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Purpose and Aim
This unit aims to develop the learner's knowledge on how to use a range of skills and techniques to achieve successful therapeutic interventions.

	Learning Outcomes:
	Assessment Criteria: 

	1. Understand the complexity of therapeutic relationships.
	1.1 Explain the components of a therapeutic relationship.

	1. Understand how communication supports therapeutic relationships.
		2.1
	Analyse a range of communication styles/techniques used to increase rapport and engagement with individuals undergoing therapeutic interventions.

	2.2
	Explain how the communication styles/techniques analysed in 2.1 impact on therapeutic relationships.

	2.3
	Explain how to select the most effective communication method/s for a therapeutic intervention.




	5. Understand how inter and intrapersonal skills can affect therapeutic interventions.
		5.1
	Critically evaluate how inter and intrapersonal skills have enhanced or detracted from achieving an effective therapeutic intervention.




	6. Understand the impact of therapeutic relationships on own health and wellbeing.
		6.1
	Explain the potential risks to the health and wellbeing of therapists when forming therapeutic relationships.

	6.2
	Evaluate a range of strategies to support own health and wellbeing when engaging in therapeutic relationships.







The workbook must include citations within every task within the main body content of the work (a minimum of 8 credible sources throughout the workbook); there is a section at the end of the workbook to compile a corresponding reference list.
Appendices can include any evidence to support content for each task and are not compulsory.
The bracketed numbers at the end of each question highlight the criteria that will be met upon successful completion. 

Case Study
Pen picture  
Using the template below create a detailed pen picture of a case example of someone that you would typically work with, within your clinical setting. 
	[image: Hip spica removal with movement disorder - Resource Library - Sheffield  Children's NHS Foundation Trust]

Name:  Emily
Date of birth:  21/01/2022
Biological details: 
Emily is a 4‑year‑old female who recently underwent removal of metalwork from her right hip. She was previously independently mobile, with no past medical history, no regular medications, and no known allergies. Post‑operatively, she presented with stable observations, had eaten and drunk normally, and was alert and comfortable at rest.
Weight: 18kg
Height:103cm
Born full term and natural delivery
Psychological details: 
Emily showed signs of post‑operative distress, anxiety, and tearfulness, particularly when first attempting mobility. 
Her behaviour suggested that she required additional reassurance, time, and parental presence to feel safe and willing to participate in physiotherapy tasks. 
Once settled and supported by her parents, she demonstrated improved confidence and engagement, consistent with typical emotional responses in young children following surgery.
Social details: 
Emily lives with both parents, who are attentive, supportive, and actively involved in her care. She attends nursery and is due to start reception in September. 
Both parents were present throughout physiotherapy sessions, provided verbal consent for treatment, and confidently assisted with her toileting and mobility decisions. 
They expressed a preference to support Emily physically at home (e.g., carrying her on stairs), showing strong engagement in her recovery and an understanding of her needs following surgery.



Task One: Understand the complexity of therapeutic relationships (minimum of one citation within this task). 
	Explain the various components of a therapeutic relationship (1.1). 

	A therapeutic relationship is a professional, collaborative partnership between a healthcare provider and a patient, built to support healing and promote positive clinical outcomes. It relies on core relational principles including empathy, unconditional positive regard, genuineness, trust, respect, clear communication, and the maintenance of professional boundaries. Together, these elements create a safe, supportive environment where patients feel understood and empowered to engage fully in their care (Gandy, 2014).
A central component of the therapeutic relationship is mutual trust, which allows the patient to feel safe, listened to, and confident in the clinician’s competence. This trust is strengthened through consistent, respectful, and non‑judgmental communication, which enables honest dialogue and encourages the patient to share concerns openly. The relationship also involves shared goal setting, ensuring that treatment is collaborative and centred around the patient’s needs and values (Opnad & Torrico, 2024).
Research demonstrates that the therapeutic relationship is grounded in empathy, respect, and clear, effective communication—all of which contribute to patient engagement and improved outcomes. Strong therapeutic relationships have been shown to enhance patient, adherence to treatment, emotional wellbeing, and overall health outcomes (Kornhaber et al., 2016). These components help establish a safe emotional and interpersonal space, allowing patients to feel validated and supported throughout the therapeutic process.
The effectiveness of a therapeutic relationship is also shaped by the clinician’s personal and professional qualities, including genuineness, patience, technical competence, and a consistently non‑judgmental attitude. These attributes allow practitioners to respond sensitively to patient needs and foster a positive relational climate that promotes healing and trust (Laranjeira, 2021).
Overall, the therapeutic relationship is a purposeful, evidence‑based partnership that sits at the heart of effective healthcare practice. It not only facilitates clinical assessment and intervention but also enhances patient wellbeing by providing stability, collaboration, and emotional support. As research highlights, strong therapeutic alliances act as a protective buffer against fragmented or impersonal care and are central to achieving meaningful therapeutic change (Iversen et al, 2025).



	1.2 Using the pen picture case study you have created above, explain what factors you would consider when selecting the most effective communication methods for a therapeutic intervention for this patient (2.3).

	There are several factors to consider when selecting the most effective communication methods to help build a therapeutic intervention for Emily. At four years old, Emily is still developing her language and cognitive skills, meaning communication must be simple, concrete, and supported with visual aids, gestures, modelling, and play‑based approaches. Children at this stage understand best through imitation and short, clear instructions, so using child‑friendly language and demonstrations is essential (ASHA, 2026). This aligns with evidence showing that effective therapeutic communication must be responsive to the patient’s developmental and individual needs (Kornhaber et al, 2016). 
Emily’s emotional presentation during the initial mobilisation attempt is also a key factor. She became very upset and tearful, indicating anxiety, fear, or pain anticipation, which can significantly reduce a young child’s ability to process verbal instructions. For this reason, communication must be calm, reassuring, and paced to match her emotional readiness. Using validation, praise, and a soothing tone helps rebuild trust and supports engagement. Research highlights that empathy, non‑judgment, and emotional attunement are essential qualities that strengthen therapeutic relationships and support patient participation, especially when distress is present (Laranjeira, 2021). 
Her postoperative condition following the removal of metalwork from her right hip also influences how communication should be delivered. She may be fearful of discomfort or reinjury, so explanations must be simple, honest, and sensitive to pain. Using visual pain scales or offering choices (e.g., “Do you want to try standing now or after a rest?”) supports her autonomy and reduces anxiety. This is supported by Laranjeira (2021) who believes health professionals must draw on their professional qualities such as patience, clarity, and competent delivery to ensure communication promotes both safety and confidence (Laranjeira, 2021).  
Parental involvement is another important consideration. Emily’s parents remained present throughout and played a significant role in regulating her emotions and decision‑making. Mum’s opinion that Emily “needed more time” reflects valuable insight that should be integrated into communication planning. Using a family‑centred approach by explaining the plan to both Emily and her parents, involving them in encouragement, and respecting their observations which strengthens engagement. This is reinforced by Iversen et al, 2025) who believes strong therapeutic relationships rely on collaborative communication and advocacy, with clinicians supporting both the child and their family.
Finally, environmental factors influence communication choices. Hospitals can feel unfamiliar and overwhelming to a young child, so communication should be delivered at eye level, with minimal distractions, and in a warm, supportive tone. Creating a predictable, safe environment strengthens trust and promotes better engagement in therapy. Evidence shows that supportive relational environments are essential for effective therapeutic communication and improved clinical outcomes (Kornhaber et al, 2016).



Task Two: Understand how communication supports therapeutic relationships (minimum of one citation within this task).

	2.1 Analyse two communication styles or techniques you would use to increase rapport and engagement when undertaking therapeutic interventions with the patient above (2.1).


	One effective communication technique to increase rapport and engagement with Emily is play‑based communication. As previously discussed Emily is still developing her language, cognitive processing, and emotional regulation skills, meaning she understands best through concrete experiences, imitation, and visually supported interaction.  Research on communication milestones shows that children aged four rely heavily on modelling, simple language, and play to interpret instructions and engage meaningfully in tasks (ASHA, 2026). Using play during physiotherapy such as turning mobility tasks into games or adopting imaginative scenarios can reduce Emily’s anxiety and transform a potentially frightening activity into something familiar and enjoyable. This approach helps build rapport by creating a safe and supportive interaction style that matches her developmental level. Play also allows her to feel more in control, which is essential given her distress during the initial mobilisation attempt. Evidence highlights that therapeutic communication should be matched to the individual’s developmental and emotional needs to strengthen engagement and trust within the therapeutic relationship (Kornhaber et al., 2016).  
A second technique suited to increasing rapport and engagement is motivational interviewing (MI) informed communication, adapted for young children and their families. Although MI is traditionally used with adults, its core principles such as empathy, collaboration, guided choice, and supporting autonomy can be meaningfully applied when working with paediatric patients and caregivers. MI promotes a non‑directive, compassionate communication style that focuses on reducing resistance, validating concerns, and empowering individuals to participate in their own care. Research shows that MI strengthens the therapeutic alliance and enhances engagement by fostering empathy and supporting shared decision‑making between clinician and client (Plattner & Anderson, 2024).  In Emily’s case, MI‑informed strategies could include offering age‑appropriate choices, acknowledging her fears (“It’s okay to feel worried”), and reinforcing her strengths (“You stood up really bravely”). These techniques help to rebuild trust after her experience of distress and support her participation in mobilisation. Additionally, MI is valuable when communicating with Emily’s parents, whose insights and attitudes strongly influence her behaviour. Evidence shows that clinicians using MI principles foster stronger collaboration with caregivers and improve engagement in rehabilitation settings by respecting autonomy and promoting shared goals (Schechter et al., 2024). 
To conclude, both play‑based communication and MI‑informed communication complement each other by addressing Emily’s developmental needs, emotional state, and the central role of her parents. Together, they help create a therapeutic environment where Emily feels safe, understood, and motivated to participate in her rehabilitation.



	2.2 Evaluate how the communication styles or techniques analysed in 2.1 could impact on the therapeutic relationship with your case study. Consider potential benefits and contraindication of both (2.2). 

	Using play‑based communication with Emily has the potential to significantly strengthen the therapeutic relationship because it aligns with her developmental level and supports emotional safety. Play is a natural mode of expression for four‑year‑olds, enabling them to communicate, explore unfamiliar situations, and regulate emotions more effectively (ASHA, 2026). Research also shows that play promotes trust, reduces stress, and supports the formation of positive relationships in paediatric settings, helping clinicians connect more sensitively and responsively with young children (Yogman et al., 2018; reaffirmed 2025). In Emily’s case where she initially became distressed during mobilisation play‑based techniques can make therapy feel safe and predictable, enhancing rapport and allowing her to re-engage at her own pace. Additionally, studies demonstrate that appropriately tailored, child‑centred communication increases children’s willingness to participate and strengthens their sense of being understood (Jenkins et al., 2024). 
Nevertheless, research by Gjaerde et al, (2021) and Yogaman et al, (2018) suggests if the play is overstimulating or mismatched to Emily’s emotional state, it could increase her anxiety, distress, distract from therapeutic goals, or be perceived as optional rather than purposeful, potentially compromising safety during mobilisation. This is supported by Jenkins et al (2024) who indicates that communication strategies which do not match a child’s readiness can unintentionally inhibit participation and create confusion, weakening the therapeutic alliance (Jenkins et al., 2024). Therefore, while play can greatly enhance rapport, it must be carefully paced and adapted to Emily’s moment‑to‑moment needs. 
Motivational interviewing (MI) informed communication can further strengthen the therapeutic relationship by promoting empathy, collaboration, and shared decision‑making. MI reduces resistance and enhances engagement by validating the individual’s feelings, supporting autonomy, and fostering a non‑judgemental environment (Plattner & Anderson, 2024). For Emily, MI‑informed strategies such as offering choices, acknowledging her fears, and celebrating small successes may help her feel heard and supported, particularly after experiencing fear during the initial mobilisation attempt. MI is also effective in strengthening the practitioner‑parent relationship, which is essential since her parents act as emotional co‑regulators. Furthermore, evidence shows that MI improves behaviour change, emotional outcomes, and family engagement in paediatric care, making it a valuable approach when working with children who may feel anxious or resistant (Herbst et al., 2024).  
Nevertheless, MI relies on reflective thinking and verbal reasoning, its direct use with young children like Emily is limited; it is more effective when targeted at parents. If her parents are anxious or conflicted—for example, believing she “needs more time”—MI might inadvertently strengthen their hesitation unless the clinician skilfully directs the conversation toward shared goals. However, Vidyasagar et al (2026) reinforces that MI is a patient‑ and family‑centred communication approach that improves interactions between healthcare professionals, children, and their caregivers. It highlights that MI is especially effective when clinicians must navigate sensitive conversations with parents or when parents influence a child's engagement in care.
Research also cautions that MI can be time‑intensive and may unintentionally slow progress if applied too gently or without clear clinical direction (Langlois & Goudreau, 2024). Therefore, while MI enhances rapport by promoting compassion and autonomy, it must be used flexibly to avoid delaying necessary therapeutic action.  


                               
Task Three: Understand how inter and intrapersonal skills can affect therapeutic interventions (minimum of one citation within this task).                                
	3.1 Critically evaluate how inter and intrapersonal skills could enhance or detract from achieving an effective therapeutic intervention with your case study patient (5.1)

	Interpersonal and intrapersonal skills are fundamental to achieving an effective therapeutic intervention, particularly with young children who rely heavily on emotional cues, consistency, and relational safety. Therefore, In Emily’s case, these skills could both enhance and detract from the therapeutic process depending on how they are applied.
Interpersonal skills, such as empathy, attunement, communication, and rapport‑building, are essential when working with a distressed four‑year‑old. High‑quality interpersonal communication helps reduce anxiety, strengthen trust, and encourage participation. Research demonstrates that sensitive, child‑centred communication enhances children’s involvement in healthcare encounters and supports the therapeutic relationship (Jenkins et al, 2024). Equally, developmentally appropriate play‑based interactions can regulate a young child’s emotions, reduce stress, and promote cooperation helping to make therapy feel safe and predictable for Emily (Yogman et al., 2018). These skills enhance the effectiveness of mobilisation by building rapport and ensuring that interventions are tailored to Emily’s developmental level and emotional state.  
However, interpersonal skills can also detract from intervention effectiveness if not applied appropriately. For example, if the practitioner uses overly complex language, insufficient emotional attunement, or poorly timed interactions, this may heighten Emily’s anxiety and reduce her willingness to engage. Research shows that mismatched or poorly facilitated communication can constrain children’s participation and undermine the therapeutic relationship (Jenkins et al., 2024). Similarly, if play‑based communication becomes overstimulating or too indirect, it may distract from therapeutic goals or make tasks seem optional, potentially compromising safety during mobilisation. Evidence from hospital play intervention research highlights the need for play to be purposeful and sensitive to the child’s emotional readiness, otherwise its benefits may be diminished (Gjærde et al., 2021).  
A stronger critical perspective also recognises that interpersonal communication requires balancing warmth with clinical clarity; without this balance, rapport may improve but therapeutic progress may stall.
Intrapersonal skills, including self‑awareness, emotional regulation, reflective capacity, and professional judgement, also play a significant role. A practitioner who is aware of their own emotional responses is better able to regulate tone, pacing, and behaviour when Emily becomes upset, helping maintain a calm, predictable environment that supports engagement. Evidence in paediatrics shows that practitioners conduct and interactional choices can enable or constrain a child’s participation, underscoring the need for moment‑to‑moment adaptation and sensitive attunement (Jenkins et al., 2024). Similarly, studies demonstrate that provider behaviours influence the child’s involvement and comfort, reinforcing the value of intrapersonal regulation and reflective adjustment in real time (Tran et al., 2022). These intrapersonal capacities are vital given Emily’s tearful reaction during initial mobilisation, where calm self‑management and rapid strategy‑shifts help preserve trust and therapeutic momentum.  
Conversely, weak intrapersonal skills can negatively impact the intervention. If the practitioner becomes visibly stressed, impatient, or overly directive, this may amplify Emily’s distress and reduce parental confidence. Research on paediatric therapeutic communication stresses that practitioners behaviour significantly influences a child’s emotional state and readiness to engage (Jenkins et al, 2024). A lack of reflective practice may also lead to rigidly applying techniques like play or motivational strategies without considering Emily’s moment‑to‑moment needs, thereby reducing therapeutic effectiveness.  
A deeper critical view also acknowledges that these skills do not operate in isolation. Parental anxiety, environmental pressures, and time constraints may limit how effectively interpersonal and intrapersonal skills can be used, meaning that even strong communication skills can become counterproductive if not adapted to the wider context.
To conclude, both interpersonal and intrapersonal skills can meaningfully enhance Emily’s therapeutic experience by creating a supportive, responsive, and developmentally attuned environment. However, if these skills are poorly applied such as through mismatched communication, emotional misattunement, or lack of practitioner self‑awareness they can detract from engagement and compromise the effectiveness of the intervention.



	
Task Four: Understand the impact of therapeutic relationships on own health and wellbeing (minimum of one citation within this task).
	4.1 Explain the potential risks to the health and wellbeing of therapists when forming therapeutic relationships (6.1)


	Although therapeutic relationships are fundamental to effective care, they can place considerable emotional, physical and psychological strain on therapists. The most significant risk is emotional exhaustion, which may develop when therapists work continuously with patients who are anxious, distressed, or vulnerable. Maintaining high levels of empathy and emotional responsiveness over time can gradually drain emotional reserves, particularly in cases requiring frequent reassurance and support. This depletion may reduce a therapist’s ability to remain emotionally present, compassionate, and effective in their professional role.
Another significant risk is vicarious trauma, which can occur when therapists are repeatedly exposed to the traumatic experiences of those they support. This is supported by research completed by Sawicki (2019) and Gaboury and Kimber (2022) which indicates that ongoing engagement with trauma‑related material has been shown to contribute to increased stress, intrusive thoughts, emotional fatigue, and shifts in personal beliefs or worldviews. Such effects may accumulate over time, further impacting therapists’ wellbeing and their capacity to sustain therapeutic engagement.
Closely linked to this is compassion fatigue, often understood as the cumulative emotional toll of caring for individuals in distress. Kim et al (2021) and Roberts et al  (2022) believe therapists who regularly work with patients experiencing pain, fear, or trauma may begin to experience emotional detachment, irritability, sleep disruption, or a diminished capacity for empathy. If not recognised and managed, compassion fatigue can negatively affect both professional satisfaction and the quality of care provided.
Therapists may also experience burnout, a condition characterised by emotional exhaustion, depersonalisation, and a reduced sense of professional achievement. Factors such as heavy workloads, time constraints, and the ongoing emotional demands of maintaining therapeutic relationships contribute to sustained stress levels. Evidence indicates that a substantial proportion of healthcare professionals experience significant emotional exhaustion, which can lead to burnout, reduced motivation, diminished quality of care, and withdrawal from the profession (Maslach and Leiter, 2016; ICANotes, 2024).
Another potential risk involves boundary difficulties and over‑identification within therapeutic relationships. When therapists become overly emotionally invested or feel excessive responsibility for patient outcomes, professional boundaries may become blurred. This can increase emotional strain, guilt, and stress, while also compromising objectivity and clinical judgement (Abendroth and Figley, 2011).
To conclude, the prolonged stress associated with therapeutic work can have consequences for physical health, including persistent fatigue, sleep problems, headaches, and musculoskeletal discomfort. Furthermore, research by Lambert et al (2003) shows that chronic stress responses have been shown to negatively affect physical wellbeing, particularly when therapists lack adequate opportunities for supervision, reflection, and self‑care. If these risks remain unaddressed, they may compromise both therapist wellbeing and safe, effective clinical practice.




	


	4.1 Evaluate a range of strategies to support own health and wellbeing when engaging in therapeutic relationships. Please consider a minimum of two strategies with benefits and contraindications of both (6.2). 

	Engaging in therapeutic relationships requires sustained emotional involvement, which can place considerable demands on therapists’ health and wellbeing. Clinical supervision and reflective practice are therefore essential strategies for supporting therapists when working in emotionally challenging roles. Supervision provides a protected space in which therapists can explore difficult cases, process emotional responses, and receive guidance and reassurance from experienced colleagues. Reflective practice further supports self‑awareness by enabling therapists to examine how their thoughts, feelings, and behaviours influence therapeutic interactions. Research by Figley (2002) and Sawick (2019) suggests that these strategies reduce the risk of burnout, compassion fatigue, and vicarious trauma by helping therapists regulate emotions and make sense of the emotional labour inherent in therapeutic work. Additionally, reflective spaces allow therapists to maintain empathy and professional judgement without becoming emotionally overwhelmed, supporting both wellbeing and quality of care (Maslach and Leiter, 2016). Nevertheless, Gaboury and Kimber (2022) believe supervision and reflection may be less effective if they are inconsistent, poorly facilitated, or lack psychological safety. In some cases, excessive or unsupported reflection may increase rumination and emotional distress rather than alleviating it, highlighting the importance of structured and supportive implementation. This is reinforced by Hodihinsin et al (2012) who believes it is vital that NHS staff have regular wellbeing conservations and support from their managers within their roles.

Alongside supervision, self‑care and professional boundary setting play a crucial role in sustaining therapist wellbeing. Establishing clear boundaries helps therapists manage emotional exposure, reducing over‑identification with patients and limiting excessive feelings of responsibility for patient outcomes. Research by indicates that strong boundaries are associated with lower emotional exhaustion and improved resilience in therapeutic roles (Abendroth and Figley, 2011). Baker and Gabriel’s (2017) exploration of therapists’ self‑care during periods of personal distress further demonstrates that intentional self‑care, reflective awareness, and boundary management are vital for maintaining emotional functioning and therapeutic effectiveness. 

However, overly rigid boundaries may risk emotional detachment, potentially weakening therapeutic rapport, while self‑care practices may be difficult to maintain in demanding clinical environments. Importantly, wellbeing strategies should not rely solely on individual responsibility. Organisational support is critical, as evidence from a large systematic review shows that burnout among healthcare professionals is associated with reduced career engagement and poorer quality of patient care (Hodkinson et al, 2022). This highlights the importance of managerial support, regular wellbeing conversations, and a supportive workplace culture in protecting therapists’ health and sustaining effective therapeutic relationships.
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