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j Abstract Background The relationship between
patients and their clinicians is an essential factor in
psychiatric treatment. The purpose of this study was
to analyze the influence of psychopathology on pa-
tient satisfaction with the therapeutic relationship.
Methods Data from 969 patients from 40 different
treatment teams collected from eight Norwegian
community mental health centres were analyzed. Pa-
tient satisfaction with the therapeutic relationship was
assessed with a six-item scale: sufficient time for
contact/dialogue, clinicians’ ability to listen and
understand, follow-up of planned interventions, re-
spect for patients’ views/opinions, cooperation among
clinicians, and patients’ influence on treatment.
Mental illness was assessed using the Health of the
Nation Outcome Scales (HoNOS) and Global Assess-
ment of Functioning (GAF) scale. Diagnoses were

established using the International Statistical Classi-
fication of Diseases and Related Health Prob-
lems—10th revision (ICD-10). Treatment outcomes
were clinically assessed retrospectively by rating
changes from start of treatment on seven items.
Multilevel regression analysis was used for a simul-
taneous analysis of the contribution of patient and
team variables. Results Satisfaction was associated
with treatment outcome, better health as assessed
using HoNOS, being female, of older age and having
less psychiatric team severity indicated by the teams’
mean GAF score. Patients with a schizophrenia
spectrum disorder were more satisfied when treated
as in- and day patients, compared with outpatient
treatment. Patients in other diagnostic categories were
less satisfied with day treatment. Conclu-
sions Patients’ perceptions of the therapeutic rela-
tionship may be influenced by psychopathology.
Teams comprising many patients with severe mental
illness may constrain the therapeutic relationship.
Hence, resources and organizational measures should
be carefully considered in such care units.

j Key words therapeutic alliance – user satisfaction
– psychopathology – community mental health ser-
vices – multilevel analysis

Introduction

The relationship between patients and their clinicians
is a central factor in psychiatric treatment, both from
patient [5, 34] and clinical [6, 16, 19, 33] perspectives.
When assessing the therapeutic relationship, patient
perceptions are essential given the subjective nature
of the construct. The measurement of patient per-
ceptions of health services is increasingly recognized
in assessment of healthcare interventions and service
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Ullevål University Hospital
Oslo, Norway

Prof. S. Friis, MD, PhD
Institute of Psychiatry
University of Oslo
Oslo, Norway

Soc Psychiatry Psychiatr Epidemiol (2007) 42:803–809 DOI 10.1007/s00127-007-0229-5
SP

P
E

229



quality [23]. Despite the clinical relevance of the
therapeutic relationship, there is limited understand-
ing of possible predictors of patient satisfaction with
this relationship [15]. In different studies, patient
satisfaction with the therapeutic relationship has been
associated with age, treatment duration, and severity
of psychiatric symptoms [16]. However, it still re-
mains equivocal to what extent such ratings are af-
fected by patients’ mental illness.

Since the interpretation of the association between
self-perceived health status and patient satisfaction is
still open for debate [30], further research is needed to
examine the relationship between mental illness as
assessed by clinicians, and patient satisfaction with
the therapeutic relationship. Patient dissatisfaction
with the therapeutic relationship has been associated
with clinician rated severe conditions and poor
treatment outcome [16]. It is, however, difficult to
discriminate between the effect on patient satisfaction
of mental illness and of lacking improvement. Hence,
there is a need for studies to assess the impact of both
the degree of mental illness and the treatment out-
come on patient satisfaction with the therapeutic
relationship.

When assessing the impact of psychopathology on
satisfaction with the therapeutic relationship, it is
important to take into account the influence of
characteristics of the treatment environment. Re-
search has shown small but significant team-related
contributions to outpatient experiences [2]. Admin-
istrative/structural measures [4] and characteristics of
the clinical work environment [8] have been associ-
ated with patient satisfaction with psychiatric ser-
vices. A classical study indicated that case-mix may
influence the treatment environment in such a way
that a negative ward atmosphere was associated with
the percentage of psychotic patients on the ward [7].
Further studies are required to assess the impact of
the composition of severity of mental illness within
care units. However, data should be analyzed within a
multilevel analytical frame to investigate how pa-
tients’ individual outcomes, such as patient satisfac-
tion, are influenced by the social groups to which they
belong [14].

Because response rates in surveys of patient satis-
faction with psychiatric services are usually low, re-
sults cannot be unequivocally claimed to be
representative of all patients [12, 28]. Although it
seems that patients with more severe mental illness
are less likely to participate in patient satisfaction
surveys [12], the possible consequences of low re-
sponse rates are not fully understood.

The following study attempts to overcome the
previous limitations of research reported in the lit-
erature by analyzing the influence of psychopathology
on patient satisfaction with the therapeutic relation-
ship. We utilized a survey of 969 patients in 40
treatment teams in eight Norwegian community
mental health centres. We hypothesized that patients

with more severe mental illness and poorer treatment
outcome would be less satisfied with the therapeutic
relationship. We also hypothesized that patients in
teams comprising patients with more severe symp-
toms and conditions would be less satisfied with the
therapeutic relationship. As we also had clinical data
on the nonresponders, the study allowed for an
investigation of the representativeness of the
responders, compared with the nonresponders.

Methods

j Data collection

Data were collected from eight community mental health centres
representing a cross-section of urban and rural settings, over a
four-week census period in February–March 2005. Norwegian local
community mental health centres are designed to operate as local
psychiatric hospitals, offering outpatient, day treatment, ambula-
tory care and limited inpatient services, such as short-term crisis
intervention units and longer-term rehabilitation units. All patients
receiving treatment during the census period were asked to com-
plete a questionnaire. The questionnaire was distributed at the
clinic, together with a prepaid return envelope. Most patients re-
turned the questionnaire by mail, although some returned the
envelope through the community mental health centre. The pro-
cedures regarding informed consent, study design and collection of
data were approved by the Norwegian Regional Committee for
Medical Research Ethics, the Data Inspectorate and the Norwegian
Board of Health.

Clinician-rated information was collected on all patients and
could be linked to the patient questionnaire if patients had given
their consent to the linkage. A description of the responders and
the nonresponders are presented in Table 1.

j The patient satisfaction questionnaire

The patient satisfaction questionnaire was designed to provide
information on several aspects of care in collaboration with the
user organization Mental Health Norway. The instrument was
tested in an earlier study at the same centres [29].

We selected six items representing different aspects of patient
satisfaction with the therapeutic relationship: sufficient time for
contact/dialogue, clinicians’ ability to listen and understand, fol-
low-up of planned interventions, respect for patient’s views/opin-
ions, cooperation among clinicians, and influence on treatment. All
these aspects are important from a patient perspective [34]. Each
item was answered on a five-point Likert scale. Factor analysis
produced one single factor for the six items. Hence, a sum score
was calculated and transferred to a 0–100 score, where 100 is the
best possible experience. Corrected item-total correlation values
ranged from 0.39 to 0.71. Cronbach’s alpha was 0.85 and corre-
sponding to a similar scale’s internal consistency in the earlier
study [29]. The scale’s validity was assessed with a correlation
(Spearman’s r) with a question on total satisfaction at 0.49
(P < 0.001) and a question on met expectations at 0.51 (P < 0.001).

j Psychopathology

Based on the International Statistical Classification of Diseases and
Related Health Problems—10th revision (ICD-10) [36], psychiatric
disorders were recoded into two main categories: schizophrenia
spectrum disorders (F2, ICD-10) and other disorders. Problems
with substance abuse were assessed with combined information
from the ICD-10 and two scales on use of alcohol and drugs [18].
Patients receiving diagnoses of mental and behavioural disorders
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due to psychoactive substance use (F10-19, ICD-10) and/or having
a score of 3 or higher on the two scales (abuse/addiction/institu-
tionalized) were rated as abusing.

Symptom severity, level of functioning and treatment outcome
were assessed by the clinician treating the patient. The Health of the
Nation Outcome Scales (HoNOS) [35] and the Global Assessment
of Functioning (GAF) scale (split symptom and function scores
from 1 to 100) [1] were based on the evaluation of the most severe
conditions in the last week. The two GAF scales were combined in
an average score (Cronbach’s alpha = 0.89). The HoNOS comprise
12 different scales: aggression, self-harm, drug/alcohol problems,
cognitive impairment, physical problems, hallucinations and/or
delusions, depression, other psychological problems, social rela-
tionships, activities of daily living, accommodation problems, and
employment/leisure problems. The sum of scales 1–7 and 9–10 was
used as an index of the severity of problems (Cronbach’s alpha =
0.60). Studies have indicated moderately high internal consistency

and low item redundancy of the HoNOS sum score, and thus
support the instrument’s use as a meaningful summary of severity
of symptoms [22]. In an earlier data collection in the same eight
community mental health centres, clinicians’ ratings of case vign-
ettes had shown satisfactory reliability on all HoNOS, with the
exception of scale 8 [29]. Scales 11–12 were excluded since they do
not measure aspects of the patients’ condition. The HoNOS are
rated from 0 (no problems) to 4 (severe problems). The sum score
was transferred to a 0–100 score, where 100 was the most severe
problem level.

The clinicians rated seven items on change in clinical state since
the start of the treatment, each scored on a seven-point Likert scale
where 1 equals much poorer and 7 equals considerable improve-
ment, and with 3 as the rating for no change. The seven items were:
psychiatric symptoms, psychological problems, close relations,
social functioning, practical functioning, work ability, and
behavioural problems. The sum score (Cronbach’s alpha = 0.92)
was used as a measure of treatment outcome and was transformed
to a 0–100 score, where 100 was the best possible treatment out-
come score. Since the time since start of treatment varied sub-
stantially (mean 1.2 years, SD 1.7 among the responders), length of
treatment episode was included as a control variable in addition to
the patients’ age and gender.

j Team characteristics

The community mental health centres comprised different types of
care units and teams. The outpatient teams comprised general
outpatient teams (68%), psychosis/rehabilitation/ambulatory teams
(13%), and drug/alcohol teams (2%). Approximately 8% of the
patients were treated in day units/teams providing mainly group
therapy. About 9% were provided with inpatient treatment. Team
function was categorized into out-, day- and inpatient treatment

teams. The teams’ mean level of GAF and HoNOS scores on the
patients treated by the team were used as measures of severity of
mental illness within each team.

j Statistical analysis

Sample characteristics and representativeness are shown in Ta-
ble 1. Multilevel regression analysis was performed using the
software MLwiN. This analysis simultaneously examines the con-
tribution of team- and individual patient-level characteristics [14].
The regression intercepts were allowed to vary randomly across
teams, making possible an estimation of the variance attributed at
the team versus patient level. The intraclass correlation coefficient
(ICC) is a measure of the degree of agreement between patients
belonging to the same team. When multiplied by 100 it can be
interpreted as the percentage of variance attributed to the team
level. The dependent variable was treated as a continuous variable
and linear regression analyses were performed. Differences were
denoted significant when P < 0.05.

Results

Of the 3,040 patients, 1,194 (39%) returned the
questionnaire. We were able to link 969 of the 1,194 to
the clinical data, as some patients had not given
consent to such linkage. There was no significant
difference in satisfaction between the responders we
could link, compared with those we could not. In
Table 1 we have compared the responders who we
could link to the clinical information (denoted
responders) with the non-responders and the
responders we could not link (denoted nonrespond-
ers). We were not able to distinguish the non-
responders from the responders that could not be
linked. Analyses revealed significant, but small group
differences for the GAF scores (55 vs. 53), as well as
the sum score of HoNOS (19 vs. 22). On average, the
responders were 40 years old and this did not sig-
nificantly deviate from the age of the nonresponders.
The responders comprised 35% males compared with
40% of the nonresponders. The length of episode for
the two groups was not substantially different.
Responders comprised 10% with a schizophrenia
spectrum disorder, compared with 15% of the non-

Table 1 Sample characteristics

Variable Responders St. dev Nonresponders St. dev P

Age (mean) 40.1 12.2 39.2 13.1 0.051
Gender (% men) 35 40 0.010
Episode length in years (mean) 1.2 1.7 1.1 1.9 0.154
Drugs/alcohol (%) 8 14 <0.001
GAF (mean)a 55.2 9.6 52.5 11.2 <0.001
HoNOS (mean)b 18.8 10.2 21.5 12.3 <0.001
Outcome from treatment (mean)c 50.0 14.7 46.6 14.2 <0.001
Schizophrenia spectrum disorders (%) 10 15 <0.001
Outpatient treatment (%) 82 84
Day treatment (%) 11 6
Inpatient treatment (%) 7 10 <0.001
N 969 2,071

aScale from 1 to 100 with lower ratings for more severe symptoms or low functioning
bScale from 0 to 100 with higher ratings for more severe problems
cScale from 0 to 100 with higher ratings for better outcome from treatment
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responders. The responders receiving services from a
day treatment team comprised 11%, compared to 6%
of the nonresponders.

The scale score of patient satisfaction with the
therapeutic relationship was 75.1 (SD = 18.0). Table 2
presents the predictors of patient satisfaction with the
therapeutic relationship. The results are presented as
bivariate associations between each independent
variable and the satisfaction scale, unadjusted for
other variables. Subsequently, the adjusted associa-
tions between satisfaction and all independent vari-
ables were analyzed.

In the bivariate analysis, males were less satisfied
than females (P = 0.031). Satisfaction was positively
correlated with age (P < 0.001), episode length
(P = 0.001), the patients’ score on the GAF scale
(P = 0.004), the patients’ score on the outcome scale
(P < 0.001) and the teams’ mean score of GAF
(P = 0.003). The patients’ score on HoNOS was neg-
atively associated with satisfaction (P < 0.001).
Unadjusted for other variables, outpatients were more
satisfied than day patients (P = 0.017) and inpatients
(P = 0.001). Unadjusted for patient and team vari-
ables, 12% of the variance could be attributed to the
team level.

The patients’ score on HoNOS was significantly
associated with dissatisfaction in the multivariate
model (P = 0.041). However, this association was
weak. A 10 scale-point increase in the scale of HoNOS
(SD = 10) was associated with a 1.4 scale-point de-
crease in satisfaction. The patient score on GAF was
not significantly associated with satisfaction in the
multivariate model. The outcome score was signifi-
cantly related to patient satisfaction (P < 0.001). A 15

scale-point increase in the scale of outcome (SD = 15)
was associated with a 2.9 scale-point increase in sat-
isfaction.

In the multivariate model, the age was positively
associated with satisfaction and females were more
satisfied than males. Episode length was not signifi-
cantly associated with satisfaction in the multivariate
model.

The teams’ mean GAF score was significantly asso-
ciated with patient satisfaction (P < 0.001), indicating
that patients in teams consisting of healthier patients
are more satisfied with the therapeutic relationship,
other variables being held constant. There were no
significant effects of the teams’ mean HoNOS score.

The difference between patients with a schizo-
phrenia spectrum disorder and other patients was
modified by treatment setting (interaction effect
P = 0.012). Patients with a schizophrenia spectrum
disorder were more satisfied with day- and inpatient
treatment compared with outpatient treatment. For
the other patients, day patients were less satisfied than
outpatients.

The variables included in the multivariate regres-
sion model reduced the team level variance from 12%
to about 2% of the total variance. In the multivariate
model, the team level variance at 2% was no longer
significant, which indicate that there was no more
additional variance to explain.

Discussion

This study showed that patient satisfaction with the
therapeutic relationship was related to clinical

Table 2 Multilevel regression analysis of satisfaction with the therapeutic relationship of 828 patients in 40 treatment teams

Independent variables Unadjusteda P Adjustedb P

Patient-level variables
Age 0.18 <0.001 0.15 0.002
Gender (men = 1) )2.59 0.031 )2.59 0.039
Episode length in years 1.14 0.001 0.49 0.169
Drugs/alcohol abuse )3.08 0.158 )1.95 0.389
GAF 0.18 0.004 0.03 0.679
HoNOS )0.22 <0.001 )0.14 0.041
Outcome from treatment 0.24 <0.001 0.19 <0.001
Schizophrenia spectrum disorders 2.18 0.287 2.06 0.406

Team variables
GAF team mean 0.64 0.003 0.94 <0.001
HoNOS team mean )0.48 0.053 )0.11 0.644

Outpatient treatment (reference)
Day treatment )7.00 0.017 )8.42 <0.001
Inpatient treatment )9.70 0.001 0.73 0.829
Interaction (day-/inpatient · Schizophrenia) 14.16 0.012
Team-level variance 39.41c 0.003 6.04 0.082
Patient-level variance 289.36c <0.001 268.19 <0.001
ICCd 12% 2%
Explained variance 17%

aUnstandardized bivariate regression coefficients
bUnstandardized multivariate regression coefficients
cTeam- and patient-level variance estimates in a model without explanatory variables
dThe percent of the total variance attributable to the team level
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assessment of mental illness, both due to each pa-
tient’s psychopathology as well as to the composition
of mental illness severity in each team.

In the multivariate regression model, the patient
score on the sum scale of HoNOS was weakly asso-
ciated with patient satisfaction, but not the GAF scale.
Since the HoNOS was based on nine different items,
the scale’s score is likely to capture a wider range of
psychiatric symptoms than with the GAF score. This
may also imply that the HoNOS is a more consistent
measure than the GAF scale, which may explain why
the HoNOS association was significant despite con-
trolling for other independent variables, such as
clinical assessment of treatment outcome. However,
despite of support to the HoNOS sum score as a
meaningful summary of severity of symptoms [22], it
has been argued that HoNOS sum score does not
measure a single, underlying construct of mental
health status, and that it is not clear what the total
score is a measure of [32]. Nevertheless, the fact that
HoNOS sum score was still significantly related to
patient satisfaction, even when controlling for treat-
ment outcome, indicates that patients with more se-
vere mental health problems are not dissatisfied with
their clinicians merely as a consequence of unmet
expectations of improvement. For instance, it is likely
that the patients’ mood would be affected by the
severity of their illness; hence, to some extent, expe-
riences could be coloured by the mental illness itself.

Patients with better outcome were more satisfied
with the therapeutic relationship. This finding sup-
ports patient satisfaction with the therapeutic rela-
tionship as an individual outcome measure. However,
the present study’s outcome measure was not based
on pre-, post evaluations, but clinician evaluations of
improvement at the time of registration. There is
some evidence that retrospective evaluations of out-
come may be influenced by the degree of severity at
the point of the evaluation [20], and given the sub-
stantial variability in duration of treatment, this may
have had some impact on the assessment of
improvement. Furthermore, it is not certain whether
patient satisfaction with the relationship is a conse-
quence of improvement or whether improvement is a
consequence of a good relationship. Further longitu-
dinal studies are required to assess how satisfaction
varies along with the change in severity of the mental
illness.

Following previous findings, age was positively
associated with patient satisfaction [16], even when
controlling for other independent variables. Crow
et al. [3] suggested various explanations for why older
people generally report higher satisfaction. For in-
stance, it may reflect that older people are more
accepting than younger patients. Moreover, they may
also have lower expectations based on prior experi-
ences when standards were lower. Alternatively, old
age may engender more care and respect from the
providers. Women were more satisfied compared with

men, a result that is in line with previous research [2].
However, this difference was marginal. Duration of
treatment episode was significantly related to satis-
faction. However, when controlling for the other
variables, this association was reduced and not sig-
nificant. Hence, this suggests that patients are not
satisfied merely in order to justify their commitment
of time and effort, but partly as a consequence of
improvement during treatment.

Uncorrected for confounding variables, 12% of the
variance could be attributed to the team level, a result
that is considerably higher than that usually found in
other patient satisfaction studies [2]. Teams in com-
munity mental health centres have a considerable
diversity in provided services, offering individual
therapy, day/group treatment, ambulatory care and
some inpatient services, such as short-term crisis
intervention units and longer-term rehabilitation
units. This may be a reason for the high team-level
contribution to satisfaction variance, uncorrected for
other variables. The multivariate model of the present
study, however, explained a major amount of the
between-team variance (a reduction from 12% to 2%).
Hence, patients’ psychopathology may have a major
impact on patient satisfaction differences between
care units. As a consequence, the current results do
not support the common practice of aggregating user
satisfaction data for cross-unit comparison and
ranking of care units and institutions—especially
without clinical information about both the patient
and the team.

Although we could explain a considerable amount
of the between-team variance, the total explained
variance was only 17%. In spite of statistically sig-
nificant results for several of the independent vari-
ables, dissatisfaction with the therapeutic relationship
should not necessarily be attributed to particular so-
ciodemographical or clinical patient characteristics,
since these characteristics were able to explain only a
moderate part of the variance.

The present results indicate less satisfaction with
the therapeutic relationship in teams comprising pa-
tients with more severe conditions, as measured by
the teams’ mean GAF score, and controlled for pa-
tients’ individual levels of mental illness. This result is
in line with the result from a study of short-term
wards [7], where the ward atmosphere was associated
with the percentage of psychotic patients. The team
composition of severely ill patients may influence the
environmental climate in different ways. In a quali-
tative study of patients with schizophrenia, fear of
other patients was linked to dissatisfaction [5].
Moreover, inpatient aggressive and suicidal behav-
iours have been associated with negative clinician
feelings towards the patient [26]. Many patients with
severe conditions may also be resource-draining for
the team as a unit and this may cause problems in
meeting all patients’ needs and demands. Further
research should assess how mental illness composi-
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tion in care units influences the treatment environ-
ment, both among patients and clinicians.

In the multivariate analysis, patients with a
schizophrenia spectrum disorder were more satisfied
when receiving in- and day patient treatment, com-
pared with outpatient treatment. This may indicate
that patients with a chronic disorder benefit from the
close follow-up in day- and inpatient treatment.
However, it is reasonable to be cautious in inter-
preting this result since the number of responders
with both a schizophrenia disorder and treated as in-/
day patients was low. In the patient satisfaction lit-
erature, patients with a diagnosis of schizophrenia or
psychosis have reported less satisfaction [9, 13, 21],
no differences [10, 11, 31] or more satisfaction [24,
25], compared with patients in other diagnostic cat-
egories. These different results may be influenced by
time and place of assessment and adjustment for
other variables. Moreover, these results may also re-
flect a variation in treatment quality for this patient
group. Hence, further studies are required to assess
the quality of care in different settings for patients
with chronic psychiatric disorders.

The patient response rate in this study was modest
(39%), a common problem in mental health user
surveys [28]. The literature in general is not conclu-
sive on the consequences of low response rates [17,
27, 37]. In the present study, however, we were able to
perform an analysis of the differences between
responders and nonresponders. To some extent,
nonresponders appeared to represent greater symp-
tom severity and decreased functioning, characterized
by lower GAF and HoNOS scores as well as a greater
proportion of patients with a diagnosis of schizo-
phrenia. Hence, the variability of patients with dif-
ferent psychopathology is smaller among the
responders than it would have been if all the patients
had been included. The findings of our study could
therefore have been strengthened by a higher re-
sponse rate.

We were not able to assess patient satisfaction with
the therapeutic relationship for individual clinicians.
As the relationship between patients and clinicians is
emphasized, it is likely that characteristics of clini-
cians would be important predictors of patient satis-
faction with the relationship.

Conclusion

This study indicates that psychopathology—both as a
characteristic of the individual patient and of the
organizational unit of teams—can influence the satis-
faction with the therapeutic relationship. The signifi-
cant relationship between clinical assessment of
treatment outcome and patient satisfaction gives sup-
port to patient-rated outcomes as one of several mea-
sures of clinical utility of treatment. However, further

longitudinal studies are required to assess how satis-
faction varies along with the change in severity of the
mental illness. Patients’ psychopathology may have a
considerable impact on differences in patient satisfac-
tion between services. Less satisfaction was associated
with more severe psychiatric symptomatology in each
team. Hence, possible consequences for resource dis-
tribution and organizational development should be
carefully considered for teams and care units com-
prising many patients with severe conditions.
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