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Chapter 6

ABSTRACT

Background: A therapeutic alliance between patient and hand therapist, including agreement 
on goals and tasks and bond between patient and hand therapist, depends on effective 
mutual communication.

Objective: the aim of this study was to explore the skills or techniques hand therapists apply 
during treatment, which skills or techniques are judged by hand therapists to be important 
for strengthening the therapeutic alliance and how patients rate the therapeutic alliance with 
their hand therapists.

Methods: Hand therapists (n = 8) were observed during treatment and interviewed in a semi-
structured way (n = 5). Patients (n = 23) completed the Working Alliance Inventory 12 (WAI-12; 
including the three domains goals, tasks and bond).

Results: “Giving feedback” and “decision making” were the most frequently observed types 
of communication. Hand therapists judged “being competent professionally” and “active 
listening” as important for developing a strong therapeutic alliance. Patients rated the goal 
and bond domains of the WAI-12 high, but rated relatively the task domain of the WAI-12 lower.

Conclusions: All hand therapists were convinced of the importance of the quality of the 
therapeutic alliance, but the therapeutic alliance was not at the centre of their concern 
and they were not used to reflect upon it. More attention for the patient’s role (tasks) in the 
collaboration relationship between patient and hand therapists is needed.
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INTRODUCTION

The way (hand) therapists communicate with their patients is important for exchanging 
information and enhancing agreement on the goals and tasks of patients and therapists 
during treatment (Pinto et al., 2012). Agreement on goals and tasks (collaborative relationship) 
during treatment is part of the therapeutic alliance, which also includes an affective bond, 
an interpersonal relationship between patient and therapist (Bordin, 1979; Hougaard, 1994). 
Within psychotherapy and rehabilitation a strong therapeutic alliance helps patients to 
adhere to and engage more fully in their treatment (Babatunde, MacDermid, & MacIntyre, 
2017; Nienhuis et al., 2018). A stronger therapeutic alliance between patient and therapist, 
meaning a more positive patient-therapist relationship, improves adherence to rehabilitation 
programs (Oliveira et al., 2015), which in turn, may have the potential to improve outcomes in 
rehabilitation (Ferreira et al., 2013; Fuentes et al., 2014).

Reaching agreement on goals and tasks during treatment infers an active role of both patient 
and therapist. It is a process of shared decision making in which needs and preferences 
of the patients are weighed. The patient brings his/her problems with his/her personal 
characteristics and in his/her own context and the therapist brings communication skills, 
professional skills and knowledge to the treatment session (Towle, Godolphin, Greenhalgh, 
& Gambrill, 1999). Hand therapy is a speciality practice area for occupational and physical 
therapists. This type of therapy involves physical contact and it requires active participation 
of patients. Additionally, hand therapy may cause pain and may be perceived as physically 
threatening and therefore requires a trustful relationship between patient and hand therapist 
(Dibbelt, Schaidhammer, Fleischer, & Greitemann, 2009; Stenmar & Nordholm, 1994). In case 
of chronic hand conditions, patient adherence to long-term treatment is essential for effective 
treatment (Crepeau & Garren, 2011).

Communication not only relies on what is said (verbal communication), but also on the way it is 
transmitted (non-verbal communication) (Roberts & Bucksey, 2007). Growing evidence shows 
that communication is important for therapeutic alliances in rehabilitation (Babatunde et al., 
2017). Currently it is not clear which skills or techniques hand therapists use to establish or 
strengthen the therapeutic alliance. Additionally, it is unclear how patients rate the therapeutic 
alliance with their hand therapists. Insight in these factors and ratings of patients may help 
hand therapists to improve the therapeutic relationship in order to improve adherence, 
treatment results and patient satisfaction.

Previous qualitative studies in this field focused on interviews or observations or questionnaire 
data (Babatunde et al., 2017). To our knowledge no study combined these three data sources 
to acquire a better understanding of skills or techniques hand therapists use to establish or 
strengthen the therapeutic alliance. Therefore, the aim of this study was to explore the skills or 
techniques hand therapists apply during treatment, which skills or techniques are judged by 
hand therapists to be important for strengthening the therapeutic alliance and how patients 
rate the therapeutic alliance with their hand therapists.

6
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METHODS

Settings and Participants
Between January and June of 2012, hand therapists and patients of the Department of 
Rehabilitation Medicine of the University Medical Center of Groningen (UMCG) were recruited 
to participate in this study. Patients with hand injuries or hand disorders (≥ 18 years of age) 
were selected by convenience sampling. They were eligible if they had had at least three 
treatment sessions before participation. Patients with a known psychiatric history were 
excluded. The Medical Ethics Committee of the UMCG approved the protocol (Ref number; 
M12.118950. Before enrolment in the study, written informed consent was obtained from all 
patients and hand therapists.

We analysed data from three sources: 1) Observation of the patient-therapist interaction during 
treatment sessions, 2) Semi-structured interviews with hand therapists to obtain therapists’ 
opinions and 3) Assessment of the therapeutic alliance using the Working Alliance Inventory 
12 (WAI-12), completed by patients (Vervaeke & Vertommen, 1996). The analyses of the three 
data sources were interpreted using the theoretical framework of the therapeutic alliance 
according to Hougaard 1994 (Figure 1).
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Figure 1   |   Modified theoretical framework of therapeutic alliance (Hougaard, 1994).
This model shows the components of the therapeutic alliance. Treatment forms the basis of the therapeutic 
alliance and influences both patient and professional. The patient brings his/her problem to the therapeutic 
session/ treatment. The hand therapist brings professional knowledge, professional skills and communication 
skills to the session. Agreement on goals and tasks of both patient and hand therapist contributes to the 
collaborative relationship. The bond between patient and the hand therapist contributes to the personal re-
lationship. A stronger interpersonal relationship and collaborative relationship result in a stronger therapeutic 
alliance. The bi-directional arrows indicate that the therapeutic alliance is a process in which both patient 
and hand therapist contribute to the therapeutic alliance but also evaluate it (consciously or unconsciously) 
and may change their contribution.
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Data Collection
During observation of treatments we classified communication of the therapists into non-
verbal and verbal behaviours; laughing, closed posture, hand contact, using hand gestures to 
clarify information, and asking for opinions, giving feedback, showing empathy and decision 
making respectively (Supplementary Material 1). We selected these types of communication 
based on pilot observations of patients and hand therapists during treatment and on previous 
research (Babatunde et al., 2017; Ebert & Kohnert, 2010; Hush, Cameron, & Mackey, 2011; 
Makoul, 2001; Mead & Bower, 2000; Rider, Hinrichs, & Lown, 2006; Roberts & Bucksey, 
2007). Occurrences of these types of communication were scored on a form for each 
treatment session. Additionally the observer (L.S.) scored if the therapist used rituals during the 
treatment session such as greeting, asking introductory questions, formulating conclusions, 
and discussing next steps. The observer focused primarily on the communication of the 
hand therapists.

Semi-structured interviews (L.S.) with a maximal duration of 45 minutes were held with 
hand therapists. The interviews contained open questions related to the patient-therapist 
relationship. Furthermore, each hand therapist rated types of communication, non-verbal or 
verbal, on a scale from 1 (not important) to 10 (very important) for strengthening the therapeutic 
alliance (Supplementary Material 2). They were asked why they rated a particular type of 
communication in that way and how communication, non-verbal or verbal, might influence 
the therapeutic alliance between patient and therapist. During the interviews an interview 
guide was used to ensure consistency between the interviews. The interview guide was pilot 
tested (Supplementary Material 2). Audio-recorded interviews were transcribed verbatim (L.S.).

Patients were asked to complete the WAI-12 (Vervaeke & Vertommen, 1996). The WAI-12 is 
developed within psychotherapy and validated for measuring therapeutic alliance (Horvath & 
Greenberg, 1989). The questionnaire has a high internal consistency (α > 0.8) and assesses 
three domains; quality of the therapeutic bond, agreement on goals and agreement on tasks 
(Hatcher & Gillaspy, 2006). It consists of 12 items, scored on a 5-point Likert scale, anchored 
“rarely or never” 0 points and “always” 4 points. The goals, tasks and bond domain each have 
a scoring range from 0 to 16. Higher scores indicate a better therapeutic alliance. Patients 
completed the WAI-12 after the treatment session in which the observer assessed their 
hand therapist. We adapted the WAI-12 slightly to make it suitable for hand rehabilitation. For 
instance, “As a result of these sessions I am clearer as to how I might be able to change”, 
was adapted to “As a result of the treatment I am clearer as to how I might be able to function” 
and “problem” was adapted to “hand problem”.

Data Analysis
Data were analysed using IBM SPSS statistics, version 21. Frequencies of the observed 
communication, non-verbally and verbally, were corrected for treatment duration (frequency 
per 10 minutes). Frequencies of the types of observed communication and WAI-12 were 
checked for normal distribution. Data were not normally distributed and are therefore 
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presented as medians and interquartile ranges. Interpretation of the three data sources 
(D.P., L.S. and P.D.) was based on consistencies and inconsistencies between observed 
communication, semi-structured interviews with the hand therapists and patient scores of 
the therapeutic alliance.

To familiarize themselves with the content of the semi-structured interviews, the verbatim 
transcriptions of the interviews were read (D.P. and L.S.) several times, before codes and 
themes were identified (Moustakas, 1994). All coding was performed manually, with written 
responses interpreted in context rather than as target words or phrases. A list of themes 
was identified as they emerged from the data. This approach allowed for the perspectives of 
the respondents to be identified without applying preconceptions (Cresswell, 2012). Codes 
were assigned to the qualitative data by the first author, were cross-checked and discussed 
in weekly meetings with the last author. This approach helped to ensure the credibility of the 
findings.

The criteria of Guba and Lincoln were applied to ensure the quality of this research throughout 
the research process and output (Guba & Lincoln, 1994). Credibility of the findings was 
further ensured by a within- project evaluation, was accomplished by three data sources 
(observation, interviews and data of the WAI-12). An iterative analysis was performed and the 
triangulation was continuously discussed between the first and last author. Transferability and 
therewith trustworthiness was improved by a pilot-tested interview guide, audio recordings 
and verbatim transcriptions of the interviews, an open and non-judgmental atmosphere during 
the interviews, and bracketing out during the data collection and analysis.

RESULTS

Participants
During 24 treatment sessions we observed eight hand therapists (Table 1) treating 23 different 
patients (48% female, mean age 40.0 [IQR 34.3; 54.8]). One patient was observed twice. 
Thirteen patients had chronic disorders and 10 patients had acute disorders. Patients were 
referred for hand therapy because of hand injuries: bone or tendon injuries and overuse 
(including chronic non-specific pain), Dupuytren’s disease or trigger thumb. We interviewed 
five hand therapists who were observed during at least three treatment sessions with different 
patients.

Observed factors
Giving feedback, decision making and using hand gestures to clarifying information were most 
frequently observed types of communication. A closed posture and showing empathy were 
observed least frequently (Table 2). In all treatment sessions a ritual was observed. Therapists 
started with greeting, asking introductory questions, active listening, and analysing current 
status of the patient. Therapists focused on the patient’s story by asking open questions and 
collecting information. The core of the treatment session consisted of the hand therapy itself, 

DavyPaap_BNW.indd   152DavyPaap_BNW.indd   152 19/10/2020   10:28:3319/10/2020   10:28:33



153

Therapeutic Alliance in Hand Therapy

training (improving range of motion, muscle strength and hand function), splint modifications 
and scar treatment. At the end of the treatment session, hand therapists summarized the 
session and explained subsequent steps in the rehabilitation.

Table 1   |   Participants characteristics (n = 8 hand therapists).

Study characteristics Median (IQR)

Age of hand therapists 40.0 (34.3; 54.8)

Experience in hand therapy (years) 9.0 (1.8; 16.5)

Observed time per therapist (minutes) 107.5 (48.7; 162.0)

Duration of the interview (minutes) 38.4 (20.5; 36.1)

WAI-12 Goal domain score 15.0 (13.0; 16.0)

WAI-12 Task domain score 13.0 (12.0; 15.8)

WAI-12 Bond domain score 14.5 (12.0; 15.8)

WAI-12 Total score 40.0 (37.0; 46.8)

Note: WAI-12; Working Alliance Inventory. Domain scores range from 0 to 16 and the total score ranges from 
0 to 48.

Table 2   |   Normalized frequencies of observed behaviours of 8 hand therapists.

Behaviour Median (IQR) per 10 min

Giving feedback 5.8 (5.3; 6.6)

Decision-making 5.2 (4.8; 5.9)

Clarify information using hand gestures 4.1 (3.8; 4.7)

Asking patient’s opinion 3.1 (2.9; 3.5)

Laughing 2.3 (2.2; 2.6)

Hand contact 1.7 (1.6; 2.1)

Showing empathy 1.6 (1.5; 1.8)

Closed posture 0.2 (0.2; 0.3)

Note: IQR: Interquartile range. Frequency of observed and discussed behaviours were corrected for treatment 
duration: frequency per 10 minutes. Lower scores indicate fewer observations

Interviews
All hand therapists emphasized the importance of the quality of the therapeutic alliance 
and an adequate patient-therapist relationship. However, hand therapists found it difficult to 
reflect in depth upon it.

Important factors regarding patient-therapist interaction from the therapists perspective
In general, hand therapists agreed about the following factors being most important for 
strengthening the patient-therapist interaction and therefore these factors were seen as 
important for developing a strong therapeutic alliance: 1) being competent professionally; 2) 
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active listening to the patient; 3) checking reactions of patients and 4) agreement on treatment 
(Table 3).

Table 3   |   Hand therapists (n = 5) judgement about the importance of behaviours in patient-therapist 
interaction.

Factors Median level of importance

Being competent professionally 9.0

Actively listening to the patient 8.8

Checking reactions of patients 8.5

Agreement on treatment (process) 8.0

Showing being interested 8.0

Being concerned 8.0

Discharging tension 7.5

Reacting flexibly 7.0

Motivating 7.0

Inspiring 6.3

Being unprejudiced 6.3

Being honest 6.3

Making decisions 6.0

Note: Assessed on a scale from 1 (not important) to 10 (very important)

1) Hand therapists recognized that their professionalism (skills and knowledge) had a positive 
influence on patient-therapist relationship and mentioned it as the most important factor 
regarding patient-therapist interaction. From the view of the hand therapists the therapeutic 
relationship was seen as a vehicle of transferring knowledge and for strengthening the 
compliance to the treatment.

Hand therapist 1 (HT1): […] “Being competent professionally implies that therapists can 
transfer their knowledge to their patients. To do this you need to establish a relationship. 
The patient must be able to rely on you and have confidence in your expertise.”

Besides transferring knowledge, most of the hand therapists mentioned that generating trust 
was also an important aspect of the professional competence. But professional competence 
was emphasized more related to skills and knowledge than with relational skills.

HT5: […] “Being competent professionally means that the therapist generates trust, that 
he knows what he is talking about. But if he does not know a certain issue, he will search 
for an answer and discuss it [with colleagues]. Because nobody knows everything.”
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In addition, to generate trust the persuasiveness of the therapist was mentioned as an 
important factor. Some hand therapists mentioned that in their viewpoint generating trust 
enabled the patient to accept and follow treatment faithfully.

HT2: […] “Hand therapists need to know what they are talking about and react well clinically. 
However, being competent professionally also includes the therapists’ persuasiveness, 
that the therapists gives the patient recognition and says: I understand your problem, and 
I will help you to control the problem, when we work on it, it will be all right.”

2) Active listening was judged to be an important skill for the patient-therapist relationship. 
However, for each hand therapist it was different how important they considered active 
listening to be and it differed what they did with the stories of the patients in their treatment. 
Some hand therapists mentioned that they used active listening to provide a listening ear for 
the patient, to ventilate fears and concerns of the patients. Other hand therapists mentioned 
that it was important for the patient satisfaction during the treatment, because they felt that 
many patients had a need to ventilate their stories.

HT3: […] “Active listening to the patient is the core of my treatment; the patient’s personal 
life influences the treatment. […] Active listening may be done by asking questions, but 
as a therapist, also by giving input to the conversation.”

Some hand therapists mentioned that active listening to the patient requires focusing and that 
active listening sometimes is difficult in treatment. Lack of focus and time were mentioned 
as barriers for active listening.

HT1: […] “Listening to the patient’s story is very important. The patient sees that the 
therapist takes his story seriously. Most of the time I focus automatically on the patients 
story, but sometimes I have to make sure that I do not only look at the patient’s hand 
during treatment.”

3) Checking the reactions of patients was seen also a part of active listening and therefore 
judged as important for developing a strong therapeutic alliance as hand therapist. However, 
checking the reactions of patients was also mentioned to be important during the exercises.

HT3: […] “Checking reactions of the patient is also a part of active listening, and it is 
important to take the patient’s story seriously. This includes looking for non-verbal signs. 
If you observe that the patient is in pain, this is valuable information.”

Although, not all hand therapists focused on non-verbal or emotional reactions. Some of them 
mentioned that they sometimes experienced difficulties with interpretation of non-verbal or 
emotional reactions or avoided emotional reactions to provide professional distance.

6
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HT5: […] “I am usually more focused on the patient’s verbal reactions than on non-verbal- 
or emotional reactions.”

4) Agreement on treatment was judged as an important factor for the patient-therapist 
relationship and is seen beneficial for the treatment process. However, most hand therapists 
acknowledged having often too little attention for this agreement. When patient and hand 
therapist disagree in treatment, agreement on the treatment between patient and hand 
therapist was not always established through negotiation.

HT4: “[…] Agreement on treatment is important, but in some patients, I do not reach 
agreement. They sometimes have a different opinion, then I try to explain why I think 
my idea is a good one. In some cases disagreement with the patient remains. […] As a 
therapist you often know what is good and if the patient really disagrees that’s a pity.”

Besides the previous mentioned four factors hand therapists also aimed to strengthen the 
therapeutic alliance by showing interest, being concerned about the problem and recovery 
of the patient, and relieving tension by using humour in the conversation. Hand Therapists 
indicated that patients want to be understood. In general, hand therapists reported that they 
maintained their own personality during the treatment. Hand therapists also reported that 
they maintained professional distance and therefore sometimes avoided emotional reactions. 
Some hand therapists mentioned that becoming too involved can affect the therapeutic 
alliance negatively.

HT3: […] “I do not want to become involved in patients’ concerns, I want to be involved 
in their injury.”

HT5: […] “Becoming too involved can affect the treatment, perhaps in the wrong direction. 
In some cases I have experienced being (too) involved as an impediment.”

Factors less important regarding patient-therapist interaction from the therapists 
perspective
According to the therapists the following factors were less important in the therapeutic 
alliance; being unprejudiced and decision-making. Hand therapists had different ideas 
about being unprejudiced. Some hand therapists stated that being prejudiced will influence 
the treatment process negatively. Other hand therapists stated that it is impossible to be 
unprejudiced, it is more about how you deal with it. Decision-making with the patient was 
found to be less important for the therapeutic alliance.

HT2: […] “The therapist influences the patient with his/her advice. I make decisions in 
collaboration with the patient.”
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Hand therapists had different opinions about the need to establish a collaboration with the 
patient for decision-making process or not.

HT3: […] “Patients do not have to agree with me. They must have a goal for themselves, 
and I can guide them to set goals on an anatomical level. But I can’t set the treatment 
goal for the patients, that is up to them.”

HT5: […] “I am convinced that shared decision-making is important for the treatment 
process, however I often forget to involve the patient in the decision-making.”

During the interviews all therapists confirmed the use of a ritual during treatment sessions. 
Examples of rituals during treatment sessions were greeting, asking introductory questions, 
formulating conclusions and discussing next steps. However, hand therapists did not see 
these actions as a treatment ritual, but more like repeating patterns during treatment.

Therapeutic Alliance Scores
WAI-12 was completed by 23 patients, which patients scores their experienced therapeutic 
alliance with their therapists: WAI-12 median total score was 40.0 (37.0; 46.8). The lowest 
median domain score was the task domain (13.0 IQR 12.0; 15.8) and the median of the goal 
domain was the highest (15.0 -IQR 13.0; 16.0) (Table 1). The task domain scores of 4 out of 8 
therapists were lower than 80% of the maximal achievable score. The bond and goal domain 
scores of 6 therapists were 80% or more of the maximum score (Figure 2).

Figure 2   |   WAI-12 score per hand therapist (HT), the dashed line indicates 80% of the maximal achievable score.
WAI-12; Working Alliance Inventory. Domain scores range from 0 to 16.

6
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DISCUSSION

Decision-making, feedback and clarifying information were the most frequently observed 
types of communication of the hand therapists. Active listening and checking the reactions 
of patients were the most important types of communication aspects for strengthening the 
therapeutic alliance according to the hand therapists in the interviews. Goals and bond scores 
of the WAI-12 given by patients were higher than those of the tasks-domain.

Behaviours and opinions of the hand therapists seem to be inconsistent on some aspects 
and consistent in other aspects. Decision-making, related to the collaborative relationship, 
was the most frequently observed behaviour while it was judged by hand therapists it to 
be less important for establish a strong therapeutic alliance. Giving feedback and clarifying 
information, the other frequently observed behaviours, are also related to collaborative 
relationship. However, during the interviews hand therapists stated that active listening 
and checking the reactions of patients were the most important aspects. These types of 
communication are related to the interpersonal relationship (Figure 1). Also, hand therapists 
emphasised the importance of agreement on treatment, but in the observations there 
was little attention for the patient’s role in the collaboration between patient and therapists 
regarding agreement. Hand therapists took much time explaining the treatment but explicitly 
seeking agreement of the patient regarding tasks and goals was not observed. This lack of 
seeking agreement might have resulted in relatively lower scores, given by patients, on the 
task domain of the WAI-12. However, the high scores on the goal domain cannot be explained 
satisfactorily in this way. Hand therapists were more consistent regarding professional 
competence. They judged it to be most important and during observations giving feedback, 
decision making and clarifying information were observed most frequently.

One aspect of the therapeutic alliance is the agreement on tasks and goals which is strongly 
related to shared decision making (Joosten, De Weert, Sensky, Van Der Staak, & De Jong, 
2008). Prioritising shared decision-making may result in a better therapeutic alliance and 
a better compliance with treatment (Joosten et al., 2008). In the current study, there were 
different views of hand therapists about whether the decision-making process needed to be 
established in collaboration between the patient and therapists or not. Hand therapists also 
found it difficult to reflect on the therapeutic alliance. These findings may indicate a lack of 
knowledge about the therapeutic alliance which is considered as one of the most commonly 
reported barriers in shared decision-making (Rose, Rosewilliam, & Soundy, 2017).

Each treatment has specific effects and non-specific effects. Non-specific treatment effects 
have three components; the patient’s response to observation and assessment (Hawthorne 
effects), the patient’s response to the administration of a therapeutic ritual (placebo treatment), 
and the patient’s response to the patient-therapist relationship (Kaptchuk & Miller, 2015). 
In general, non-specific treatment effects are changes in patient’s symptoms that are 
attributable to their participation in the therapeutic encounter, with its rituals, symbols, and 
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interactions (Kaptchuk & Miller, 2015). In this study in each treatment a ritual was observed and 
in the interviews hand therapists confirmed rituals to be an important part of the treatment, 
although they referred to it differently (repeating patterns). The importance of the ritual was 
found in previous research in patients with irritable bowel syndrome. The therapeutic ritual 
yielded statistically significant and clinically relevant improvements in these patients (Kaptchuk 
et al., 2008).

Types of communication, non-verbal and verbal, affecting the patient-therapist relationship 
have been evaluated mainly in psychology or general medicine (Grencavage & Norcross, 
1990; Oliveira et al., 2015). Providing positive feedback, answering patient’s questions 
and providing clear instructions for home practise, are positively associated with a strong 
therapeutic alliance (Hall, Ferreira, Maher, Latimer, & Ferreira, 2010). Another study 
emphasized the importance of understanding the patient’s perspective, providing information, 
and developing a shared understanding about achievable goals (Copley, Turpin, Brosnan, 
& Nelson, 2008). These factors were also reflected in our study: being interested in the 
problem and recovery of the patient, explaining the treatment (process) and agreement on 
treatment goals. In physiotherapy, humour and ‘ordinary or casual’ conversation strengthen 
the therapeutic alliance, since they can reduce stress or tension of patients (Crepeau & 
Garren, 2011). However, in the current study laughing was not frequently observed. Therapists’ 
opinions about the relevance of humour in the patient-therapist interaction were diverse. It 
depended on the context and the relationship with their patients. Also, some therapists felt 
uncomfortable using humour in a treatment session.

Limitations
Communication in a therapeutic relationship involves a complex interplay of skills, 
competence, and the therapist’s reflective capacity to respond to the patient in each situation. 
A shortcoming of the direct observations in this study was the limited number of types of 
communication assessed. Hand therapists used more types of communication than the ones 
we scored. Agreement on goals and tasks was not often observed in this study. It is possible 
that the agreement on goals and tasks was already established in the first two sessions. 
To analyse the development of the therapeutic alliance repeated observations over time of 
the same patient and hand therapist are needed. Additionally the presence of the observer 
may have affected the behaviour of the patient and hand therapists. To reduce the effects 
of the observer in future studies a video camera recording the treatment sessions enables 
repeated observations of the same session and assessment of more types of behaviours 
without interference of an observer during treatment sessions. Additionally a camera allows 
a longitudinal analysis of a series of treatment sessions.

The WAI-12 is the most frequently used tool to assess the therapeutic alliance but the 
questionnaire has not been validated for (hand) rehabilitation (Hall et al., 2010). The WAI-12 was 
developed in psychotherapy; therefore it might fail to account for some aspects of therapeutic 
alliances specific for hand rehabilitation (Kayes & McPherson, 2012).
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In this study data saturation was not reached, although the five interviews gave enough data 
to show which factors hand therapists found to be important to strengthen the therapeutic 
alliance.

Implications for Future Research
Further research is needed to understand the underlying mechanism of the (in)consistency 
between the observed behaviours of hand therapists regarding the therapeutic alliance and 
the opinions and attitudes of the hand therapists. Further research is also needed to focus 
on which rituals, symbols and interactions are important to improve treatment outcome 
and how they can be used in clinical practice. Semi-structured interviews with patients and 
therapists should be performed to analyse whether patients and therapists agree on the 
patient-therapist relationship.

Conclusion
Professional competence and the related types of communication (giving feedback, decision 
making and clarifying information) were consistent between the observation and interviews 
as an important factor to strengthen the therapeutic alliance. All hand therapists were in 
agreement about the importance of the quality of the therapeutic alliance and an adequate 
patient-therapist relationship. However, the therapeutic alliance also the patient-therapist 
relationship were not at the centre of the hand therapists concern and they were not used to 
reflecting on these relational concepts. More attention for the patient’s role in the collaboration 
relationship between patient and hand therapists is needed.
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SUPPLEMENTARY MATERIAL

Supplementary Material 1. Operationalization of types of communication of the hand 
therapist observed during treatment sessions.

Behaviour Operationalization and explanation of types of communication

Non-verbal

Using hand 
gestures clarify 
information

Therapist involves hands to clarify the verbally given information 
related to the treatment (process).

Laughing Therapist laughs, as a result of a joke or comment, which is 
important to release tension of the patient (Roberts & Bucksey, 
2007).

Hand contact Therapist using physical hand contact with the patient not related 
to treatment (process), for instance a pat on the shoulder or holding 
the hand briefly.

Closed posture An active and open posture of the therapist positively influences 
patient therapist interaction. When the therapist turns away from 
the patient it is scored. Low scores indicate that the therapist did 
not show a closed posture (Stenmar & Nordholm, 1994).

Verbal

Giving feedback Therapist gives feedback regarding the treatment (process) or 
exercises, for instance: “Good, this is the correct way” or “You 
should move your hand this way”.

Showing empathy Understanding the patient is important to strengthen the 
therapeutic alliance (Roberts & Bucksey, 2007). Therapist clearly 
shows empathy or understanding of the patient’s problem, for 
instance: “I can imagine this is painful” or “Yes, that may be hard”.

Decision making Therapist makes decisions related to the treatment (process), 
for instance: “I will make a splint for you” or “You should do this 
exercise next week”.

Asking opinion Therapist asks for the opinion of the patient about a decision in 
the treatment (process), for instance: “What do you think of it?” or 
“Does it bother you?” (Stenmar & Nordholm, 1994)
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Supplementary Material 2. Interview guide.

A. Introduction of the Interview

• Put the interviewee at ease.
•  Explain the aim of the study: Which factors are playing a role in strengthen the 

therapeutic alliance? How can the therapist strengthen the relationship with the 
patient?

•  Set rules for the interview (maximum duration: 45 minutes, stop if desired).
 
B. Interview

1. What do you think the patient is looking for in a hand therapist? Why do you think this?

2. Can you name specific requirements for a hand therapist?

3. Can you express in percentages how you fulfil these requirements yourself?

4. Rank the factors below while keeping the treatment in mind. Rank them on a scale 
from 1 to 10 (1 = not important and 10 = very important) and state why do you rank it at 
that level. How are these factors implemented in your therapy? (Which factor is the 
most important?)
· Being competent professionally
· Being concerned
· Being unprejudiced
· Being honest
· Alleviating tension
· Active listening to the patient
· Motivating
· Inspiring
· Making decisions
· Showing interest
· Reacting flexibly
· Checking reactions of patients
· Agreement on goals
· Agreement on tasks

5. How should the hand therapist present himself/herself? Why do you think this?
How is that experienced?

6. Do you think your patient is usually himself/herself during treatment sessions? (Yes/no)
Why do you think this?

7. Are you being yourself during treatment sessions with a patient? (Yes/no)
Do you think that is necessary?

8. To what extent should you behave differently with different patients?

9. Why do you think patients like one hand therapist more than another?
Which factors may play a role in this?
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11. Which behaviours (of a hand therapist) do you think the patient likes?
Which behaviours do you think the patient doesn’t like?

12. Can you describe the bond between you and your patients?
How is this bond created?

13. Do you treat your patients with a set ritual? (Yes/no)
How do you experience it?

14. In what way can you improve your behaviour when you interact with your patients?

C. Completion

• Is the anything else you would like to say about the patient-therapist relationship or 
therapeutic alliance? Do you have additional comments?

• Thank you very much for your cooperation.
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