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Abstract

Background: Personality disorders are complex mental disorders characterized by interpersonal difficulties and are notoriously difficult
to treat. Inpatient treatment offers patients the opportunity to establish therapeutic alliances, which can help alleviate their clinical
dilemmas. However, there is currently a lack of research that takes the perspective of inpatients as the main subject. This study aims
to delve into the significant events experienced by inpatients with personality disorders from their own perspective and explore their
significance and impact on the individuals. Methods: Nine inpatients with personality disorders at different stages of hospitalization from
a psychiatric specialty hospital were selected for semi-structured interviews. Grounded theory was used to analyze the data. Results: In
the context of hospitalization, the significant events that patients experienced mainly include the ‘giving’ and empowerment by therapists,
the contained and holding hospital environment, supportive relationships with peer patients, and the biopsychosocial impact of medication
on patient perception and therapeutic engagement. Conclusion: Implicit ‘giving’ by therapists fosters empowerment and strengthens the
therapeutic alliance, enhancing patient engagement and outcomes. The hospital environment offers a structured space for self-reflection
and emotional recovery, while peer relationships promote growth. The combination of pharmacotherapy and psychotherapy stabilizes
patients’ psychological states and improves receptivity to treatment. An integrated approach to these treatments is essential for optimizing
patient outcomes.
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Main Points
• This study explores the experiences of inpatients with
personality disorders from their own perspective.

• Empowerment by therapists, supportive hospital envi-
ronment, and peer relationships are identified as key ex-
periences.

• A structured hospital setting fosters emotional recovery
and self-reflection.

• Combining pharmacotherapy and psychotherapy opti-
mizes patient recovery and engagement.

• Grounded theory analysis provides new insights into the
therapeutic impact of hospitalization.

1. Introduction
Personality disorders are often regarded as one of the

most difficult mental illnesses to treat, primarily due to
their complex pathological features and long-term course
[1–3]. Additionally, personality disorders frequently co-
occur with depressive disorders [4–6], post-traumatic stress

disorder [7], anxiety disorders [8], and other Axis I mental
illnesses [9,10], which further exacerbates the impairment
of social functioning in patients and severely hinders their
normal functioning in daily life, professional settings, and
interpersonal relationships. Particularly in terms of inter-
personal relationships, individuals with personality disor-
ders often face significant challenges, which hinder the for-
mation of any effective therapeutic alliance in daily situa-
tions, and a therapeutic alliance is a prerequisite for success-
ful treatment [11]. Therefore, it is particularly important to
provide a stable and secure interpersonal therapeutic envi-
ronment for patients with personality disorders. Inpatient
psychotherapy can construct a comprehensive professional
interpersonal therapeutic environment, thereby promoting
the formation of effective therapeutic alliances. However,
inpatient treatment for personality disorders is rarely re-
ported in the literature. To the best of our knowledge, only
a few studies have investigated its effectiveness, most of
which have promising results [12–14]. Bartak et al. [15]
compared the treatment outcomes of three psychological
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treatment environments for patients with cluster B person-
ality disorders (outpatient, day hospital, and inpatient) and
the findings identified the most effective treatment for psy-
chopathological symptoms among patients receiving inpa-
tient psychotherapy. Kraus et al. [16] also found that inpa-
tient psychotherapy was effective for improving the level
of patients’ personality functioning.

At present, research on the therapeutic efficacy of in-
patients with personality disorders mainly focuses on the
following aspects: using different diagnostic models to pre-
dict the effectiveness of outcomes [17], examining treat-
ment effects through various intervention methods [18,19],
studying how to accurately and quickly identify patients
with personality disorders and manage their hospitalization
effectively from the perspective of clinical workers [20],
and using objective measurement tools to measure and sta-
tistically test key factors in therapeutic efficacy [21]. Most
of these studies set the outcomes as assessments made by
clinicians. Few studies use subjective reports from patients
to test the effectiveness of treatments. Nevertheless, the
recovery of individuals with mental disorders is primar-
ily a self-defining process. For instance, De Smet et al.
[22] found that positive psychotherapeutic outcomes are not
solely contingent on symptom reduction; rather, they are
linked to the patient’s sense of empowerment and attain-
ment of a new personal equilibrium, even if the individual
continues to face ongoing struggles and conflicts during this
progression. Therefore, investigating therapeutic factors in
patients with personality disorders is a complex process that
cannot be separated from the subjective feelings and expe-
riences of patients. Understanding what plays a key role in
the hospitalization process from the patient’s perspective is
a necessary and less traveled path to exploring the path to
healing in personality disorders.

Investigating the mechanisms of change in inpatient
treatment for patients with personality disorders is crucial
for continuously improving intervention outcomes. Green-
berg used an event-based approach to study the process of
change. He believed that an event consists of four compo-
nents: the patient’s problem marker (e.g., a particular con-
flict), the therapist’s operation (intervention), the patient’s
performance (response), and the immediate in-session out-
come (e.g., the integration of conflictual tendencies or cog-
nitive restructuring) [23]. Hill and Corbett [24] identified
significant events in therapy as those that have a significant
positive or negative impact on the patient. Identifying such
significant events, i.e., moments that patients perceive as
having a helpful impact, provides valuable data on the pro-
cess of therapeutic change [25].

Significant events have also been used simultaneously
as a research methodology to explore the identification of
significant moments in the therapeutic process by individ-
uals (mainly patients, but also therapists). Taking a ther-
apeutic session as a unit, the therapeutic scene is revisited
through audio or video recordings. The process of therapist-

patient interaction is analyzed and interpreted from a mi-
croscopic point of view and different categories of signif-
icant events are obtained. However, such studies do not
consider the whole dynamic process of therapy from a long-
term perspective; particularly in inpatient settings, patients’
interaction patterns are much more complex than those in a
simple individual therapeutic context, necessitating further
in-depth research.

This study aims to adopt a ‘long lens’ approach to an-
alyze the experiences of psychiatric inpatients with person-
ality disorders by focusing on significant events. Specif-
ically, it explores the critical events perceived by patients
during hospitalization, examining their meaning and impact
from the patients’ perspective. Through analyzing and re-
constructing these events, the study seeks to identify key
categories of significant events and potential therapeutic
factors as understood from the viewpoint of the inpatients.

2. Methods
2.1 Inclusion and Exclusion Criteria

In this study, a purposive sample of nine inpatients
was selected fromWuhan Mental Health Center, the largest
psychiatric hospital in south-central China, between June
to December 2019. The inclusion criteria were adult in-
patients who had been diagnosed with both the Diagnostic
and Statistical Manual of Mental Disorders, Fifth Edition
(DSM-5) mood/anxiety disorders and personality disorders
and were willing to participate in this study. In addition
to traditional psychopharmacological treatments, these pa-
tients received individual psychotherapy twice a week and
group psychotherapy once a day, with typical hospitaliza-
tions lasting around 3 months due to the complexity of their
conditions. The exclusion criteria were patients in the acute
phase of mood disorders and those with comorbid thought
disorders. Of the nine patients, six were male and three
were female, with an average age of 36 years (range: 24 to
58 years). The most common Axis I diagnosis was major
depression (n = 5). The subtypes of personality disorders
that the nine patients suffered from were borderline person-
ality disorder (n = 3), paranoid personality disorder (n = 2),
narcissistic personality disorder (n = 2), and avoidant per-
sonality disorder (n = 2). The relevant information is shown
in Table 1.

2.2 Procedures and Data Collection
The interview outline for this study is shown in Ta-

ble 2. This outline was developed according to Greenberg’s
theory of three dimensions of significant events, which was
further informed by the Helpful Aspects of Therapy (HAT)
scale [26] and the empirical taxonomy of helpful and non-
helpful events in brief counseling interviews [27]. In-depth,
semi-structured interviews with patients were conducted in
a one-on-one and face-to-face manner, with talk time rang-
ing from 30 minutes to 60 minutes.
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Table 1. Patients’ information.

No. Sex
Age Diagnosis

Notes
(years) Axis I Axis II

P1 Male 28 Complex post-traumatic stress
disorder, major depressive dis-
order, currently in a moderate
episode

Borderline personality disorder The patient reports having experienced complex trauma since childhood, including physical and emotional abuse.
These experiences have led to long-term emotional instability, interpersonal relationship issues, and low self-esteem.
The patient exhibits typical symptoms of borderline personality disorder, such as fear of abandonment, sudden anger,
and self-harming behaviors. Recently, the patient’s depressive symptoms have worsened due to work-related stress
and a breakup, leading to suicidal ideation, which prompted hospitalization for treatment. Hospitalized three times
(this is the third time).

P2 Female 24 Bipolar disorder Borderline personality disorder The patient was sent to be adopted by another family at the age of 3 years and was taken back by their biological parents
at the age of 8 years. The father is a person with emotional issues and is prone to emotional outbursts. The patient
has always had problems with intimate relationships, being very quick to become infatuated with someone and just as
quick to lose interest. Hospitalized on two separate occasions for a cumulative period longer than 1 year. Hospitalized
for intimacy problems.

P3 Male 25 Major depressive disorder Avoidant personality disorder The patient began to experience symptoms of depression, feelings of oppression, and irritability half a year ago. He felt
that people around him were deliberately targeting him and started to avoid social interactions. When the irritability
became unbearable, the patient attempted suicide by jumping from a height. The patient has no close friends and, from
a young age, was not allowed by their parents to act in a way that could be seen as coquettish; he was only permitted to
do what his parents prescribed. He was constantly required to strive for perfection. First exposure to psychotherapy,
second admission (previously hospitalized in a psychiatric unit with only medication).

P4 Male 28 Major depressive disorder, mod-
erate severity, single episode

Narcissistic personality disorder The patient presents with complaints of persistent feelings of sadness, loss of interest in previously enjoyed activities,
and a significant decrease in self-worth, which he attributes to his recent divorce and business failure. First hospital-
ization and had been hospitalized for 2 months at the time of the interview.

P5 Male 29 Social phobia Avoidant personality disorder The patient feels extreme discomfort and anxiety in social situations, emotions that have affected him for many years
but have significantly worsened in the past 6 months. He describes frequently experiencing an intense fear of being
the center of attention, worrying about being judged or encountering embarrassment in social interactions, which leads
him to avoid most social activities. Due to these social fears and avoidance behaviors, his career development has been
limited, and family relationships have become strained. The patient expressed dissatisfaction with the current quality
of life and concerns about the inability to socialize normally and form intimate relationships. He admitted to having
suicidal thoughts but denied having any specific suicide plans or behaviors. First hospitalization, near discharge at the
time of the interview, 3 months in hospital.

P6 Male 31 Major depressive disorder Borderline personality disorder The patient expressed his depressive mood that had progressively worsened in recent months, characterized by persis-
tent sadness, inability to feel pleasure, and significant fatigue. In addition, the patient reported hallucinatory symptoms
in which he heard voices discussing him and criticizing him. These voices were extremely disturbing to him and in-
terfered with his sleep and daily functioning. He also faced chronic interpersonal challenges, including extreme fear
of abandonment, frequent mood swings, and worry that he would not be able to meet the expectations of others, and
often made impulsive decisions under pressure, such as quitting a job abruptly or severing a relationship with some-
one in a fit of anger. He also admitted to having suicidal thoughts but had not yet formulated a concrete plan. First
hospitalization, late stage of hospitalization at the time of interview.
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Table 1. Continued.

No. Sex
Age Diagnosis

Notes
(years) Axis I Axis II

P7 Female 51 Major depressive disorder Paranoid personality disorder The patient is single and the eldest daughter in her family of origin. From a young age, she has taken on many of the
roles of a mother within the family. However, she has always had a strained relationship with her younger siblings and
particularly her father, which has also led to her inability to establish intimate relationships and has caused tension with
her leadership at work. The current hospitalization was triggered by menopausal onset, which led to death anxiety and
depressive mood. First hospitalization and had been hospitalized for more than 3 months at the time of the interview.

P8 Female 58 Major depressive disorder Narcissistic personality disorder The patient has been feeling persistent sadness and low mood over the past 3 years, especially in the last few months,
where she feels she has lost her previous vitality and interest. She described a heavy sense of lethargy, making it
difficult to complete daily chores and social activities. Additionally, the patient reported a decrease in appetite, sleep
disturbances, and a sense of boredom or disinterest in activities she previously enjoyed. The patient also mentioned
long-term interpersonal relationship issues, feeling that she is always misunderstood and is sensitive to criticism and
feedback from others. She often feels competitive pressure in her relationships, worrying that she is not seen as
successful and talented, and is concerned about her status in her work and social circles. She fears her achievements
are no longer recognized and has difficulty accepting that she is no longer the center of attention. She is anxious about
the changes that come with aging and struggles to adapt to life after retirement. One previous hospital stay of about 1
month, plus this hospitalization, totaling about 4 months.

P9 Male 50 Major depressive disorder Paranoid personality disorder The patient has been experiencing increasingly severe symptoms of depression over the past 6 months, including
persistent sadness, a sense of hopelessness, and a significant decrease in his daily motivation. He finds it difficult to
find meaning in life and has lost interest in his previous hobbies and activities, with notable appetite loss and sleep
issues. He feels that he cannot trust colleagues and family, is often suspicious of others’ intentions, and believes others
are talking about him or plotting against him behind his back. These paranoid beliefs have led to alienation from friends
and family, increasing his feelings of isolation. He often feels misunderstood and disrespected and is worried about
his health, reacting excessively to minor health issues, which further exacerbates his anxiety and depressive mood.
The patient feels uneasy about life after retirement, fearing that the loss of his work identity could further intensify
his depressive symptoms and social isolation. The patient was interviewed on two separate occasions, once at the
beginning of the hospitalization, at about 1 month, and again at the end of the hospitalization, at 3 months (before
discharge).
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Table 2. Interview outline.
1. In your opinion, what is a significant event? (Connotation, extension)
2. During your hospitalization, what events were most significant to you personally? (The events can be
positive or negative, and it can happen to different people such as therapists, nurses, psychiatrists, fellow
patients, etc.)
3. Please carefully recall the situation at that time, how did the event happen? Who said or did what? How did
each person respond to the other? How did the event end? Evaluate the extent to which the actions/responses
of these people had an impact on you.
How much did this event help or hinder you? Please follow the scale below to assess this:

4. Describe your experience during the event:
A. How do you feel?
B. What were you thinking at the time?
C. What were you doing or trying to do?

5. Describe why this event was significant? What did you gain from it?
6. From now on, what are the strongest thoughts and feelings that this event has brought to your mind?
7. Describe what kind of changes and impacts may be brought to you in the future as a result of this event?
Include both immediate impact (within 1 month) and subsequent impact (1 month later).
8. Apart from the above, is there anything else you would like to add?

Before the formal study, the ethics committee of
Wuhan Mental Health Center approved the research pro-
posal. The researcher and the participant engaged in a thor-
ough informed consent discussion. Every step was exe-
cuted following the patient’s consent and the signing of a
written informed consent form. This included the inter-
view process, audio recording of the interview, and the no-
tation of key information including the patient’s non-verbal
behaviors, insights derived, and associations made during
the interview. It was mandatory that participants com-
prehended the purpose of the research and potential risks.
Feedback to research subjects was also provided once the
results were obtained, with consideration of the subjects’
perspectives and evaluations of the research findings. Fur-
thermore, all individuals involved in the execution of this
study consistently adhered to the ethical standards pertinent
to the research.

After collecting the audio recordings, they were tran-
scribed into verbatim scripts and coded by both researchers.
Grounded Theory was used to code and analyze the infor-
mation obtained by rooting in the data and working from
the bottom up, and a log of coding and analysis was kept.

2.3 Data Sorting and Analysis

For data analysis, verbatim transcripts and memos
were imported into Nvivo 11.0 (version 11.0, QSR Inter-
national Pty Ltd, Melbourne, Victoria, Australia) for sys-
tematic coding using a three-stage Grounded Theory ap-
proach: Open Coding, Axial Coding, and Selective Coding
[28]. The two coders, both experienced psychotherapists,
first re-familiarized themselves with the interview context

by reviewing the transcripts and audio recordings. Discrep-
ancies in coding were resolved through discussion or, if un-
resolved, a third coder was consulted.

2.3.1 Open Coding
In the initial open coding stage, conceptual categories

were identified and their attributes and dimensions were de-
fined, resulting in 242 free nodes.

2.3.2 Axial Coding
In axial coding, connections between conceptual cat-

egories were analyzed, focusing on one category at a time
to explore relationships and data linkages, producing a total
of 25 tree nodes.

2.3.3 Selective Coding
Finally, potential hypotheses based on the content of

the data were continuously established and the data were it-
eratively compared with these hypotheses to generate a the-
ory. The generated theory was then used to code the data
again and establish a possible structural model for under-
standing the findings.

3. Results
In the process of hospitalization, patients continuously

engage with therapists, fellow patients, and the hospital
environment. In addition to this, medication exerts both
physical and psychological effects on patients, as presented
in Table 3. This stage represents a comprehensive, multi-
layered interaction between the patient and the external ob-
ject.
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Table 3. Themes: interactions with fellow patients, the hospital environment, and medication.

Interactions with fellow patients

Daily entertainment and communication
Support among fellow patients
Conflicts between fellow patients
Emotional infection and influence of fellow patients

Interaction with the hospital environment

Hospitals provide interpersonal opportunities
Hospitals offer patients a different experience
The hospital environment triggered a comparison
The isolating effect of the hospital environment
The changing hospital environment
The pressure of the hospital environment

Interaction with medication

The medication relieved the symptoms

Perception of medication
Perceptions of the relationship between medication and psychotherapy
Idealization and idealization breakdown of drug effects

Psychological significance of drugs

Fig. 1. Basic unit of therapist-patient interaction.

3.1 Therapist-Patient Interaction: Forms of Giving and
Patient Responses

The therapist-patient interaction in individual psy-
chotherapy for patients with personality disorders is a cen-
tral component in the hospitalization process, where the pa-
tient’s projections, conflicts, and relational dynamics man-
ifest. This interaction creates a controlled environment, al-
lowing patients to express, manage, and reflect on emotions
and behaviors, fostering self-awareness. The therapeutic
process can be divided into three main phases: the thera-
pist’s ‘giving’, the interaction itself, and the patient’s re-
sponse. The patient-therapist interaction presents the basic
unitary process, as shown in Fig. 1.

The therapist’s ‘giving’ includes both ‘explicit’ and
‘implicit’ forms. Explicit giving involves direct verbal
communication, such as explanations and guidance, help-
ing patients to understand their symptoms and recognize
underlying psychological issues. Implicit giving uses in-
direct methods, such as metaphors or non-verbal cues, to
support self-awareness and provide empathic understand-
ing. P1 mentioned that the therapist made ‘a very rich body
movement, just a gesture like this (making a gesture with

both hands: placing both hands palm up in front of his ab-
domen and raising his hands upwards). It’s giving me a
cue. This is important to me!’ Patients often perceive im-
plicit giving as more impactful, feeling acknowledged and
supported in ways they may not have experienced in their
daily lives. This creates a foundational support system, with
the therapist sometimes becoming a significant figure in the
patient’s life.

Patient responses to the therapist’s input can be active
or passive. Active acceptance reflects a willingness to in-
ternalize insights and make changes, while passive accep-
tancemay occur when patients comply due to the therapist’s
authority, despite reservations. The interaction process it-
self may be harmonious or conflictual. Harmonious inter-
actions occur when therapist and patient roles are naturally
complementary, fostering trust and receptivity. Conflict-
ual interactions arise from differing perspectives or unre-
solved transference, where unexpressed emotions are pro-
jected onto the therapist. These dynamic interactions reveal
the complex layers of therapist-patient relationships, high-
lighting the critical role of relational attunement and patient
receptivity in therapeutic effectiveness.
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3.2 Peer Interactions and Mutual Support in the Hospital
Environment

In the hospital environment, close daily interactions
among patients serve as a primary form of interpersonal
activity, both during and outside of treatment. Through
shared activities—such as chatting, playing cards, singing,
and participating in group therapy—patients not only fulfill
their social needs but also learn to navigate interpersonal
relationships, fostering personal growth. These interactions
span cognitive, emotional, and behavioral dimensions, sup-
porting patients’ psychological development within a struc-
tured community.

This peer interaction establishes a mutual support sys-
tem where patients empathize and understand each other
more readily, as noted by P2: ‘In the hospital, you may
have a similar situation with some of the same patients, and
you will understand each other a little’. Emotional conta-
gion is also evident, where patients’ emotions impact each
other within and beyond therapy sessions. P4 described
how other patients’ experiences, such as personal or fam-
ily issues, easily trigger their own emotional responses, re-
flecting a shared emotional vulnerability and reciprocal in-
fluence that enhances connection and empathy.

This dynamic of shared understanding, emotional res-
onance, and mutual support within patient interactions
highlights the therapeutic value of peer relationships in a
hospital setting, creating an environment conducive to emo-
tional validation and psychological resilience.

3.3 The Hospital Environment as a Structured Space for
Self-Reflection and Social Dynamics

The hospital environment serves as a structured, stable
container that supports patients with a safe space for explo-
ration, self-reflection, and socialization. It offers a unique
interpersonal context where patients can observe and com-
pare themselves with others who share similar struggles,
fostering mutual support and empathy. This environment
allows patients to feel less isolated, as expressed by P8, who
noted that seeing others with similar challenges provided a
sense of connection. Likewise, P2 highlighted the opportu-
nity to engage with diverse perspectives, fostering a sense
of belonging and facilitating self-awareness through rela-
tional dynamics and comparisons with peers. P2 also said
‘I think I’ll get to know what a lot of people think. There
could be opportunities to find out! … Everyone has their
own unique way of getting along’.

The structured nature of the hospital environment pro-
motes exposure and reflection on personal issues, which can
lead to insights and growth. For instance, patients experi-
ence a supportive yet controlled environment that contrasts
with the outside world, bringing a sense of protection, be-
longing, and control. However, this contained setting also
brings challenges, such as the temporary isolation from the
external environment, which can be both relieving and re-
strictive. Long-term hospitalization may induce social de-

tachment, as patients become increasingly aware of their
‘maladjustment’ when removed from everyday social con-
texts.

Finally, the hospital environment is marked by both
stability and change, as patients navigate the departure of
old friends and the arrival of new ones, which can disrupt
the social dynamics they rely on. The regulated, sometimes
coercive nature of hospital routines, such as assigned thera-
pists and room arrangements, reinforces adaptation to struc-
ture and authority. As P3 and P1 described, they learned to
adjust to aspects of the environment that were initially un-
comfortable. Ultimately, the hospital becomes a ‘corrective
environmental experience’, providing a balanced environ-
ment for restructuring psychological and relational patterns
within a protective, transitional space between family and
society.

3.4 The Biopsychosocial Impact of Medication on Patient
Perception and Therapeutic Engagement

The interaction between patients and medication en-
compasses both biochemical and psychological dimen-
sions. Medication provides direct symptomatic relief, no-
tably improving sleep quality, emotional state, and reducing
mental stress, as noted by P8, who described feeling like a
‘new person’ after receiving specific injections. While re-
lief from somatic symptoms, especially improved sleep, is
prominent, the psychological impact of medication evolves
as patients’ perceptions of it shift alongside their engage-
ment with psychotherapy.

Patients’ views on medication and psychotherapy of-
ten move from initial differentiation to eventual integra-
tion. Initially, patients may prioritize medication over
psychotherapy, viewing them as separate treatments. For
instance, P1 described initially focusing on medication’s
calming effects without engaging deeply with psychother-
apy. Over time, patients begin to see medication as foun-
dational, supporting psychotherapy’s effectiveness. P3, for
example, stated ‘I feel that medication helps me to reach a
certain state, and then the psychotherapy helps me to reach
a better state. But without medicine as that foundation, psy-
chotherapy could be in vain’. He recognized that medica-
tion creates a baseline for mental stability, enabling deeper
therapeutic work. This shift often involves a process where
initial idealization of medication wanes as patients recog-
nize its limitations, leading them to appreciate the combined
role of both treatment modalities.

The psychological meaning of medication also relates
closely to the therapeutic relationship, where attention and
trust play key roles. Patients may express dissatisfaction or
frustration if they feel that their medication needs and so-
matic discomforts are inadequately addressed by their ther-
apists. As P1 described, unmet expectations regardingmed-
ication management led to feelings of mistrust, reflecting
how the medication experience is intertwined with the pa-
tient’s perception of care and attunement within the thera-
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peutic relationship. This complex interplay highlights how
medication, beyond symptom relief, influences patient trust
and engagement in therapy, shaping the broader therapeutic
experience.

4. Discussion
4.1 The Role of the Therapist in the Interaction
4.1.1 Explicit and Implicit Giving

The fundamental unit of therapist-patient interaction
is the process of ‘giving and acceptance’. Compared with
explicit giving, implicit giving is more readily embraced by
the patient and is more likely to yield therapeutic benefits.

Dowell and Berman [29] found that therapist nonver-
bal behaviors, such as eye contact and trunk lean, could
make the patient feel more empathy from the therapist. Yu
et al. [30] showed that, compared with conventional in-
terventions, therapists’ metaphorical interventions (implicit
giving) can be more effective in relieving patients’ symp-
toms, patients are more likely to become cognitively in-
volved and construct new life stories more creatively, and
this kind of non-directive expression has a better long term
memory effect, which can exert a more permanent ther-
apeutic effect. This finding suggests that ‘implicit giv-
ing’ is a central influence within psychotherapeutic interac-
tions. Furthermore, a higher degree of emotional involve-
ment from the therapist is associated with reduced patient
resistance and a strengthened therapeutic alliance.

4.1.2 Authority and Empowerment
Compared with ‘explicit giving’, a therapist’s ap-

proach of ‘implicit giving’ is more readily accepted and
internalized by patients on a subconscious level, fostering
a sense of empowerment and enhancing the patient’s per-
ceived control and agency over their psychological state.
This sense of empowerment not only heightens patient sat-
isfaction with the therapeutic process but also increases the
likelihood of sustaining treatment benefits over time. Exist-
ing research underscores that supportive behavior and em-
powerment strategies by therapists are associated with high
patient satisfaction and positive long-term prognosis [31].
Ryan and Deci [32] further emphasized the value of auton-
omy in therapy in Self-Determination Theory, stating that
when patients feel a greater sense of control and engage-
ment in the therapy process, their motivation and satisfac-
tion increase accordingly.

Therapist-facilitated patient empowerment is thus rec-
ognized as a critical factor in the success of psychother-
apy. The empowerment process not only encourages ac-
tive patient engagement throughout the treatment but also
contributes to the sustained effectiveness of therapeutic out-
comes.

4.2 The Inpatient Setting — A Container of Containment
In individual therapy, the therapist serves as a ‘con-

tainer’, holding the fragmented and confusing aspects of

the patient’s experience and facilitating their clarification
and re-identification. Within the context of hospitaliza-
tion, however, the entire environment functions as a larger
container, wherein the patient projects and navigates iden-
tifications with the various elements of this broader sys-
tem. To support this process, it is essential to establish
boundaries through rules, therapeutic contracts, and other
structured settings, enabling the patient to gradually com-
prehend, adjust to, and derive a sense of security and au-
thenticity from these parameters. More critically, the hos-
pital environment—acting as a holding space—provides
patients with a unique opportunity to confront and work
through their symptoms, ultimately fostering the rediscov-
ery of their true selves.

Fagin believes the inpatient ward represents the only
constancy, a safe place able to contain and hold [33]. Gabay
and Ben-Asher [34] further suggest that ‘in the context of
hospitalization, patients anticipate that healthcare providers
will hold and manage their pain, grasp its significance, and
recognize the urgency of their crisis’. They emphasize that
‘providers who contain the emotional and cognitive experi-
ences of patients contribute significantly to an enriched un-
derstanding of patients’ internal processes, emotions, and
thought patterns [34]’. This act of containment fosters a
therapeutic setting in which patients feel validated and sup-
ported, facilitating emotional recovery and self-awareness.

Jiang and Tong [35] propose that patients reconstruct
their internal object relations during hospitalization, and
that the conflicts that occurred in their family life are reen-
acted in their relationships with health care workers and fel-
low patients. The inpatient setting, however, offers a con-
structive context for these compulsive repetitions to be fully
identified and explored therapeutically, providing patients
with opportunities to address their conflicts. This therapeu-
tic environment encourages patients to learn both to love
and to accept love, fostering new or reconstructed means of
finding contentment in their lives [35]. According to Tong
[36], the therapeutic environment within hospital is struc-
tured to address patient needs through containing, structur-
ing, involvement, support, and affirmation.

4.3 Patient Peer Relationships is a Way to Promote
Patient’s Working Through

As patients 2 and 4 said, ‘the interpersonal relation-
ship among fellow patients is the main interpersonal rela-
tionship during the hospitalization process’. Xu et al. [37]
referred to this interaction between patients as the ‘inter-
patient relationship’ and stated that this inter-patient rela-
tionship has an impact on the mental state of patients in
hospital through direct communication of different depths
and indirect comparison and judgment (with patients).

Turner et al. [38] identified peer support as a powerful
tool for empowerment, fostering a sense of hope, connec-
tion, and engagement. Their findings highlight how peer
support contributes to increased self-acceptance, meaning-
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ful social roles and relationships, and strengthened self-
determination. Additionally, self-awareness is often facili-
tated through both direct comparison and alternative learn-
ing with fellow patients. In a related study, Bloch et al.
[39] examined therapeutic factors in group therapy, identi-
fying key elements such as self-disclosure, interaction, ac-
ceptance (or group cohesiveness), insight, alternative learn-
ing, and altruistic behaviors as primary contributors to pa-
tient healing. These factors emerge naturally in the interac-
tions among groupmembers, illustrating the therapeutic po-
tential embedded within a supportive group dynamic. Dur-
ing hospitalization, patients engage in various interactions
within a relatively safe and therapeutic environment, where
they are encouraged to communicate and share genuine ex-
periences. This environment fosters mutual understand-
ing, support, and acceptance among patients, which con-
tributes to a cohesive, warm, and supportive atmosphere.
Moreover, when the patient’s conflict or maladaptive pat-
terns enact in the interaction of the patients’ peers, group
therapy provides an opportunity for meaningful expression,
where therapeutic intervention and interpretation can facil-
itate personal growth and behavioral change.

4.4 Pharmacotherapy and Psychotherapy: Synergy and
Antagonism

Pharmacotherapy and psychotherapy engage with pa-
tients on distinct yet intersecting levels. Biochemically,
medication directly interacts with the patient’s body, but
also carries psychological meanings and effects, such as
the placebo effect, and the expression of transference and
counter-transference, often conveyed through the therapeu-
tic use of drugs. Konstantinidou and Evans [40] found that
in different therapeutic contexts, pharmacological and psy-
chotherapeutic treatments for patients with personality dis-
orders are frequently compartmentalized, with pharmaco-
logical and psychotherapeutic approaches standing in con-
trast to one another. This compartmentalization often cre-
ates a confrontation between the practical and psycholog-
ical dimensions of treatment: which treatment is more ef-
fective? This situation can also potentially lead to patient
splitting and enactment [40]. Norcross and Goldfried [41]
argue that the effectiveness of medication often needs to
be discussed in psychotherapy as well, and that the side ef-
fects of medication may become a focal point for fluctua-
tions in the patient’s symptoms, which has an impact on the
progress of psychotherapy. However, medication and psy-
chotherapy may interact in surprising ways to bring about
change. For example, medication may make patients more
sensitive to psychotherapy, but may also contribute to the
initiation and maintenance of new behaviors [41]. Beitman
et al. [42] examined the perspectives of pharmacists, non-
medical psychotherapists, and patients, analyzing this ‘tri-
angle’ of pharmacotherapy and psychotherapy. They found
that collaborative arrangements between psychotherapists
and pharmacotherapists significantly contribute to the ef-

fective alleviation of patients’ symptoms. They propose
that the basic principle in establishing this triangle is for
each therapist to refrain from commenting on the other’s
treatment approach. Ideally, the patient, along with both
therapists, should meet to clarify the treatment plan col-
lectively. Each therapist must initially explain their dis-
tinct role to minimize patient confusion and foster a strong
therapeutic alliance. At the beginning of treatment, ther-
apists should also articulate how psychotherapy and phar-
macotherapy integrate to benefit the patient. Therefore, in-
depth exploration of the combined effects of pharmacother-
apy and psychotherapy from an integrative perspective is
essential. Such an exploration would not only help to reveal
how the two treatments complement each other at different
levels, but also provide an important basis for developing
more individualized and effective treatment plans.

5. Limitations and Implications
In this study, patients at different stages of hospitaliza-

tion were interviewed to obtain different categories of sig-
nificant events. However, because the selection of subjects
was cross-sectional and there was no follow-up study of pa-
tients from admission to discharge, it is difficult to practi-
cally present the trend and dynamic process of the develop-
ment of events as time advances.

Secondly, due to the limitations of the sample of this
study, only nine samples were collected. The discussion on
significant events for patients with personality disorders co-
morbidwithAxis I disordersmay have lacked typicality and
specificity, and the saturation may have been insufficient.
Additionally, the researcher’s own theoretical knowledge
is limited, leading to insufficient ‘thick description’ of cer-
tain concepts during the interviews and analysis, whichmay
have led to the shallow construction of the theory.

Third, in addition to the objective limitations of quali-
tative research itself, in the event study, the author found
that there was a connection between the time period in
which patients provided information and the time period in
which they were interviewed. That is, patients tended to
attribute events that occurred in the recent period as signifi-
cant events. This, then, implies that for patients, the extents
of significant events may have changed at different time pe-
riods. This further reflects the need for a follow-up study.

Therefore, in combination with the above three as-
pects, future studies should expand the sample size, con-
duct analysis in the interview process, and timely clarify
the doubts in the interview to the patients, so as to promote
the theory and reach saturation and sufficient depth. Addi-
tionally, a longitudinal design would mitigate the recency
effect and further enrich the theoretical ‘flesh and blood’
by providing a more comprehensive understanding of event
significance across time.

In summary, the hospital setting offers a therapeutic
context for psychiatric inpatients with personality disorders
serving as both an emotional and physical ‘container’. The
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interactions and conflicts of patients with different objects
can be projected, validated, and resolved within the thera-
peutic context of hospitalization. These insights would fa-
cilitate the clinical management of patients with both Axis
I and II disorders in inpatient settings.

6. Conclusion
This study highlights the significance of therapeutic

alliances and the hospital environment in the treatment of
inpatients with personality disorders. The implicit ‘giving’
by therapists fosters empowerment, strengthens the ther-
apeutic alliance, and improves patient engagement. The
structured hospital environment supports self-reflection and
emotional recovery, while relationships with peer patients
contribute to personal growth. Additionally, the combined
use of pharmacotherapy and psychotherapy stabilizes psy-
chological states and enhances treatment receptivity. An in-
tegrated, holistic approach is crucial for optimizing patient
outcomes.

Availability of Data and Materials
The qualitative data used in this study were collected

from semi-structured interviewswith nine patients with per-
sonality disorders. The interview guide is available upon
request and includes the main themes and questions to en-
sure the reproducibility of the research.

The interview recordings and transcripts will be stored
on the researcher’s personal hard drive, accessible only to
members of the research team. According to ethical re-
quirements, participants may request the deletion of their
data at any time after the study concludes. For further in-
quiries, please contact the authors for more information.

Author Contributions
LY, SJM and BLZ designed the research study. LY

and SJM performed the research. MM provided coordina-
tion and analysis of the study. LY, SY and FY analyzed the
data. BLZ provided education to the other authors, general
consultant for the interviews, and last revisions. All authors
contributed to editorial changes in the manuscript. All au-
thors read and approved the final manuscript. All authors
have participated sufficiently in the work and agreed to be
accountable for all aspects of the work.

Ethics Approval and Consent to Participate
Ethical approval was obtained from the Ethics Com-

mittee of the Wuhan Mental Health Center with the deci-
sion/protocol number KY2018.43, and the approval date
was August 28, 2018. The study was conducted in accor-
dance with the Declaration of Helsinki. The qualitative data
used in this study were collected from semi-structured in-
terviews with nine patients with personality disorders. All
participants took part in the study based on the principle of
informed consent and their identities have been anonymized
to protect privacy.

Acknowledgment
The authors express their gratitude to the nine patients

who participated in this study for their cooperation.

Funding
This study was financially supported by the Hubei

Provincial Health Commission’s scientific research project
(Grant Number: WJ2019M015).

Conflict of Interest
The authors declare no conflict of interest. Bao-Liang

Zhong is serving as one of the Editorial Board members
of this journal. We declare that Bao-Liang Zhong had no
involvement in the peer review of this article and has no ac-
cess to information regarding its peer review. Full responsi-
bility for the editorial process for this article was delegated
to Francesco Bartoli.

References
[1] Tyrer P, Reed GM, Crawford MJ. Classification, assessment,

prevalence, and effect of personality disorder. Lancet (Lon-
don, England). 2015; 385: 717–726. https://doi.org/10.1016/
S0140-6736(14)61995-4.

[2] Gunderson JG, Stout RL, McGlashan TH, Shea MT, Morey LC,
Grilo CM, et al. Ten-year course of borderline personality disor-
der: psychopathology and function from the Collaborative Lon-
gitudinal Personality Disorders study. Archives of General Psy-
chiatry. 2011; 68: 827–837. https://doi.org/10.1001/archgenpsy
chiatry.2011.37.

[3] Skodol AE. Impact of personality pathology on psychosocial
functioning. Current Opinion in Psychology. 2018; 21: 33–38.
https://doi.org/10.1016/j.copsyc.2017.09.006.

[4] Platona RI, Căiţă GA, Voiţă-Mekeres F, Peia AO, Enătescu RV.
The impact of psychiatric comorbidities associated with depres-
sion: a literature review.Medicine and Pharmacy Reports. 2024;
97: 143–148. https://doi.org/10.15386/mpr-2700.

[5] Kavanagh BE, Williams LJ, Berk M, Turner A, Jackson HJ,
Mohebbi M, et al. Personality disorder and functioning in
major depressive disorder: a nested study within a random-
ized controlled trial. Revista Brasileira De Psiquiatria (Sao
Paulo, Brazil: 1999). 2020; 42: 14–21. https://doi.org/10.1590/
1516-4446-2018-0308.

[6] Xu YM, Pu SS, Li Y, Zhong BL. Possible Avoidant Personal-
ity Disorder Magnifies the Association Between Bullying Vic-
timization and Depressive Symptoms Among Chinese Univer-
sity Freshmen. Frontiers in Psychiatry. 2022; 13: 822185. https:
//doi.org/10.3389/fpsyt.2022.822185.

[7] Ford JD, Courtois CA. Complex PTSD and borderline per-
sonality disorder. Borderline Personality Disorder and Emo-
tion Dysregulation. 2021; 8: 16. https://doi.org/10.1186/
s40479-021-00155-9.

[8] Friborg O, Martinsen EW, Martinussen M, Kaiser S, Overgård
KT, Rosenvinge JH. Comorbidity of personality disorders in
mood disorders: a meta-analytic review of 122 studies from
1988 to 2010. Journal of Affective Disorders. 2014; 152-154:
1–11. https://doi.org/10.1016/j.jad.2013.08.023.

[9] Pu L, Wang M, Li Z, Zhang B, Li Z. Research Progress on the
Comorbidity of Borderline Personality Disorder withMental Ill-
nesses. Chinese Journal of Nervous and Mental Diseases. 2019;
45: 250–253. (In Chinese)

[10] Yang F, Tong J, Zhang SF, Zhang J, Zhong BL. Prevalence and

10

https://doi.org/10.1016/S0140-6736(14)61995-4
https://doi.org/10.1016/S0140-6736(14)61995-4
https://doi.org/10.1001/archgenpsychiatry.2011.37
https://doi.org/10.1001/archgenpsychiatry.2011.37
https://doi.org/10.1016/j.copsyc.2017.09.006
https://doi.org/10.15386/mpr-2700
https://doi.org/10.1590/1516-4446-2018-0308
https://doi.org/10.1590/1516-4446-2018-0308
https://doi.org/10.3389/fpsyt.2022.822185
https://doi.org/10.3389/fpsyt.2022.822185
https://doi.org/10.1186/s40479-021-00155-9
https://doi.org/10.1186/s40479-021-00155-9
https://doi.org/10.1016/j.jad.2013.08.023
https://www.imrpress.com


correlates of suicide attempts in Chinese individuals with bor-
derline personality disorder. Frontiers in Psychiatry. 2022; 13:
942782. https://doi.org/10.3389/fpsyt.2022.942782.

[11] Bender DS. The therapeutic alliance in the treatment of person-
ality disorders. Journal of Psychiatric Practice. 2005; 11: 73–87.
https://doi.org/10.1097/00131746-200503000-00002.

[12] Kleindienst N, Limberger MF, Schmahl C, Steil R, Ebner-
Priemer UW, Bohus M. Do improvements after inpatient dialec-
tial behavioral therapy persist in the long term? A naturalistic
follow-up in patients with borderline personality disorder. The
Journal of Nervous and Mental Disease. 2008; 196: 847–851.
https://doi.org/10.1097/NMD.0b013e31818b481d.

[13] Chiesa M, Fonagy P, Holmes J, Drahorad C. Residential ver-
sus community treatment of personality disorders: a compara-
tive study of three treatment programs. The American Journal
of Psychiatry. 2004; 161: 1463–1470. https://doi.org/10.1176/
appi.ajp.161.8.1463.

[14] Doering S, Herpertz S, Pape M, Hofmann T, Rose M, Im-
bierowicz K, et al. The multicenter effectiveness study of in-
patient and day hospital treatment in departments of psycho-
somatic medicine and psychotherapy in Germany. Frontiers in
Psychiatry. 2023; 14: 1155582. https://doi.org/10.3389/fpsyt.
2023.1155582.

[15] Bartak A, Andrea H, Spreeuwenberg MD, Ziegler UM, Dekker
J, Rossum BV, et al. Effectiveness of outpatient, day hospital,
and inpatient psychotherapeutic treatment for patients with clus-
ter B personality disorders. Psychotherapy and Psychosomatics.
2011; 80: 28–38. https://doi.org/10.1159/000321999.

[16] Kraus B, Dammann G, Rudaz M, Sammet I, Jeggle D, Grimmer
B. Changes in the level of personality functioning in inpatient
psychotherapy. Psychotherapy Research: Journal of the Society
for Psychotherapy Research. 2021; 31: 117–131. https://doi.or
g/10.1080/10503307.2020.1763493.

[17] Sharp C, Kulesz P, Kerr S. Prospective prediction of treatment
outcomes in adolescents: A head-to-head comparison of al-
ternative model for personality disorder versus borderline per-
sonality disorder. Personality Disorders. 2024; 15: 379–385.
https://doi.org/10.1037/per0000675.

[18] Bloom JM, Woodward EN, Susmaras T, Pantalone DW. Use
of dialectical behavior therapy in inpatient treatment of border-
line personality disorder: a systematic review. Psychiatric Ser-
vices (Washington, D.C.). 2012; 63: 881–888. https://doi.org/
10.1176/appi.ps.201100311.

[19] Kujovic M, Benz D, Riesbeck M, Mollamehmetoglu D, Becker-
Sadzio J, Margittai Z, et al. Comparison of 8-vs-12 weeks,
adapted dialectical behavioral therapy (DBT) for borderline per-
sonality disorder in routine psychiatric inpatient treatment-A
naturalistic study. Scientific Reports. 2024; 14: 11264. https:
//doi.org/10.1038/s41598-024-61795-9.

[20] Hayward M, Moran P. Personality disorder and pathways to
inpatient psychiatric care. Social Psychiatry and Psychiatric
Epidemiology. 2007; 42: 502–506. https://doi.org/10.1007/
s00127-007-0185-0.

[21] Noor N, Rufino KA, Patriquin MA, Oldham JM, Rohr JC. Im-
pact of personality dysfunction on interdisciplinary treatment
team working alliance in an inpatient psychiatric population.
Personality Disorders. 2023; 14: 216–222. https://doi.org/10.
1037/per0000590.

[22] De Smet MM, Meganck R, De Geest R, Norman UA, Truijens
F, Desmet M. What “good outcome” means to patients: Under-
standing recovery and improvement in psychotherapy for major
depression from a mixed-methods perspective. Journal of Coun-
seling Psychology. 2020; 67: 25–39. https://doi.org/10.1037/co
u0000362.

[23] Greenberg LS. Change process research. Journal of Consulting
and Clinical Psychology. 1986; 54: 4–9. https://doi.org/10.1037/
/0022-006x.54.1.4.

[24] Hill CE, Corbett MM. A perspective on the history of pro-
cess and outcome research in counseling psychology. Journal of
Counseling Psychology. 1993; 40: 3.

[25] McCarthy KL, Caputi P, Grenyer BFS. Significant change
events in psychodynamic psychotherapy: Is cognition or emo-
tion more important? Psychology and Psychotherapy. 2017; 90:
377–388. https://doi.org/10.1111/papt.12116.

[26] Llewelyn SP. Psychological therapy as viewed by clients and
therapists. British Journal of Clinical Psychology. 1988; 27:
223–237. https://doi.org/10.1111/j.2044-8260.1988.tb00779.x.

[27] Elliott R. Helpful and nonhelpful events in brief counseling in-
terviews: An empirical taxonomy. Journal of Counseling Psy-
chology. 1985; 32: 307.

[28] Jackson K, Bazeley P, Bazeley P. Qualitative data analysis with
NVivo. Sage:Torrossa Online Digital Bookstore. 2019.

[29] Dowell NM, Berman JS. Therapist nonverbal behavior and per-
ceptions of empathy, alliance, and treatment credibility. Journal
of Psychotherapy Integration. 2013; 23: 158.

[30] Yu G, Liu R, Zhang W. The Use of Metaphor in Psychotherapy,
Efficacy Assessment, and Mechanism of Action. Advances in
Psychological Science. 2022; 30: 1546.

[31] Martin DJ, Garske JP, Davis MK. Relation of the therapeutic
alliance with outcome and other variables: a meta-analytic re-
view. Journal of Consulting and Clinical Psychology. 2000; 68:
438–450.

[32] Ryan RM, Deci EL. Self-determination theory: Basic psycho-
logical needs in motivation, development, and wellness. Guil-
ford Publications: New York. 2017.

[33] Fagin L.Management of personality disorders in acute in-patient
settings. Part 1: Borderline personality disorders. Advances in
Psychiatric Treatment. 2004; 10: 93–99.

[34] Gabay G, Ben-Asher S. An Inverted Container in Containing
and Not Containing Hospitalized Patients-A Multidisciplinary
Narrative Inquiry. Frontiers in Public Health. 2022; 10: 919516.
https://doi.org/10.3389/fpubh.2022.919516.

[35] Jiang M, Tong J. Dynamically oriented inpatient treatment.
Shanghai Archives of Psychiatry. 2004; 16: 314–317.

[36] Tong J. Counseling and treatment of personality disorders.
Peking University Medical Press. 2008; 2008: 342–344.

[37] Xu R, Meng L, Liu L, Li F, Xiao LY, Li DL et al. The Impact
of Nurse-Patient and Patient-Patient Relationships on Inpatients
andNursing Strategies. ChineseGeneral PracticeNursing. 2009;
7: 57–58.

[38] Turner BJ, McKnight B, Helps CE, Yeo SN, Barbic S. Peer sup-
port for borderline personality disorder: A critical review of its
feasibility, acceptability, and alignment with concepts of recov-
ery. Personality Disorders. 2024; 15: 425–435. https://doi.org/
10.1037/per0000683.

[39] Bloch S, Crouch E, Reibstein J. Therapeutic factors in group
psychotherapy. A review. Archives of General Psychiatry.
1981; 38: 519–526. https://doi.org/10.1001/archpsyc.1980.
01780300031003.

[40] Konstantinidou H, Evans C. Pharmacotherapy and psychother-
apy: the challenges of integrating two paradigms. Psychoana-
lytic Psychotherapy. 2015; 29: 343–362.

[41] Norcross JC, Goldfried MR. Handbook of psychotherapy inte-
gration. Oxford University Press: New York. 2005.

[42] Beitman BD, Chiles J, Carlin A. The pharmacotherapy-
psychotherapy triangle: psychiatrist, nonmedical psychothera-
pist, and patient. The Journal of Clinical Psychiatry. 1984; 45:
458–459.

11

https://doi.org/10.3389/fpsyt.2022.942782
https://doi.org/10.1097/00131746-200503000-00002
https://doi.org/10.1097/NMD.0b013e31818b481d
https://doi.org/10.1176/appi.ajp.161.8.1463
https://doi.org/10.1176/appi.ajp.161.8.1463
https://doi.org/10.3389/fpsyt.2023.1155582
https://doi.org/10.3389/fpsyt.2023.1155582
https://doi.org/10.1159/000321999
https://doi.org/10.1080/10503307.2020.1763493
https://doi.org/10.1080/10503307.2020.1763493
https://doi.org/10.1037/per0000675
https://doi.org/10.1176/appi.ps.201100311
https://doi.org/10.1176/appi.ps.201100311
https://doi.org/10.1038/s41598-024-61795-9
https://doi.org/10.1038/s41598-024-61795-9
https://doi.org/10.1007/s00127-007-0185-0
https://doi.org/10.1007/s00127-007-0185-0
https://doi.org/10.1037/per0000590
https://doi.org/10.1037/per0000590
https://doi.org/10.1037/cou0000362
https://doi.org/10.1037/cou0000362
https://doi.org/10.1037//0022-006x.54.1.4
https://doi.org/10.1037//0022-006x.54.1.4
https://doi.org/10.1111/papt.12116
https://doi.org/10.1111/j.2044-8260.1988.tb00779.x
https://doi.org/10.3389/fpubh.2022.919516
https://doi.org/10.1037/per0000683
https://doi.org/10.1037/per0000683
https://doi.org/10.1001/archpsyc.1980.01780300031003
https://doi.org/10.1001/archpsyc.1980.01780300031003
https://www.imrpress.com

	Main Points
	1. Introduction
	2. Methods
	2.1 Inclusion and Exclusion Criteria
	2.2 Procedures and Data Collection
	2.3 Data Sorting and Analysis
	2.3.1 Open Coding
	2.3.2 Axial Coding
	2.3.3 Selective Coding


	3. Results
	3.1 Therapist-Patient Interaction: Forms of Giving and Patient Responses
	3.2 Peer Interactions and Mutual Support in the Hospital Environment
	3.3 The Hospital Environment as a Structured Space for Self-Reflection and Social Dynamics
	3.4 The Biopsychosocial Impact of Medication on Patient Perception and Therapeutic Engagement

	4. Discussion
	4.1 The Role of the Therapist in the Interaction
	4.1.1 Explicit and Implicit Giving
	4.1.2 Authority and Empowerment

	4.2 The Inpatient Setting — A Container of Containment
	4.3 Patient Peer Relationships is a Way to Promote Patient's Working Through
	4.4 Pharmacotherapy and Psychotherapy: Synergy and Antagonism

	5. Limitations and Implications
	6. Conclusion 
	Availability of Data and Materials
	Author Contributions
	Ethics Approval and Consent to Participate
	Acknowledgment
	Funding
	Conflict of Interest

