The 

concept of the therapeutic relationship has, arguably, gained its place in mental health nursing 

through its explication in Peplau's and others' theories, even if individual nurses are unfamiliar 

with the form given to that concept within those theories. However the limited interest and 

awareness shown about nursing theory provides a cautionary note for those who would argue 

that practice should be theory based. Nurses appear to draw on a range of theoretical 

influences, perhaps somewhat superficially in some cases, lending some support to the notion 

that mental health nurses practice within an integrated theoretical framework (WJ..lshaw, 1997). 

In much of the nursing literature, nurses are called upon to avail themselves of formalised 

accounts of nursing, most notably that of Peplau, in order to improve and develop their 

practice. However, the nurses in this study shov.--ed that although they were substantially 

unaware of the specific content of nursing theories (and even made mistakes in recalling them), 

the concepts that contributed to those theories have influenced their practice. The perception 

of the therapeutic relationship as fundamental is the most striking example of this. Moreover, 

the participants showed an awareness that the influence of theory is not necessarily to be 

measured in understanding its specific content. 
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It is significant in this context that both the community and nurse-therapist groups 

appeared to have a ready range of specific theoretical resources on which to base their work, 

and that the inpatient group acknowledged that nurses working in those settings are more likely 

than inpatient nurses to utilise specific theories. There has been some recent interest in the 

development of a theory of mental health nursing that might be applied in inpatient care 

(Barker, 1998). 1his perhaps meets the criticisms of Morse, Havens and Wt.lson (1997) that 

Altschul's studies of nurse-patient interaction have not been replicated, and Mellow's (1986, p. 

183) comment that the" ... unstructured, unpredictable flow of [inpatient nursing] has not been 

adequately emphasised in nursing research." Fagin's (1967) account of psychotherapeutic 

nursing recognises the specific issues arising in inpatient care, but there has been little specific 

development of theory that builds on Fagin's insights. 

The therapeutic relationship: contrast with medical literature 

The views of the therapeutic relationship found in this study contrast with those found in a 

sample of medical literature, and may indicate an important divergence between medicine and 

nursing in the way relationships with consumers are conceptualised. Where the nurses in this 

study regarded the therapeutic relationship as 'basic' to their practice, and present in all 

relationships with clients, a much more conditional view is apparently held by psychiatrists. For 

psychiatrists, the therapeutic relationship is defined and can be measured in terms of clients' 

responsiveness to medical treatment and compliance with prescribed regimes. 1his issue has 

also been discussed by Speedy (1999). Allan, Tamoff and Coyne (1985, p. 188) identify two 

features of the therapeutic alliance, the affective relationship between client and therapist and 

" ... the quality of work occurring in the process." These authors restrict their definition of the 

therapeutic relationship to the second of these features, defining the alliance as " ... the extent to 

which the patient actively uses the treatment process as a resource for constructive change" 

(1985, p. 188). 

1his definition was adopted by Oarkin, Hurt and Gilly (1987), who note that there has 

been a distinction made between the "human alliance" and the "working alliance" (p. 871). 

Adopting the latter concept, Oarki.n et al. studied the relationship between "alliance" and 

hospital treatment outcome. They found that positive treatment outcome was related to 

formation of alliance on admission, with negative outcomes also related to diagnosis of 

personality disorder and substance abuse. 



135 

A broader definicion is outlined by Frank and Gunerson (1990, p. 228) who define the 

therapeutic alliance as " .. . an open, trusting collaborative relationship ... ", a definicion that has 

more in common with those of the nursing theorists discussed in Part One, Cbapter Two. 

However, in measuring the relationship between therapeutic alliance and treatment outcome, a 

more restrictive model is used. This model includes collaborative participation in the treatment 

process, and other criteria usually associated with cooperation and compliance. The definition 

leaves little room for a therapeutic relationship with uncooperative, resistant clients who do not 

share the clinicians' interpretation of their behaviour and presentation. 

A similar concept VJaS used by Beauford, McNeil and Binder (1997) m investigating 

potential for violence. These authors use the terms "therapeutic alliance" and "therapeutic 

relationship" interchangeably to refer to " ... the quality of the relationship between therapist 

and patient." Beauford et al. (1997, p. 1273). Their emphasis is on "collaboration" although 

their discussion relates to something more akin to 'cooperation' than active involvement in 

negotiating treatment decisions. Another example of the construction of the therapeutic 

relationship in terms of compliance is found in the National Health Committee's depression 

guidelines: 

Developing a therapeutic relationship. The health professional should take time to 
explain the nature of the disorder, its course, the side effects of any medication and the 
need to persist with treatment. (National Health Committee 1996, original emphasis). 

In surrunary, a small sample of medical literature reveals a consistent pattern in which the 

concept of therapeutic alliance is related to specific characteristics of the client such as 

cooperativeness and willing engagement with treatment. 1his contrasts with the construction 

of the therapeutic relationship provided by srudy participants who saw the therapeutic 

relationship as an underlying commitment that VJaS not related to cooperativeness or 

willingness to engage in care. The participants in the community nurses' group specifically 

rejected my persistent suggestion that in extreme cases they might not have a therapeutic 

relationship with their patients. 
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The social construction of the therapeutic relationship 

Theoretically, Berger and Luckrnann's (1966) representation of the social construction of 

knowledge supports the accoW1t of the therapeutic relationship in this study. As was shown in 

theme two, inpatient nurses conceptualise their practice in practical rather than theoretical 

terms. The therapeutic relationship was, for the inpatient nurses, developed using a range of 

resources of which theory was only one part. This is consistent with the process of social 

construction of knowledge described by Berger and Luckmann (1966). The concept of the 

therapeutic relationship, despite being the subject of specific educational strategies, is perceived 

as derived from non-theoretical sources such as personality, experience, common sense and 

natural skills. The skills of the therapeutic relationship are learnt in a community of mental 

health nurses whose common identity provides a shared biography, creating the conditions for 

" ... reiterated objectification of shared experiences ... " (Berger & Luckmann, 1966, p. 85). The 

crucial role of the inpatient unit becomes apparent when the constraints imposed by the nature 

of consumers' problems are considered. In an inpatient context it is more difficult for a range 

of possible positions on therapeutic relationships to develop. This can be expected to result in 

the creation of a particular discourse aroW1d observation, awareness and availability, which 

creates certain possibilities of knowledge while preventing others (Burr, 1995). 

Berger and Luckmann (1966) use the term 'reification' to refer to a process whereby 

something that has been developed through human processes and dialogue comes to be 

perceived as possessing a reality originating beyond its human construction: "Reification 

implies that man is capable of forgetting his own authorship of the human world, and, further, 

that the dialectic between man, the producer, and his products is lost to consciousness" (Berger 

& Luckmann, 1966, p. 106). This research has sought to identify not an independently existing 

objectified facticity of the therapeutic relationship, but the process of its social construction. 

This process clearly has origins beyond the research process, although the research may be 

seen as contributing to the social construction of the therapeutic relationship by providing a 

forum in which taken for granted meanings can be rehearsed and affirmed. The introduction 

into mental health nursing of the concept of the therapeutic relationship has been a process 

whereby an external reality has become objectified as theory that can, through education, be 

internalised as a pre-W1derstood reality by, and realised as part of nurses' everyday 

W1derstanding of their clinical practice. 
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The therapeutic relationship has already been described, using the language of Berger and 

Luckmann (1966) as a sedimented experience in the consciousness of the participants in this 

study. The consensus surrounding the perception of the therapeutic relationship as 

fundamental is consistent with Berger and Luckmann's concept of "intersubjective 

sedimentation", which explains how a common stock of knowledge develops amongst 

individuals who share a common biography. The term 'therapeutic relationship' has become 

pan of the culture of mental health nursing and as Geertz (1973, cited in Ootty, 1998, p. 33) 

argues, "G.llture is the source rather than the result of human behaviour". Thus it could be said 

that the meanings given by participants to the concept of the therapeutic relationship arise 

from their immersion in the culture of the discipline, rather than merely through awareness of 

nursing or other theories. 

Methodology 

The philosophical framework of constructionism was useful not only in understanding the 

processes of social construction of knowledge occurring with the research, but in 

understanding the participants' views in the context of the historical development of mental 

health nursing discourse. Seen from the perspective of Berger and Luckmann's (1966) account 

of the social construction of reality, the perceptions of this group of participants can be seen in 

the light of the development of mental health nursing discourse of the therapeutic relationship 

that was outlined in the literature review. 

The concept of discourse helps to explain how the therapeutic relationship can be perceived 

as fundamental across a range of involvement. According to Burr (1995) a discourse allows 

some possibilities to occur while closing off others. The therapeutic discourse of mental health 

nursing, which appears to underpin participants' perceptions of therapeutic relationships, 

opens the possibility of beneficent involvement based on nurses' assessment of clients' needs. 

However it forecloses on the possibility that such an assessment may lead to paternalistic and 

coercive intervention that conflicts with the ideals of therapeutic relationships. 

The use of constructionist methodology, focused the study on the process of construction 

of knowledge within the groups. In many areas there was a ready consensus, especially about 

the fundamental nature of the therapeutic relationship. However in other areas, such as the use 

of theory, there were differences, although more between than within groups. At times 
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participants showed an uncertainty in their responses that indicated that the nature of the 

therapeutic relationship, apart from being 'fundamental', was not fixed or final. And yet there 

was a sense with each group that they 'knew what they meant'. The apparent disparity between 

this knowing, and the ability to articulate it in language may be understandable in teimS of 

Schon's (1992) distinction between 'knowing how' and 'knowing that': practical knowledge in 

action is not amenable to articulation in language. 

Focus groups proved to be a robust yet flexible vvay to generate data for the research. Focus 

group methodology allowed the emergence of a complex picrure of how theoretical and other 

concepts inform and influence accounts of practice The questions designed to structure the 

intervie·ws brought a necessary degree of uniformity, but the freedom within focus group 

methodology to follow leads introduced by participants in interaction, led to the generation of 

concepts that would not have arisen from a more structured approach to data collection. The 

focus group imperative of encouraging and attending to interaction allowed ideas to develop in 

the research process. The commitment to attending to processes of interaction also allowed 

both "complimentary'' and "argumentative" interactions (Kitzinger 1994) to contribute to the 

production of meanings within the groups. While consistencies in the perceptions of 

participants have been noted, the analysis has not shown a consensual set of ideas about the 

therapeutic relationship or about the influence of theory on practice. There were notable 

differences between the groups, and in some cases within groups. The assumption that this 

knowledge was not 'out there' avvaicing 'discovery' proved fruitful in providing conditions in 

which knowledge could be constructed in the interview process. 

Strengths and limitations of the study 

I rx:luctne researrh 

Previous research and writing about nurses' use of theoretical models has accorded theory a 

privileged role over intuition or common sense in informing nursing action (e.g. Altschul, 1971; 

Howard, 1983; Peplau, 1960). This study focussed on nurses' perceptions of the therapeutic 

relationship, and of the role of theory in informing their practice. Thus the interest was in how 

participants made sense of these issues, rather than in how their views did or didn't conform to 

an external model. Previous work (O'Brien, 1999) showed that nurses describe a range of 
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practices not derived from theory, but which seem to be of practical value in meeting the needs 

of consumers, and to be consistent with the ethical task of mental health nursing to promote 

good. What distinguishes the inductive research that identified these practices is that the 

categories of understanding used to describe the nurses' practices arose from the language of 

the research participants, not from a pre-existing model of what constituted mental health 

nursing practice. 'This is consistent with the work of Benner, Tanner and Cbesla (1996) whose 

studies of critical care nurses have shown the use of tacit knowledge in informing practice, and 

of McElroy (1990) with psychiatric nurses. 

Partial perspecti:r.e 

This research used qualitative methods to explore mental health nurses' perceptions of the 

therapeutic relationship. It therefore represents one part of a total picture of mental health 

nursing: the view of some of the nurses themselves. It does not consider the perceptions of 

consumers, or the effect of interventions practised by the participants. The value of the 

research in articulating mental health nurses' perceptions of their practice imposes a limitation 

that actors' perceptions, particularly of concepts rather than action, contribute only a partial 

perspective to the understanding of mental health nursing practice. The study findings must be 

read alongside other literature that documents nurses' patterns of interaction and consumers' 

experiences and responses. 

N urrher if participants and groups 

The relatively small number of participants (nine) limits the generalisability of the study, 

although statistical generalisability is not an aim of qualitative research. It may be considered 

that a greater number of participants and groups would have increased the richness of data and 

hence of the descriptive account developed. In a thesis project such as this there are practical 

limitations that impose methodological limitations, and the numbers of participants and groups 

were considered adequate for the overall study purpose, and consistent with the literature on 

focus group research. There were certainly questions that arose from the analysis that would 

benefit from further research, but it was not possible to pursue them within the constraints of 

the current study. The use of groups from three different practice areas proved to be valuable, 

as it was evident that the discursive practices and views held of mental health nursing were in 

important ways shaped by practice context. 'This was apparent both in the content of 

discussions within each group, and in the views each expressed of other practice contexts. The 
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latter issue v;as not a research question, and although it v;as intended to compare perceptions 

of the different groups of nurses, eliciting their views of each other's practice context v;as not 

intended. 

Foots 

The study v;as structured by questions seeking to explore perceptions of the therapeutic 

relationship and so v;as limited to nurses' perceptions of that concept. Other aspects of mental 

health nursing practice were necessarily excluded by such a specific focus. However, 

highlighting one central aspect of mental health nursing has allowed that aspect to be examined 

in some depth, lending significance to the study. There v;as no attempt to explore 

untherapeutic relationships. 

Mental health mming literature 

One of the major limitations is that the findings of the study have had to be interpreted in 

reference to literarure from different practice contexts than that in which the research took 

place. Most of the literature used to discuss these findings is British. Although there are 

historical and contemporary similarities in British and New Zealand mental health services, 

there are also significant differences of culture and history, necessitating caution in considering 

the points raised in this discussion. 

Oaracteristits if participants 

For this study a purpsive sample of experienced nurses v;as sought. The average length of 

experience v;as 14.2 ~ars, and most participants, (six out of nine), received their undergraduate 

education in apprentice-style hospital programmes. The selective nature of the sample limits 

the transferability of the findings to more recent graduates. Some similarities in educational 

preparation were noted with the three participants who had been educated in generic diploma 

programmes. The influence of current entry to mental health nursing practice programmes on 

recent graduates' perceptions of their relationships with conswners is as ~t unknown. 



141 

Part Four, Chapter Two 

Conclusions 

Introd uction 

This thesis began with a discussion of a concept central to the practice of mental health 

nursing, and which has played a prominent role in the conceptualisation of the discipline in the 

past SO years. The findings would appear to have confinned the fundamental place of the 

therapeutic relationship in mental health nursing. The therapeutic relationship was described by 

participants as fundamental to their practice, independent of theory, and to form the basis of 

their involvement in relationships ranging from facilitative interpersonal care to coercive 

interventions. However Olson's (1996) concerns about the adequacy of the therapeutic 

relationship for the future of mental health nursing is still relevant, and there is a need to 

consider the adequacy of the therapeutic relationship for professional continuity. Changes in 

the context of mental health care were outlined in the literature review, where it was suggested 

that despite changes, the therapeutic relationship may be the core concept by which mental 

health nurses define their involvement with consumers. The study would appear to have 

confmned this view. With some qualifications, nurses practising in different contexts, using 

theoretical resources other than the therapeutic relationship, remain committed to the 

therapeutic relationship as fundamental. 

One of mental health nursing's foremost authors Stuart (1999) has suggested that while the 

historical contribution of the concept of the nurse-patient relationship, particularly that of 

Peplau, must be acknowledged, that other domains of practice such as direct care, management 

and communication must be acknowledged. The current research has focused specifically on 

the domain of the relationship and so it is not surprising that the concerns noted by Stuart did 

not emerge in the research findings. However Stuart's concerns help to provide a broader 

professional context within which the findings can be understood. The mental health context 

has developed considerably in scope and complexity since the original formulation of mental 

health nursing as a therapeutic relationship. The development, by the community nurses and 

nurse-therapists, of theoretical approaches other than the therapeutic relationship, recognises 

this complexity. This chapter will consider critiques of the concept of the therapeutic 
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relationship in light of the research findings, and will outline recommendations arising from the 

research for education, research and practice. 

Recommendations for education 

The therapeutic relationship and the interpersonal nursing theory from which it is derived, 

have enabled mental health nurses to conceptualise their involvement with consumers as 

therapeutic, rather than custodial, and the interpersonal therapeutic role has generalised to the 

wider profession of nursing. The perception of participants that the therapeutic relationship is 

foundational to their practice is consistent with the direction shown by the Nursing Council of 

New Zealand in including the therapeutic relationship in mental health competencies in the 

undergraduate curriculum (Nursing Council of New Zealand, 1998). It suggests that the 

concept of the therapeutic relationship, rather than some more general construct, should form 

the basis of foundation studies of the nurse patient relationship in undergraduate programmes. 

It would also seem prudent that this teaching is undertaken by nurses who have specialised in 

mental health so that the boundaries between mental health and illness can be clearly outlined, 

and the generic nature of the skills of the therapeutic relationship can be contrasted with the 

more specialist intervention skills used in the different sub-specialties of mental health. 

The Nursing Council of New Zealand is to conduct a review of undergraduate education in 

New Zealand this year (Nursing Council of New Zealand, 1999), having already been moved 

by criticisms of undergraduate programmes to establish specific competencies for the mental 

health component of undergraduate education (Nursing Council of New Zealand, 1998). It 

seems timely therefore to reflect on the significance for the participants of their introduction to 

therapeutic relationships in their undergraduate education, both comprehensive and specialist. I 

am aware from personal experience and anecdotally from others, that some undergraduate 

programmes have introduced into their foundation year, generic 'communication skills' 

modules taught by business and other non-clinical communications 'experts", none of whom 

have nursing or other clinical experience. This research has shown that a sound introduction to 

interpersonal relationships as therapeutic helping relationships stays with nurses as a fonnative 

experience. It seems implausible that the sort of relationship skills taught by business or general 

communications teachers could fulfill this function. This has particular implications for mental 

health in tenns of the likelihood that undergraduate students would gain an appreciation of the 
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skills and traditions available to them in therapeutic relationships, and in tetmS of the quality of 

preparation offered by undergraduate programmes in this area. 

The concept of the scope of the therapeutic relationship described in the third theme has 

implications for undergraduate and entry to mental health nursing practice prograrrunes. If 

students are to be equipped with a concept of the therapeutic relationship that will enable them 

to function within the broad scope of clinical realities that constitute mental health nursing, 

they will need a concept that is broad enough to guide them in providing both supportive care 

and restrictive care, and negotiating the borderland between those two aspects of care. There is 

some evidence that a sense of procedural justice influences the experience of coercion 

(McKenna, 1998), suggesting that there are possibilities for development of what might be 

considered therapeutic practices, even in coercive circumstances. However for these to be 

integrated into nurses' working concept of therapeutic relationships, there needs to be explicit 

recognition of the scope of the therapeutic relationship in mental health nursing and the 

particular demands that creates for the development of practicable nursing theory. In teaching 

nndergraduate students about the therapeutic relationship it would seem wise to ground that 

teaching in the clinical practice of mental health nursing, so that students are able to explore 

how concepts of the therapeutic relationship can be applied in a variety of clinical situations. 

Recommendations for research 

While this study contributes to an understanding of mental health nurses' perceptions of 

their relationships with consumers, there is little published New Zealand research on 

consumers' experiences of mental health nursing care. Small scale descriptive srud.ies could 

contribute to nnderstanding of how consumers experience what nurses regard as constiruting a 

therapeutic relationship. In particular, the area of consumers' experience of coercion seems 

worthy of attention, in light of participants' views that this is an area of care routinely taken up 

by nurses. Some work has already been undertaken in this area (McKenna, 1998). 

It was noted that the inpatient nurses showed the least commitment to integrating other 

theory into their use of therapeutic relationships, and gave the most atheoretical account of the 

therapeutic relationship. It is notable that movement into 'specialist' areas of mental health 

nursing practice calls for the development of different models of care, and yet there is no 

specific theory available to explain the process and phenomena of inpatient care. Mellow 
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(1986) commented on this neglect, and yet little has changed to provide inpatient nurses with 

theoretical resources with which to conceptualise their practice (Barker, 1998). A constant 

focus on 'interaction' as a basis of analysis of inpatient work has done little apart from 

reinforce what is generally known: that inpatient nurses do not practice in accordance with 

'interaction' theories. Morse, I-favens and Wilson (1997) commented that Tudor's 1952 study 

of mutual withdrawal had not been funher explored, and Mellow (1986) has commented on 

the lack of specific research into the unique phenomena of inpatient nursing care. A 

recommendation from the studyof Oearyet al. (1999) which has relevance given the findings 

of the present study was to "Consider developing a model of nursing care which incorporates 

aspects of primary nursing, but is more responsive to the unexpected nature of care delivery in 

the current acute care setting" (p. 114-5). 

The issue of a lack of mental health nursing research in New Zealand poses difficulties for 

any research that is undertaken. There is not a substantial body of local literature within which 

new research findings may be located and this has been identified as a limitation of the current 

study. It is not a reason to avoid undertaking research. Rather, it is a reason urgently to advance 

a research agenda for mental health nursing in New Zealand. 

Issues in nursing research have been debated in terms of a quantitative versus qualitative 

dichotomy. Constructionism offers a research paradigm that gets beyond such a simplistic 

distinction and focuses attention on the underlying theoretical and philosophical assumptions 

of the research, without assuming that these questions are answered entirely by methods. So far 

very little research has been conducted within a constructionist paradigm, although using Burr's 

criteria (page 48) much nursing research has commitments that are consistent with 

constructionism The posicion offered by Appleton and King (1997) on constuccivism is 

problematic as it appears to hold an essentialist view of knowledge, which is inconsistent with a 

constructionist research paradigm The socially constructed nature of the therapeutic 

relationship that was described in this study suggests that constructionist research may have 

much to offer mental health nursing. 

Reconunendations for practice 

The therapeutic relationship offers mental health nurses a means of conceptualising their 

practice in terms of an ethical principle of beneficence. Given the reality of the coercive 
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practices identified by participants in this study, and the support for this perception in the 

mental health nursing literature, it seems important that nurses in clinical practice are able to 

maintain a focus on how practice is beneficial to consumers. Speedy (1999) has suggested that 

the therapeutic relationship needs modification to incorporate the concept of alliance, to 

recognise the need to focus on the consumer's experience of care. In their perception that the 

therapeutic relationship is not dependent on theory, and has more to do with human 

interaction, participants recognised that the therapeutic relationship offers a human 

relationship as a therapeutic intervention, and that that relationship meets an ethical obligation 

to promote good, rather than simply bring about change. It seems important that mental health 

nursing practice is informed by ethical commitments such as those embodied in the therapeutic 

relationship. The skills needed to maintain ethically sound practice are less easily identified than 

the skills of specific interventions but are equally in need of careful development. The research 

provided participants with a limited opportunity to engage in reflective consideration of the 

quality of their relationships with consumers. Opportunities to engage in this sort of reflection 

on practice are limited, but valuable. Provision of clinical supervision may help to develop the 

qualities of relationships between nurses and consumers that might truly be called 'therapeutic'. 

My experience in conducting the research was that inpatient nurses had the most difficulty 

in withdrawing from the workplace to give time to the research. In their finding that 

"something always comes up" (Oearyet al., 1999), and in Gijbel's (1995) finding that inpatient 

nurses were distracted from interactions with consumers by the need to "keep an eye out" in 

order to maintain a safe environment, there is further evidence that relationships are 

constrained by the structural dictates of the workplace (Porter, 1993). Managers and nurse

leaders in inpatient care need to work with practitioners to find ways of ensuring that nurses' 

attempts to develop therapeutic relationships are not submerged by the unpredictable pattern 

of events in inpatient care. 

There has been recent debate about the adequacy of Peplau's theory for current mental 

health care Ganes, 1996). According to Jones, current interdisciplinary models of care mean 

that theories focusing on the skills of a single group of professionals are of limited value. In a 

similar vein, Hawthorne and McKenzie (1995) have criticised the adequacy of nursing theory 

for nurses working with delusional consumers. However it may be mistaken to assume that a 

very broad theory such as Peplau's should be expected to inform both the specific practices of 



146 

mental health nurses and their orientation to their relationships with consumers. Wtlshaw 

(1997) has commented on mental health nurses' apparent preference for an integrated 

therapeutic approach, a comment that finds resonance with the perceptions of participants in 

this study that adherence to a single therapeutic modality has the potential to limit their 

contribution to the care of consumers. It may be that interpersonal nursing theory, with its 

commitment to developing therapeutic relationships, has an important place within an overall 

integrated therapeutic approach. In this role nursing theory may continue to influence 

practitioners' perceptions of their relationships with consumers, while allowing the 

appropriation of additional theoretical resources. 
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Epilogue 

I began this thesis with a passage from Eliot's Little Gidding. I chose the passage because it 

alludes in a clear and immediate way to a sense of discovery and renewal. Eliot discovered faith 

and experienced a renewed sense of the pwpose of life, neither anificially imposed nor 

fancifully imagined. We shall not cease from exploration. In seeking to respond to some of the 

pressing problems faced in describing 'mental health nursing', I am aware that it is easy to 

imagine an idealised past to which we should return or an ideal future to which we should 

aspire. Our efforts at research attempt to establish something achievable in between. In an 

address discussing the culture of mental health nursing, Webster (1996) spoke of the need for 

nurses to have the courage to acknowledge what they do not and cannot know. This reminds 

me of a nurse who, as a student, told of sitting in a seclusion room with a consumer and, 

although she did not understand what the consumer was experiencing, sensed that her 

presence was helpful. The nurse called this 'the not knowing', contrasting it with verbal 

conununication in which the consumer's and nurse's thoughts are surfaced for discussion. We 

do not, and cannot, know all we would like. Like Eliot we might despair at our ignorance, and 

seek to understand through exploration. It seems to be some small ma.rk of progress to 

recognise what it is we know and v.-nat still awaits exploration. It also seems that a measure of 

humility is necessary to acknowledge that we cannot know all we would like to. At the end of 

my exploring I have arrived at where I started enriched by the process of talking to nurses 

about their practice, by reading the literature resulting from others' explorations and with a 

renewed sense of what mental health nursing is. 
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Appendix A 

Information for Research Participants 

Massey University letterhead 

The therapeutic relationship: perceptions of mental health nurses 

INFORMATION FOR RESEARCH PARTICIPANTS 

My name is Tony O'Brien. I am a nurse and I am currently studying for my MPhil thesis 
at Massey University. 

I am seeking 15 participants for my thesis project which will explore mental health 
nurses perceptions of the therapeutic relationship. This research will build on an earlier 
study of mental health nurses' perceptions of their practice in which the therapeutic 
relationship was found to be a central theme. 

The requirements for participation are that 

1. you are a registered psychiatric or comprehensive nurse 
2. you are currently employed in inpatient care or community care or as a 

nurse-therapist in any mental health setting. {In this study a nurse-therapist is 
any nurse whose practice involves use of a specific therapeutic modality to 
provide nursing care. A nurse who uses (for example) cognitive therapy, 
individual psychotherapy or family therapy to assist clients with anxiety, 
depression or other mental health problems will be considered a nurse
therapist, while a nurse who integrates cognitive therapy or psychotherapy 
skills into a generic nursing role would not be considered a nurse therapist). 

3. Participants will need to have a minimum of three years experience in their 
current area of practice to meet the criteria of experience 

The research project has received ethical approval from the Auckland Ethics Committee 
and the Massey University Human Ethics Committee. 

Involvement in the study will involve a commitment to two focus group interviews of an 
hour to an hour and a half each. 

The interviews will be audiotaped and transcribed for anlaysis. 

The interviews will be conducted in a mutually agreed venue. I anticipate that for most 
participants this will be a private area at their place of work. I anticipate that interviews 
will take place between February and May 1999. 

Confidentiality will be maintained by ensuring that your name is not used in 
transcriptions or written documents other than a Consent Form. Interview transcripts, 
disks, tapes and Consent Forms will be kept in a secure place when not in use. 

I would like to retain the transcripts for possible secondary analysis. Secondary analysis 
is a further research study which would require your consent, and would require ethical 
approval from the appropriate Ethics Committees. 
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Audiotapes and disk files will be erased on completion of the study. 

The final research report will be submitted to fulfill the thesis criteria for an MPhil degree, 
and may be used in publications conferences or seminars. Individual participants will not 
be identifiable in any reports or presentations. 

The research is being supervised by Christine Palmer. She is available to answer 
questions about the study at any time during the conduct of the study. Her contact 
number is 443 9376 (Massey University, Albany). 

Participation in this study is entirely voluntary. If you do agree to take part you may 
withdraw at any time without disadvantage. 

If you have any concerns about your rights as a participant in this study you may contact 
the Health Advocates Trust, telephone 623 5799. 

Please do not hesitate to contact me if you have any questions about this research. 

If you are interested in participating you can contact me on 3737599 ext 5693 (work) or 
8179541 (home). 



Appendix B 

Consent Form for Research Participants 

Massey University letterhead 

CONSENT FORM FOR RESEARCH PARTICIPANTS 

Title of project: The therapeutic relationship: perceptions of mental health nurses 

Principal investigator: Anthony O'Brien RGN, RPN, BA. 

Name of participant: 

I have heard and understood an explanation of the research study that I have been 
invited to take part in. 

I have been given, and have read a written explanation of what is asked of me, and I 
have had an opportunity to ask questions and to have them answered. I am satisfied 
with the answers I have been given. 

I understand that my interview will be audio-taped. 

I understand that everything I say will be confidential and that my anonymity will be 
preserved. 
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I understand that audiotapes will be transcribed (typed) for analysis, and that transcripts 
may be retained for possible secondary analysis. 

I understand that my participation in this study is voluntary and that I may withdraw from 
the study at any time, and if I do, I will not be affected in any way. 

I understand that my consent to take part does not alter any of my legal rights. 

I consent to be a participant in this research. YES/NO 

I consent to my interview being audio-taped YES/NO 

I would like the researcher to discuss the final outcomes of the study with me. YES/NO 

Signed ................. ................ ..... (Participant) Date ......... .......... ... . 

Signature of witness .................................... Name of witness ........................ . 

The name of the researcher, and the person who has explained the project is: Tony 
O'Brien (09) 817 8541 
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Appendix C 

Transcriber's acknowledgement of confidentiality 

I have read the Information Sheet and Consent Form for the study "The 
therapeutic relationship. Perceptions of mental health nurses" conducted by 
Tony O'Brien, M Phil student, Massey University. 

I agree to keep confidential any information revealed in the process of 
transcription. 

Name - -------

Signed. ______ _ 

Date ---------------



Appendix D 

Notice announcing research and seeking participants 

My name is Tony O'Brien. I am a nurse who is conducting a research project for a 
master's degree at Massey University. 

I am looking for volunteers to participate in my research project. 

The title of the project is: The therapeutic relationship. Perceptions of mental health 
nurses. 
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The participation would involve being interviewed by me for approximately one hour on 
two occasions. 

The requirements for participation are that 

1. you are a registered psychiatric or comprehensive nurse 
2. you are currently employed in inpatient care or community care or as a 

nurse-therapist in any mental health setting. {In this study a nurse-therapist is 
any nurse whose practice involves use of a specific therapeutic modality to 
provide nursing care. A nurse who uses (for example) cognitive therapy, 
individual psychotherapy or family therapy to assist clients with anxiety, 
depression or other mental health problems will be considered a nurse
therapist, while a nurse who integrates cognitive therapy or psychotherapy 
skills into a generic nursing role would not be considered a nurse therapist). 

3. Participants will need to have a minimum of three years experience in their 
current area of practice to meet the criteria of experience 

The research project has approval from the Auckland Ethics Committee and the Massey 
University Human Ethics Committee. 

Supervision is provided by staff of the Department of Nursing and Midwifery, Massey 
University. 

If you are interested in participating in this project, please contact me for more 
information at 3737599 (extension 5693) during office hours, or 817 8541 after 5pm and 
weekends. 



Appendix E 

Data Collection Form 

Massey University letterhead 

Research project: The therapeutic relationship: perceptions of mental health nurses 

Principal investigator: Anthony O'Brien RGN, RPN, BA. 

DATA COLLECTI ON FORM 

Please provide the following information: 

Gender: Male I Female 

Categories of nursing registration: RPN RGN RGON 

Other (please specify). 

Current area of clinical practice: Inpatient care Community care 

Other (Please specify) 

Years of full time equivalent experience in your current area: 

Do you practice as a nurse-therapist within the definition given in the Information for 
Research Participants sheet? 
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Appendix F 

Example from transcribed interview, showing column notes made in the process of analysis 

analysis codes constructionist lens 
A doing things to adds to B's views but it can also be seen, especially us as nurses, like you're(?) there to do 

people those sort of things to them 
B yeah 
A similarity to NT & TN doing things to A builds on account the sort ofthing that you have to impose on them, like giving medication 

groups concept of people that they begun by B, giving education and I think for us what is quite significant in terms of our 
'intense' & difficult might not want, but expanding and job ... here forB and I is that big part of it is about getting people on board 
situations 'getting them on elaborating on B 's and really getting them, explaining to people about their symptoms, like a 

board' account. big focus on education and providing info1mation about diagnosis and we 
were having a discussion 

B agreement from B Hmm 
A listening, attending to earlier on about somebody that B had met who ... urn we were talking about 

the cl story these very distressing symptoms you know like all sort about his psychotic 
ideas he had had before and like how he was feeling quite restless, but 

dealing with a nobody would listen to him, instead what they did they increased his 
difficult situation medication, whereas he was so appreciative of the fact that we said well 

this could be akathisia, you know 
B agreement from B hmm 
A compare w above not just about visible and urn ... and he suddenly though 'yes, but why didn't anybody tell me 

'doing to' ... emphasis tasks; includes about it?' you know, urn ... it is about that so for us its not just being 
on doing to' as an 'invisible' tasks perceived that we are going and doing these 
appearance 

B agreement from B hmm 
A there's this other part things to the [good] dressed up even though we're doing those things ... to 

of us that's a there for them ... we're doing it as part of a package, we're not just going to(?) 
them as well. .. there's this other part of us that's a there for them as well ... 

....... 
-..J 
c:.v 
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Appendix G 

Explanation of abbreviations used in transcripts and in reporting results 

(inaudible) 

/ .. ./ 

(?) 

hmmm 

Italics 

CN3112 

fN 

NT 

s 
B 
M 
E 
N 
A 
K 
L 
D 

R 

text summarises actual text or inserts terms needed to make a quote 
conmprehensible 

a section of the audiotape could not be transcribed 

a section of text has been omitted 

a pause in the dialogue 

he word/s immediately following were not completely clear on the tape, 
but probably were as shown 

a nonverbal utterance, can be given a variety of interpretations, from 
assent to "keep talking" or "I'm listening" 

words spoken with particular emphasis 

Group, interview number and transcript page from which material is 
taken. In this example: Community Nurses' group 3, transcript page 12. 

Inpatient nurses' group 

Nurse-therapists' group 

Research participants 

Researcher 
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Appendix H 

Section of transcript from interview with conununity nurses 

R: ... so how does, how does the recovery model fit with developing a therapeutic 

relationship? 

N: For me I think its about is there .. .I think its about (?) working that long term what's 

happening for a person, the patterns in their life that they might be (inaudible) what's 

going on ... a picture of things rather than just. .. 

R: Right, right. 

/ .. ./ 

A: Yeah, yeah and the recovery model is very much about fostering hope and urn 

basically E said already, fostering hope and working very much in partnership with the 

person ... collaborative ... 

R: So is hope, is that like a concept that 's different. .. in the recovery model, is there 

something ... that is not quite as much there in what you would normally understand as a 

therapeutic relationship? 

(long pause) 

E: Its not that there isn' t hope in the personal therapeutic relationship but I think its very 

much something that's a focus in the recovery process. 

R: Right. 

E: Its more promoted ... positive ... 

(pause) 

R: Its quite a specific ... thing isn't it? 

E: hmmm 

R: In the recovery model. 

A: I guess with the sort of therapeutic ah ... sort of relationship, there's quite a bit of 

yourself that you have to give I guess to, urn ... whereas the ... recovery model is really 

getting the person to look at. .. their selves more rather than ah, you know .. .I think I know 

what I'm trying to say 

R: the recovery model gives you new ways of thinking ... 

A: yeah. 

R: about things. 

A: yeah, yeah. 

R: So there are things about hope, and things about. .. collaboration ... 



A:hmmm. 

R: and ... trying to get the person to ... find their own resources? 

A:hmmm. 
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R: I guess what I'm trying to understand ... thinking about the therapeutic relationship is 

it ... is it a sort of urn, a new way "all new improved" way of developing a therapeutic 

relationship? Does it seem like that? 

(inaudible) 

R: Well, last time, last week one of the things that, that urn, was discussed was the 

therapeutic relationship as this, basic, fundamental thing ... 

N:hmmm. 

R: and I wondered whether that changes with using the recovery model. 

(A shakes head) 

N: You don't think so A? .. .I disagree, I think it does. 

A: I don ' t think it changes no matter what model you ' re using, you can use any model 

you like or no models at all, or not be aware of the models that you ' re using at different 

times, that you still have that therapeutic relationship, I don ' t think its based in a model. 

E: hmmm. 

N: I think its separate. 

R: Is that how other people would see it, not based in a model? 

A: I... (inaudible) in terms of I guess it doesn't really matter which model you use we 

still, from a nursing perspective I mean your relationship will be, is very much like an 

interactive process that's going on all the time, you lmow, and hopefully out of that, will 

achieve their goal, you helping and the ... urn facilitating them 1 guess, achieving that 

goal. So ... because I don ' t go out ah, everyday and say 'well, today I'm actually, I'm 

using this model or now with this situation I'm using that model, ah it, its an interactive 

thing I think. 


