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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.

	2. 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: Page 41 | 70 year old woman Images - Free Download on Freepik]

Name: Avril Jones

Date of birth: 14.02.1956



Biological details: 70 year old female. 5”7, 65kg, BMI 22. Past Medical History: Osteoarthritis, Cervical cancer.
Previously: - physically active (swimming three times a week, walking daily), following a mediterranean diet. Drinking on special occasions only. Non-smoking.  No medication. 
Current Diagnosis: Acute left frontoparietal intraparenchymal haemorrhage with 3 mm of midline shift
Currently: Using a ‘steady standing’ aid machine with assistance of 2 owing to instability in standing due to hyper extension of right knee, right sided weakness (hemiparesis) of leg and arm, expressive aphasia, NG tube fed.

Psychological details:
Previously: “A happy, sociable person” according to son. Found enjoyment through meaningful activities such as looking after her grandchildren, church groups/attendance, tapestry and time in the garden. No previous need for mental health services or medication apart from a brief period of counselling following the sudden death of her husband in a road accident in 1997.

Now: on 100mg sertraline due to being extremely emotional since stroke onset and seeing the ward psychologist weekly with low level engagement. Often tearful (emotional labile) and appearing frustration of circumstance and inability to communicate effectively verbally (expressive aphasia)

Social details:
Previously: Retired architect with one son. Widowed. Socially active in the church and in gym. Lives alone in 2 bedroom property, drives.
Current: Inpatient on SRC (Stroke Rehabilitation Centre), variable engagement in therapy. Unable to attend or declining group activities due to emotional state.






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

	· 1.1   Explain the various components of a therapeutic relationship (1.1).
•     Mutual Respect  - this is important for any relationship, it refers to a shared recognition of, and appreciation for, dignity, worth and rights regardless of backgrounds or belief systems. It can be demonstrated by how people act with one another, for example, respecting boundaries. It can also encompass how people communicate in terms of what they say (body language, tone of voice, turn taking). An example of this, in a therapeutic relationship, would be if a patient decides not to join in Christmas celebrations on the ward, the therapist would need to respect this is their choice and the patient would respect that the celebration is available for others, this is mutual respect.
•     Empathy  - this refers to the ability to understand, share, and be in tune with another person's emotions or perspective. In contrast to empathy, is sympathy, which is feeling for someone and takes on more of a ‘pity’ approach.  In terms of therapeutic relationship, it is important that the therapist is able to understand the client’s experiences from their perspective without giving them sympathy. Empathy is feeling what the patient is going through, with the patient, it is vital to have empathy so that the patient feels they can trust therapists with their personal goals and that they won’t be judged but they will be validated and heard.
•     Trust -This refers to having a confidence in someone or something and the reliability of that. It is important in therapy that the patient feels safe enough to share and engage with their therapist in the knowledge that they will be respected. The exception to this is if a patient says something which is of concern to the therapist and, in this situation, they have a duty of care to break that trust which is why it is important to make patients aware of the regulations by which therapists are governed. As the British Medical Association (2020) explain, this can be a difficult moral dilemma to deal with and so explaining these terms prior to care is important, but it may not prevent loss of trust in the situation.
•     Effective communication – communication can be adapted to the individuals involved in any situation and can encompass total communication, non-verbal gestures, vocal expression and active listening. It is important that this is adapted to the individuals involved which may involve various strategies such as staff training, use of hearing loops,  braille, aphasic friendly communication boards, use of eye contact. An example of this in therapy would be a client being aware of their need to lip read and communicating this with the therapist so that the room be arranged appropriately, with seating positions and lighting, for their session to work effectively.
•     Non-judgemental approach – this refers to listening to others without immediate evaluation, criticism or bias. In a therapeutic relationship this is essential, for example, if a patient communicates that they do not want to involve their family in their treatment (and have legal capacity to do so) a therapist should not criticise or try and put their own views on the patient of this situation, they can listen to the reasoning, but not allow this to influence treatment provided or judge the patient for their choice.
•     Unconditional positive regard – this refers to the therapist offering a warm attitude towards the client and accepts the client as they are, unconditionally. It is seen as being critical to therapeutic change and doesn’t mean approving of all of the behaviours or choices of a patient but rather separating one’s own values from the way that they behave in a therapeutic relationship. An example of this could be if a therapist was working on a ward with patients with cancer and a patient wanted to smoke. The therapist may believe that smoking when you have cancer, as it is a recognised stress factor, is wrong to do, but they should not treat the patient less compassionately because of this if the patient has made the informed decision to continue this behaviour.



	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).

	Effective communication is well documented to be a pillar of therapeutic intervention, for example, Lang, L (2024) identifies that effective communication is “essential for exploring sensitive issues and helping clients articulate their thoughts and feelings”. Because Avril has expressive aphasia selecting the most effective communication method for her abilities, needs careful consideration and adaption throughout the rehabilitation period in line with her speech progression. When Avril was admitted her aphasia was particularly severe, so the use of total communication, whereby  therapists use picture boards, ipad images and gestures alongside encouraging the use of speech, was helpful, especially whilst her cognition was being assessed. Giving her time and applying the SLOP principles, a technique used by speech therapists to encourage Slow Loud Overarticulation and Pauses when speaking, was important at this stage particularly. However, now that her speech is becoming more coherent other therapeutic approaches could be considered. Hersh et al (2018) highlight that patients with aphasia should not be excluded from any kind of therapy but suggest that there are practical solutions to encourage inclusive therapeutic practice, however, in practice, on the Stroke Rehabilitation Centre, there are evident barriers due to lack of staff knowledge of aphasia and time constraints. 
Now that Avril is more able to express herself verbally, and thus fully engage in alternative forms of therapeutic intervention, the team can use more of a hybrid approach with less reliance on visual aids. This is not to say that the patient would have missed out because of her aphasic presentation previously, but as forementioned, due to staff skills, time required and levels of engagement from the patient when dealing with severe expressive communication difficulties, it may not have been so prolific. For example, now the therapy team could confidently involve Avril in a discussion or meeting with more confidence that her aphasic presentation would not create an abundance of stress, frustration or pressure for her or result in a timely process that didn’t reach an outcome representative of her requests .
 
Due to Avril’s condition having both physical and psychological aspects, there are several factors to consider when choosing appropriate  communication methods for an appropriate therapeutic intervention, for example:
Time - as a service, the NHS time allocation for each patient is limited and therefore it is important to choose the best method to maximise the effectiveness of each session considering the patients ability to manage fatigue, concentration and the therapists ability to allocate time to that patient, uninterrupted.
Length of stay expected for rehabilitation is also an important consideration as some therapeutic communication methods, such as compassion focused therapy and goal setting, can be more of a timely process than others. For example, Paul Gilbert (2014) advocates compassion focused therapy with the use of psycho education sessions, exposure therapies and development through stages to guide the patient through therapeutic changes, in contrast to this Egan (2018) highlights the importance of encouraging self-efficiency and argues that patients commonly “refuse to take responsibility” and instead blame “outside forces” for their problems so encourages a more condensed approach in keeping with NHS funded services. In relation to Avril, this would seem relevant as goal setting, for example, would be a process whereby a goal is set with her and then achieved via steps and reviewed, ideally. Whereas, if the length of stay is shortened or unknown and means that she is not provided with the resources (time, opportunities to obtain goals, support) the process of goal setting would seem ineffective unless Avril can commit to continuing it as an outpatient which relies of commitment, memory recall and self-initiation which may be difficult for her following her stroke.  
Patient preference is of paramount importance and the premise of any patient centred approach which Sagen et al (2024) argue is essential to successful rehabilitation. Enabling Avril to look at her past experiences of therapeutic interventions, when her husband passed away, and her success in engagement in them and ideology of them, considering that this may have changed since having the stroke, but also valuing her perspective as ultimately, she is the person needing to engage in it.
Staff skill set also needs consideration as all therapists have different strengths and expertise and to be conducive to the patient treatment, considering this, in order to best support Avril in her therapy, effective use of the skills the team supporting her have is important. For example, in the Stroke Rehabilitation Centre, the training for motivational interviewing is only just being facilitated for staff which means that matching Avril with a therapist with the motivational interviewing skill set, aphasic friendly awareness and knowledge she needs to action her recovery goals whether that be an occupational therapist, physiotherapist or dietician, could be challenging.
Medication – Avril is currently on an antidepressant but this has only been since admission and this is worth considering, from a biopsychosocial model perspective, as it may have an influence on Avril’s engagement whilst it is still new to her system. 
Consideration could also be given to the physical space available, as Avril is an inpatient currently, so some therapeutic communication methods rely on more of a peaceful surrounding which may need to be private. 
Similarly to Avril’s ability to be in a physical environment suitable for the delivery of therapy, consideration needs to be given to her internal ability so, as an example, her ability to tolerate sessions if sat in one place (she has hemiparesis so it may be uncomfortable to sit in one position for a long time), hearing is not something Avril struggles with but in a noisy room dividing attention can be something to consider and any medical symptoms such as low blood pressure, fatigue, stress, infections or viruses, on any given occasion could also need to be considered as these can effect communication abilities and cognitive alertness. In essence, effective communication is a fluid term, and the skill of the therapist will be adapting it to whatever the patient, Avril, presents like in each session. 



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).


	Goal Setting – This would be a good technique to consider to use with Avril as it is collaborative, and person centred so would aim to express to Avril that she is a key part of the MDT working for her recovery. Considering this, Avril would hopefully feel more comfortable to communicate her goals and allow the team to work with her and build up a relationship/rapport with her based on valuing and respecting her. Crawford et al (2022) highlighted that not only does engaging patients in goal setting improve their overall outcomes but it also results in personal meaningful outcomes in contrast to organizational goals based on targets or management goals. By working, as an MDT, with Avril to meet her goals it would seem an effective way to make sure treatment is timely but also that everyone is working with her and thus she is a valued member of the team and the team are there for her. Avril has a son whom she may also like to involve in this process. Goal setting can also be done in any setting that is meaningful to Avril, so, for example, if she wanted to do something in the garden, the Stroke Rehabilitation Centre garden could be used and therapists can try and support her to achieve her goals in a setting she feels comfortable in (the garden) whilst supporting her through the stages in a manageable way that Avril could manage with her cognitive limitations currently. Setting goals on a one to one basis also enables more scope to make them manageable and achievable and this could enhance therapeutic relationships between Avril and the team because they can celebrate the successes together and equally make them realistic and measurable. This would seem appropriate if Avril agreed to continue with therapeutic support in the community and would hopefully help give her the reassurance that the team are there for her for a prolonged period of time so she doesn’t have to rush goals or feel like she will be abandoned.
Active Listening – Patients, including Avril, often report feeling isolated, vulnerable, lonely and scared since their stroke and this understandably increases their anxiety and reduces their engagement in therapy. By therapists actively listening, and mirroring back to Avril what she is saying hopefully she will feel listened to and that she is supported and understood. The presence of aphasia would need to be considered, however, as highlighted by Hersh et al (2018) this shouldn’t be an obstacle but rather seen as a useful tool. For Arvil who has spent a lot of time in earlier parts of her recovery, being unable to voice her wishes or concerns, finally having someone to listen and address her concerns could also prove useful in forming that relationship with the therapy team. It would rely on using skills to detect any possible barriers to engagement such as fatigue, frustration, word finding difficulties and possibly using strategies such as tablets with aphasia friendly screens or Augmentative and Alternative communication devices (AAC) such as tablets, symbol charts, chat mats, to assist the process. However, this would have to be managed alongside the demands of a busy ward environment as, for example, active listening requires time especially for patients who have difficulties expressing themselves due to anxieties, communication difficulties or emotional lability and on a busy ward this is not always available to give someone sufficiently. Equally the ward being a loud and busy may not always help active listening take place and this lack of consistency in approach may not be conducive to rapport building






	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). 

	Goal setting could be beneficial to the therapeutic relationship between Avril and the team on the Stroke Rehabilitation Centre, for several reasons. Primarily,  it allows a person centred focus to patient care which will hopefully help Avril  feel valued and that her perspectives and wishes are paramount to the treatment plan and thus aiding her engagement with the team and therapy. By setting goals with the team, the team are more able to help the patient effectively, tailor sessions accordingly and provide the right motivation prompts (for example, "doing this will help you get to your goal of using the toilet independently") during challenging sessions. The Stroke Association (2022) advocate for goal setting in a structured way including the involvement of a social network to assist the process and celebrate the successes with. In this sense, it enables collaborative working and encourages person centred care delivery.
However, it is important to consider that goal setting may be difficult for Avril as she would need to remain focused and mindful of goals despite the  frustration of the process, understandable setbacks such as illness, barrier nursing making resources limited or causing isolation and recovery not being linear. It would rely on Avril being able to recall the goals and overcome any triggers that may occur. Also, it would rely on the team all working with Avril and towards the agreed goals which are set by Avril and the team but realistically goal setting can sometimes be difficult for patients   who may not have full insight into their needs, abilities or recovery potential and this might not be in line with the treatment the team are able to deliver with the resources they have available. For example, if Avril wants to get home for Christmas but the team can see this is unsafe and that her long term prognosis may benefit from staying longer but due to staffing levels they cannot dedicate any more time that they already are to her treatment plan, this may be a misaligned goal and, if this is of great importance to Avril it may be a barrier to her engagement if she feels a primary goal is being discounted.  Hopefully Avril and the team can come to a  ‘middle ground’ solution, but this takes time and flexibility from both sides.
In terms of active listening  this has many benefits to building a therapeutic relationship such as helping ensure the patient feels genuinely listened to which would encourage engagement with the team and trust in the relationships. It can also help form a strong bond between therapists and patients that mimics a ‘normal’ social relationship and thus assist with speech skills and maintaining social skills which are important for treatment and longer term. Lang, L (2024) identifies that the quality of therapeutic relationship has a significant influence on the therapeutic outcomes. However, there are barriers to active listening, for example, therapists may find it very difficult to actively listen for a prolonged period of time as it is a busy ward and there are distractions, time limitations for every session and lots of background noises which can be barriers to active listening. Active listening is also a hard concept to master, and people may think they are listening but may be not actively digesting information and thus the principle becomes ineffective. Chute et al (2023) state that bad listening practices are habitual including interrupting, distorted listening and pseudo listening all of which can affect therapeutic relationship building. Training is a possible solution to this, but this relies on available time to undertake such training and is still difficult to implement. Not only is active listening timely, but it is also possibly fatiguing for the listener. Maintaining boundaries when undertaking active listening is important as otherwise the listener risks becoming seen as a friend which is unprofessional and unhelpful therapeutically to the patient overall. Another difficulty, with trying to utilise active listening skills with patients such as Avril,  could be her expressive aphasia which may make it difficult for people to understand her at all times and this would make active listening possibly frustrating for both parties, timely and ineffective. Further to this, it may lead to listener fatigue or burnout, and this can affect levels of performance from the listener and may inadvertently affect the rehabilitation process for the patient too.
 
 



                               


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)

	When looking at therapeutic skills we can separate them into interpersonal and intrapersonal skills. Interpersonal refers to anything happening between two or more people whereas intrapersonal refers to anything happening within a person. In relation to skills for therapeutic relationship interventions, it is important to identify and consider how both skills can help or hinder an intervention.
Interpersonal skills such as active listening, empathy and utilising effective nonverbal communication skills can enhance a therapeutic intervention by helping patients feel listened to, validating their experiences and their core values and thus allowing patients to open up to ‘change’ talk and talk openly without fear of judgement which, hopefully would facilitate further rehabilitation engagement. It can be paramount in difficult situations, like patients face on a rehabilitation treatment because, ideally, once a good rapport is built as a foundation to the interventions therapists undertake with the patients, challenges which could cause conflict or disengagement can be handled in a person centred way which hopefully wouldn’t be detrimental to the patient or the rehabilitation process.
However, ineffective interpersonal skills can detract from achieving an effective therapeutic intervention with patients if clients feel judged or misheard due to ineffective use of active listening. Also, if patients don’t feel listened to or empathised with, they may feel they are ‘just a patient’ not a person so not feel valued and therefore not engage fully in the rehab process which would therefore have a knock on effect on treatment efficiency, openness and patient wellbeing. In contrast to this, another risk is that if the relationship formed between therapist and patient is good due to effective use of interpersonal skills but lack of boundaries, for example, patients  may actually feel they are more like friends than  a professional relationship which may lead to over reliance on that staff member as an ‘expert/comfort’ as opposed to engaging with the whole team, benefitting from the multiple approaches of MDT and working towards self-efficiency, it could also present problems if needing to do things like personal care which may be more embarrassing if the patient sees the therapist in a friendship role.
In relation to Avril,  because of her emotional lability and frustrations with the aphasia, an effective therapeutic relationship where she can talk and express herself openly and not feel judged for her presentation or word finding difficulties or mood fluctuation, is important. It should help motivate Avril to engage in her treatment if she trusts the staff delivering it and due to the variability of her engagement overall, it is important to establish these relationships with those she feels able to but equally to be wary of oversharing and to be careful with protecting ones boundaries as she is naturally quite an empathic person and hones in on others problems with worry and helper instinct which is not helpful to a professional relationship being maintained or to her wellbeing.

Intrapersonal skills such as adaptability, self-reflection and self-awareness have the potential to enhance a therapeutic relationship because the therapist should be more resilient to conflict, challenges and changes and therefore meet situations in a calm and effective way which can be reassuring for the patient but also helpful to the treatment. For example, if the therapist has planned to run a cookery group but then is told last minute the kitchen is out of order, having a calm adaptable attitude can help them stay grounded  and make an alternative plan without guilt or stress or self-blame for situation. This in turn could help the patients who may be less able to handle such scenarios by not allowing it to become a stress for them. The ability to self-reflect and also be aware of oneself,  aids professionalism and the ability to still be able to support patients’ needs in such situations , because the therapist is calm, makes an ideal therapeutic support.   This is something that Lang, L (2024) discusses in depth in relation to emotional Intelligence which is thought to build resilience, trust and self-awareness. Ultimately having good intrapersonal  skills helps prevent personal biases, disengagement, burnout or counter transference and shows a good role model to other colleagues. For patients it is important that they have good interpersonal skills as this can help them be interactive in sessions and know what they want from treatment, also in a ward environment like Avril is in, self-reflection can be helpful to counteract comparisons with others or negative self-judgment and to recognise where one is at any one time.
Poor Intrapersonal skills can detract from achieving a therapeutic intervention  if either one of the parties involved struggles with self-doubt, fear, transference (whereby they project their unresolved issues onto others) or feel burnt out. Another difficulty can be if someone is not used to accepting help from a therapist or if they are uncertain about their ability or desire to undertake the therapy required, this can result in cognitive dissonance whereby the brain has conflicting thoughts about the best thing to do. Axsom (1989) theorised that, under pressure, people engaged best as long as their decision freedom is also high. Considering Axsom’s theory, if, for example, Avril is struggling to engage with therapies consistency because of having internal conflict over whether being in therapy is the best option for her, if the locus of control for decision making remains with Avril and the same intensity of therapy is encouraged, she should benefit. Intrapersonal skills can also be difficult on a stroke ward whereby there are a range of people, both patients and therapists who have diverse cultural backgrounds, values and language abilities and all of these aspects can be helpful of unhelpful to therapeutic engagement.  Another difficulty, especially with patients who have had a stroke can be cognition which could make self-reflection or adaptability difficult. Because of the location of Avril’s stroke her mental state has been slightly altered and thus engagement is likely to be inconsistent and the ability to be adaptable or self-aware can be changed.  





	
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)


	It is vitally important, as health care professionals, to look after themselves not just their patients however, as with many jobs, this is not always straightforward. It is important to recognise some of the associated risks to health and wellbeing involved in therapeutic relationship formation.

Rogers and Farson (1987) deduced that active listening, which is a key component of therapeutic relationships, carries an element of risk to a person’s own sense of self. They theorise about the courage required to risk the inner security we all seek to establish as humans, in order to see the world from another person’s perspective, in this situation, the patient’s perspective. They deduce it comes with a risk of “being changed ourselves” which they propose may be distressing. However, it could be argued that what therapists see patients going through could also be a positive occurrence that gives a greater sense of self awareness and gratitude for life.

Stress, anxiety and depression are well documented to create risks for one’s health and wellbeing. In support of this,  the World Health Organisation (2024) report that at least a quarter of staff working in health and care professions reported anxiety, depression and burnout over a two year study and, furthermore that there have been no observed reductions in this since this time. These factors, in combination with workplace stressors or external demands on workers are widely theorised to contribute to fatigue, sickness and even burnout. These are indirect risks associated with formation of therapeutic relationships because it places an extra stressor on the worker. Burnout could be a risk if therapists get overly involved with patients care and struggle to swich off, they may compromise their own wellbeing through staying late, missing breaks or picking up extra shifts because of the guilt of worrying about their patients not getting good care which can lead to fatigue. Burnout can affect the therapist physically by causing fatigue, irritability, high blood pressure irregular heartbeats, dehydration and sleep disturbances. In line with this is the concept of compassion fatigue which the British Association for Behavioural and Cognitive Psychotherapies (2025) detail is the result of repeated demands resulting in the gradual lessening of compassion, this has associated risks such as fatigue, low self-esteem, reduced job satisfaction and low mood.  Fatigue is a huge risk to health, wellbeing and safety as it can affect people’s quality of life, quality of work and sense of self which can also have an effect on the standard of patient care they are able to deliver.  
Because therapists form close relationships with patients it leaves them open to being subject to potentially triggering information which, if they are already struggling with issues, may further trigger them. For example, if a therapeutic bond is formed and a patient is upset about a recent miscarriage and they are talking to a therapist who has personal experience of miscarriage too, the therapist would need to be resilient to this which can be very challenging.  If they are not resilient this might create stress or emotional distress and affect wellbeing of therapists.
If a therapeutic bond becomes unhealthy it may cause an imbalance in a therapist’s work – life balance and lead to neglecting their own needs for rest, self-care and adequate hydration/nutrition. It can lead to a therapist missing their breaktimes so not hydrating effectively or staying late in work so missing opportunities to see family or engage in hobbies such as exercise or crafts.
In conclusion, being a therapist poses risks to one’s health and wellbeing and this is further support for workplaces having policies and regulations based on principles that are available through the National Archives (2026) such as The Health and Safety Act 1974, Working Time Regulations Act 1998 and Equality Act 2010 as well as inhouse workplace resources, through occupational health services and independent services, to encourage good health and wellbeing. 







	


	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). 


	Taking care of one’s own health and wellbeing as a therapist is particularly important, not just for the therapist or workforce but for the patients too. There are many strategies to support therapists’ health and wellbeing whilst engaging in therapeutic relationships which can be stressful or emotionally challenging at times. 
Engaging in self-care, whether that be enjoying a favourite bath product, film or pastime, for example, can be helpful to overall health and wellbeing although this can be difficult to prioritise for people who are used to being in the ‘caring’ role not the receiver of care, it can also be challenge to schedule this as a priority alongside work and life schedules.
Correct management of one’s diet is important, so that therapists are getting a healthy balance of hydration and food throughout the day to energise them and prevent dehydration or fatigue. This can be challenging on a busy ward due to alternative duties being required of therapists at mealtimes (for example, feeding patients) it can also be difficult sometimes to want to eat when working on wards with infections which may be poignant smelling and to prioritise having food when this time taken away from working, may mean staying later to complete a busy caseload or else being unable to fulfil the days tasks.
Taking breaks in work regularly is important and encouraged by management as it allows people to get some space from the responsibilities of the workload and to meet any needs for hydration, nutrition or fresh air. However, this can be difficult to prioritise with the demands of a busy caseload or if infection controls means that clothing needs to be changed in between ward and break times thus detracting from time available for a break.
Managing sleep patterns is vitally important to therapists as this is the body’s chance to heal and recharge however, sleeping when working shifts or when under pressure or facing stressful situations can be challenging. Lack of sleep can have an impact on how therapists perform , their reliance to stressors and their overall long term health. 
Keeping on top of external issues such as household work, studies and relationship issues so that these do not contribute to difficulties with therapeutic relationship formation in work ,is important as it allows for a clear headspace to deal with work stressors. This is a challenging situation to balance as life can throw unexpected situations and obstacles that are difficult to ‘put aside’ for a work situation, in this sense seeking extra support or discussing the need for reasonable adaptations  to a work schedule may be the best solution.  
Utilising a company’s individual occupational health service and having regular supervision sessions with a designated person are important, alongside using the support of a GP or independent provider such as Canopi (2026), a free mental health service for NHS workers In Wales, can be helpful as a way of getting to  off load stressors and prevent escalation of issues. For some people, a contraindication could be that admitting to needing help can be perceived as weak and put people off, also the fear of the attached stigma of seeking help and fear of it impacting on one’s job can be difficult for example making more work for other colleagues if sick leave is advised, or if needing to take time off for appointments. Alongside this, waiting lists can be long which can be incredibly frustrating and there can be limited time which supervisors are available to  allocate, this can result in people being discouraged from seeking support or experiencing guilt when doing so if they feel they are wasting peoples time. 
In summary, there are many ways employees can take care of their own mental and physical wellbeing and services available to support the implementation of such and recognising that taking care of oneself is advantageous to job performance and patient care should be a priority for anyone working in the caring profession. 
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