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Summary: Background: Although the therapeutic relationship (or ‘alliance’) is well known to be a key compo-
nent of psychiatric treatment, there has been no simple way to objectively measure the patient-therapist relation-
ship. Here, we measured the psychological distance between patients and their therapists by using the Pictorial
Representation of Illness and Self Measure (PRISM).

Patients and Methods: We analyzed the patient-therapist relationship of 112 patients from two hospitals in Japan
(54 males, 57 females, 1 unknown; age 46.20 = 15.03 years [mean =+ SD]) who completed the PRISM and self-
report questionnaires (LSNS-6, K6, and BASIS-32) about their social network, psychological distress, and out-
comes of mental health treatment.

Results: PRISM measurements were available for all patients who consented to participate. In the comparison by
disease category, schizophrenia recorded the closest distance to the psychiatrist in charge, followed by bipolar dis-
order, depression, and neurotic disorder. Regarding the distance to the psychiatrist in charge, PRISM showed a
weak negative correlation (r = —0.23, p < 0.05) with age, indicating that with increasing age, the therapeutic rela-
tionship was more important to the patients.

Conclusion: Our findings indicate the possibility of implementing PRISM to assess the impact of the therapeutic
relationship in patients with a wide range of psychiatric disorders, and they suggest that PRISM holds great poten-
tial for clinical application.
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INTRODUCTION

Psychiatric treatment consists mainly of pharmaco-
therapy and psychotherapy. The therapeutic relation-
ship (or ‘alliance’) between a patient and his or her
therapist or psychiatrist is well known to be a key
component of psychiatric treatment [1,2]; however,
no simple way to objectively measure the patient-ther-
apist relationship has been established. The existing

methods of measuring the patient-therapist relation-
ship include case report descriptions and question-
naire studies such as the Working Alliance Inventory
(WA [3]. A systematic review of the therapeutic alli-
ance in psychological therapy for people with schizo-
phrenia showed that a therapeutic alliance using vali-
dated measures predicts overall psychotic symptomatic
outcomes, and the review’s authors noted that there is
a need to consider the alliance from the perspective of
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both the patient and the therapist during therapy [4].

A potential disadvantage of using a questionnaire
is that the questionnaire may be dependent on the re-
spondent’s language abilities. In addition, if a ques-
tionnaire is comprised of a large number of items to
answer, the psychological burden may be too large for
patients with mental illness.

To address these weaknesses, we developed a plan
to use the Pictorial Representation of Illness and Self
Measure (PRISM), a visual tool that assesses relevant
subject-object relationships by measuring the distance
between oneself and an object in a two-dimensional
flat space [5,6]. A person’s suffering due to illness can
be estimated using Self-Illness Separation (SIS),
which measures the distance between the centers of
the Self and Illness Disks. Since the development of
PRISM in 1998, various measurement targets have
been examined [5,7], e.g., suicidality [8], job [9], trau-
matic events [10], and risk perception of overseas
travelers [11]. To the best of our knowledge, PRISM
has not been used to measure the quality of the rela-
tionship between patients and therapists. We specu-
lated that PRISM could be applicable to patients with
psychiatric disorders because it is simple to adminis-
ter, and it is easy to avoid asking patients to answer
questions that may lead to psychological burdens.

Using PRISM, we conducted the present study to
measure the therapeutic relationship between patients
and therapists. We suspected that we could determine
how patients’ psychopathology levels affect the psy-
chological distance between them and their therapists
by comparing the PRISM results of patients in differ-
ent categories of psychiatric disorders (obtained from
the patients’ medical records).

Our hypotheses were that: (i) patients with schizo-
phrenia would have a greater psychological dis-
tance — meaning a weaker therapeutic alliance — than
patients in other disease categories (especially depres-
sion and neurotic disorders), and (ii) among the pa-
tients, the psychological distance from their therapists
would be negatively correlated with psychological
distress. The reason why we hypothesized that patients
with schizophrenia would have greater distance from
their therapists was that a core characteristic of schizo-
phrenia is a lack of awareness of their illness [12] and
that they tend not to feel the need for treatment. We
thought it logical that the relationship with the thera-
pist would be distant if the patients did not feel that the
treatment was meaningful. Regarding the second hy-
pothesis, we considered that subjective distress might
cause people to seek treatment and become closer to
the therapist.

PATIENTS AND METHODS

Patients

The data collection was conducted from June 2018
to November 2019. The subjects included a total of 79
outpatients and 33 inpatients from the psychiatric de-
partments of two hospitals in Japan. The inclusion cri-
terion was patients who were >20 years old. We ex-
cluded patients: (i) with organic psychiatric diseases
such as epilepsy and dementia and (ii) those consid-
ered inappropriate for the study by the principal inves-
tigator and sub-investigators. Possible exclusions in-
clude being too agitated to calmly listen to the
explanation, being unable to understand the explana-
tion due to thought blocking and inhibition of thought,
and being unable to respond to the psychiatrist in
charge.

In Japan, the interval between visits to a psychiat-
ric department for most patients is generally 2—4
weeks. For inpatients, the frequency of patient inter-
views is not fixed, but interviews lasting ~30 min are
often scheduled 1 or 2 times/week. In this study, we
did not investigate the intervals between visits for in-
dividual patients.

Procedures

A questionnaire request form was distributed to
the participants. Explanations about voluntary partici-
pation, the purpose and methods of the study, the sur-
vey items, the protection of personal information, and
contact information were conducted orally, and writ-
ten consent was obtained from each participant. After
the patients’ completion of PRISM, their sociodemo-
graphic data were obtained, and a self-administered
questionnaire was provided. The results were collect-
ed by the research collaborators at the two study sites.
The total duration of the survey was ~15 min. Each
patient’s primary psychiatric disorder was extracted
from his or her medical records, and the extracted in-
formation of primary psychiatric disorders was classi-
fied as schizophrenia, bipolar affective disorder, de-
pression, neurotic disorder, and others according to
the ICD-10 classification system.

Assessment tools

The Pictorial Representation of Illness and Self
Measure (PRISM) (Fig. 1) was used as a tool to meas-
ure the therapeutic relationship using the psychologi-
cal distance between patients and the psychiatrists in
charge. PRISM was originally developed for patients
with chronic illness and patients who complained of
pain, and it has shown high reliability [13]. In the pre-
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sent protocol, the patients were told that an A4-size
white metal plate represented the patient’s life, and the
7-cm-diameter yellow circle at the lower right corner
indicates the patient’s ‘self.” The patient was given a
5-cm-diameter magnet (A) and asked to imagine the
space between the therapist as the object and him/her-
self (‘self’) and place the magnet at the appropriate
distance. The distance between the stationary ‘self’
circle and the placed magnet was measured as the psy-
chological distance.

The Lubben Social Network Scale (LSNS-6) is a
scale originally developed to assess the social network
of elderly people [14]. The Japanese version of the
LSNS-6 was used in the study of residents who were
affected by the Fukushima Daiichi Nuclear Power
Plant accident [15], and the results demonstrated that
this scale could be used for all age groups of adults.
The Japanese version of LSNS-6 was validated by Ku-
rimoto et al. in 2011 [16]. The higher the score on the
LSNS-6, the broader the social network; scores <12
points are considered to indicate social isolation.

The Kessler Psychological Distress scale, Six-
item (K6), is a self-administered questionnaire to as-
sess depression and anxiety symptoms [17]. The K6 is
scored as 0—24 points, with higher scores indicating
greater psychological distress. The Japanese version
of the K6 was validated by Furukawa et al. in 2008
[18] and by Sakurai et al. in 2011 [19].

“Psychiatrist in charge”

\

Fig. 1. The Pictorial Representation of Illness and Self
Measure (PRISM) method.

The Behavior and Symptom Identification Scale
(BASIS-32), developed by Eisen et al. in 1996 [20], is
a 32-item self-report scale for the assessment of be-
haviors and symptoms with five subscales: relation to
self/others, daily living/role functioning, depression/
anxiety, impulsive/addictive, psychosis. It assesses the
outcomes of mental health treatment from the patient’s
perspective. The Japanese version of the BASIS-32
was validated by Setoya et al. [21]. The scores range
from O to 128, with higher scores indicating a poorer
assessment of the mental health treatment.

Statistical analyses

Since the PRISM distance data used in this study
did not show a normal distribution, nonparametric
tests were used. The Mann-Whitney U-test was used
for comparisons between two groups, and the Kruskal-
Wallis test was used for comparisons between three or
more groups. Spearman’s rank correlation coefficient
was used for correlations. The significance level was
set at 5%. The statistical analyses were performed us-
ing JMP Pro 16.1 (SAS Institute, Cary, NC, USA).

Ethical considerations
This study was conducted with the approval of the
Ethics Committee of Kurume University (No. 18060).

RESULTS

The patients’ sociodemographic data

Table 1 summarizes the sociodemographic data of
the 112 patients (54 males, 57 females, 1 unknown;
age 46.20+15.03 years [mean=*SD]). Their ages
were significantly different by disease category (y* (3)
= 9.6, p = 0.02), and the Steel-Dwass test showed a
significant difference in age between the patients with
schizophrenia and those with neurotic disorders (IZI =
2.83, p = 0.02). The mean duration of treatment with

TABLE 1.
Sociodemographic data of the study participants (n=112; 54 males, 57 females, 1 unknown)

Age, yrs; Duration of treatment with the psychiatrist
n mean + SD in charge, months; mean = SD

All 112 4620+15.03 42.02+46.02
Schizophrenia 43 50.67 = 14.70 59.74 £50.26
Bipolar disorder 23 4791 £13.25 3470 £49.50
Major depression disorder 18 4622+ 14.01 34.61£31.25
o dsorir ey St 34 3302157
Others 4 n/a n/a
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the psychiatrist in charge was 42.02 months (SD 46.02
months) but ranged from O to 177 months (median
23.5 months). There was a significant difference in the
duration of treatment with the psychiatrist in charge
by disease categories (x* (3) = 15.0, p < 0.01). The
Steel-Dwass test showed a significant difference be-
tween the duration of treatment of the schizophrenia
patients and that of the bipolar disorder patients and
between the duration of treatment of the schizophrenia
patients and that of the neurotic disorder patients (IZI =
327,p< 001;1Z1=2.96,p=0.016).

Psychological distances by PRISM

The data of the distances measured by PRISM is
shown in Table 2. The therapist-patient distances
showed a wide distribution. There were no significant
differences in the PRISM distance by sex or disease
category. However, there were several issues that are
worth considering in detail. (/) In a comparison be-
tween male and female patients, the distance to the
psychiatrist in charge was approx. 15 mm closer for
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male patients. (ii) In the comparison by disease cate-
gory, schizophrenia was the closest to the psychiatrist
in charge, followed by bipolar disorder, depression,
and neurotic disorder, respectively.

Assessment scales

The mean scores of the LSNS-6, K6, and BA-
SIS-32 were 9.90 (SD 5.84),9.15 (SD 6.24),and 28.36
(SD 21.94), respectively. There were no significant
differences by sex or disease category in the LSNS-6,
K6, or BASIS-32.

Relationship between the PRISM distances and other
measures

The correlations between the distance shown by
PRISM and the results of the other measures are
shown in Table 3. Regarding the distance to the psy-
chiatrist in charge, PRISM showed a weak negative
correlation with age. There were no significant corre-
lations between PRISM and the LSNS-6, K6, and BA-
SIS-32 assessment measures.

TABLE 2.
Distance between the patients and psychiatrists in charge
Mean = SD Median Range Izl p

All,n=112 119.0£62.2 116 5-269 n/a  n/a
Male, n =54 111.4£542 116 5-269 089 04
Female,n =57 126.2 +68.7 110 10-265
Disease category: Mean = SD Median Range H p
Schizophrenia, n = 43 107.0x58.3 90 5-269 334 03
Bipolar disorder, n = 23 114.0x57.7 106 10-250
Major depression disorder,n =18  128.6 £58.8 126 39-257
Neurotic disorders, n = 24 1374+74.1 128 13-264

TABLE 3.

Correlations between the distance shown by the PRISM and other measures

PRISM

Psychiatrist in charge Age K6 Total LSNS6 Total BASIS32 Total
PRISM
Psychiatrist in charge 1
Age —0.23* 1
K6 Total 0.03 —0.38%* 1
LSNS6 Total -0.04 0.05 —0.23% 1
BASIS32 Total 0.08 —0.39%%* 0.77%* —0.23* 1

*p<0.05, **p<0.01. BASIS: Behavior and Symptom Identification Scale, K6: Kessler Psychological Distress
Scale: 6-item, LSNS: Lubben Social Network Scale, PRISM: Pictorial Representation of Illness and Self Measure.
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DISCUSSION

To the best of our knowledge, this is the first study
to use PRISM as a psychological distance measure for
therapists. PRISM measurements were available for
all the patients who consented to participate in this
study, and the results suggest that the study partici-
pants clearly understood the meaning of PRISM. Our
results are consistent with the statement by Sensky &
Biichi (2016) that PRISM is simple to administer,
readily understood, and yields personally salient re-
sults quickly [5]. Since some of our study participants
might have difficulties in cognitive functions because
of mental illness, it is especially important that we ob-
serve the feasibility of using PRISM to measure the
patient-therapist relationship.

Regarding the distance between the patients and
the psychiatrists in charge, our results did not support
our hypothesis that patients with schizophrenia would
have a less intensive therapeutic relationship, as ex-
pressed by a greater psychological distance from ther-
apists. Unexpectedly, our results were in the opposite
direction. A weak negative correlation was identified
between the distance from the therapist shown by
PRISM and the patient’s age, and the results also re-
vealed that the patients with schizophrenia were older
than those with neurotic disorders, suggesting that
there may have been some age-related factors in-
volved.

It has been reported that the therapeutic alliance in
schizophrenic patients strengthens with age [22]. Our
finding that the duration of treatment with the patients’
therapists was also the longest among the patients with
schizophrenia may also have been reflected in the
closeness of the patient-therapist relationship. How-
ever, another study obtained inconsistent results, i.e.,
that age and length of treatment with the current thera-
pist were unrelated to the treatment alliance and that
the treatment alliance was stable over time [23].

A study by Nechamkin et al. (2003) compared pa-
tients with schizophrenia and healthy controls by us-
ing the Comfortable Interpersonal Distance (CID)
scale, which measures interpersonal distance by imag-
ining the patient at the center of a 9-mm-radius circle
in a two-dimensional plane and illustrating the safe
distance from others approaching from the outside
[24]. They observed that compared to the healthy par-
ticipants, the patients with schizophrenia indicated
significantly greater distances from family members
and their own image; however, there was no signifi-
cant difference in the distances between patients and
‘significant others’ such as friends, physicians, and

superiors. Considering our findings, in which the
PRISM distance is rather close in patients with schizo-
phrenia, it would be possible to illustrate the physi-
cian-patient relationship investigated in the present
study as a ‘significant others’ relationship, as shown in
Nechamkin’s study. Itis important to note that PRISM
and CID are not the same concepts: CID focuses on
the personal space of the patient by indicating the dis-
tance at which he/she feels safe when the other person
approaches him/her in the center. In PRISM, patients
are asked to indicate their relationship with their doc-
tor directly in terms of distance. Fear of being ap-
proached is associated with CID, but no such fear is
thought to be associated with PRISM.

Interestingly, Nechamkin et al. reported that the
CID scale distances were not correlated with positive
symptoms of schizophrenia, but they were correlated
with negative symptoms. To elaborate, when negative
symptoms were severe, patients tended to distance
themselves from family members and other close peo-
ple, while they tended to be closer to those they should
generally distance themselves from, such as threaten-
ing people. However, this result is not consistent; in a
more recent study, interpersonal distancing from
threat-related and hostile figures by the CID was as-
sociated with psychotic and affective symptoms [25].
Although we did not measure the severity of the pa-
tients’ symptoms in this study, the distance between
the patients and their therapists may have been influ-
enced by their symptom profiles.

Our patients with depression showed greater dis-
tances from their therapists compared to the patients
with schizophrenia, although there were no significant
differences between them. A study using the CID scale
among patients with depression, patients with schizo-
phrenia, and a non-patient group [25] showed that dis-
tances from generally positively-valenced stimuli
(self-images, family members, and significant others)
were significantly larger for depressive individuals
than for healthy subjects, but they were similar to the
analogous distances for patients with schizophrenia;
whereas distances from strangers (emotionally neutral
and hostile stimuli) were similar in the depressed and
control participants, although they substantially ex-
ceeded those in the schizophrenia group. Comparing
our results to this previously published paper, there
seemed to be a similarity with respect to the distance
to the therapist, as indicated by the positively-valenced
relationship.

The PRISM distances shown by the present pa-
tients in the category of neurotic disorders also re-
vealed an interesting finding. Of the studies that meas-
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ured personal space without the use of a planar
metaphor (in which patients were actually in the room
and asked to report the distance at which they would
feel safe if a stranger entered the room), one study
compared patients with anxiety disorders to patients
with schizophrenia [26]. The study’s results demon-
strated that the distance reported by patients with anx-
iety was greater than that of patients with schizophre-
nia. In another investigation that used the 127-item
Inventory of Interpersonal Problems scale for stu-
dents, the interpersonal distance was determined by
social anxiety scores, not depression, and higher so-
cial anxiety was observed to result in a greater inter-
personal distance [27]. Taken together, our present
findings suggest that the disease-specific distances to
therapists are consistent with previous findings.

Our results did not support our second hypothesis
that the psychological distance from their therapists
would be negatively correlated with psychological
distress. In the present study, the number of subjects
was small, so we could not examine correlations by
disease. It could be explained that the relationship be-
tween psychological distress and PRISM was not ob-
served due to the various disease and severity groups
being included. Future studies will shed more light on
this point when the number of subjects is increased,
and it becomes possible to examine correlations by se-
verity and types of disease.

It is possible that differences in the treatment envi-
ronment may affect the treatment relationship. A study
compared the quality of the therapeutic alliance be-
tween psychodynamic-interpersonal and cognitive be-
havioral therapy in 57 clients with depression [28],
and their results indicated significantly greater alli-
ance scores for cognitive behavioral therapy sessions
on the whole. Regarding whether the treatment envi-
ronment differs by disease categories, we suspect that
there is not much difference in the treatment settings
in Japan. In the Japanese healthcare insurance system,
there is no system to determine the fee for psycho-
therapy by the length of time, and each interview is
generally <15 minutes. The duration of the interview
is largely dependent on individual factors, and there
are a few factors that can be distinguished by disease
categories. We believe that the difference in the prox-
imity by disease categories shown in our present study
indicates how patients feel about the presence of a
psychiatrist in charge, regardless of the duration or
formality of the interview.

There are several limitations to this study. Because
this was a cross-sectional study, we could not examine
intra-individual variability. Although the main pur-

pose of the study was to analyze the differences among
disease categories, the number of subjects in each dis-
ease category varied. This may have affected the re-
sults. The patients’ disease classification was obtained
from their medical records, but another limitation is
that the disease classification was determined based
on the name of the primary disease alone. In addition,
we did not investigate the characteristics of the psy-
chiatrists in charge.

Despite these limitations, we believe that this
study presents the possibility of implementing PRISM
for patients with a wide range of psychiatric disorders
and that PRISM has great potential for clinical appli-
cation. In addition, differences in the psychological
distance shown by PRISM due to the content of medi-
cations and changes in the relationship with the thera-
pist over time, during the course of treatment, can be
discussed between patients and therapists with whom
a trusting relationship has been established.

CONCLUSION

Our results demonstrated the possibility of imple-
menting PRISM as a tool to measure the therapeutic
relationship in psychiatric patients. We hope that fu-
ture longitudinal and large-scale studies will be con-
ducted based on the results of this study. Since cultural
differences may exist in the relationship with physi-
cians and in attitudes, international comparative stud-
ies are also encouraged. The measurement of psycho-
logical distance as an application of the PRISM
technique could be widely used to help patients to
communicate their views.
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