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Abstract
The relationship between patient and provider has long been the subject of study within the
psychotherapy literature with the available data suggesting a modest, but reliable,
association between the strength of this relationship and treatment outcome. Conversely,
there has been little work focused on the patient-provider relationship in chronic pain settings
in spite of the complexities and difficulties that are often involved in this area. The primary
purpose of the present review was to provide a brief, broad overview of the literature on the
patient-provider relationship and identify key aspects that are specifically relevant to chronic
pain settings. In addition to reviewing the literature in this area, a series of recommendations
for future clinical and academic work are offered.
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Introduction
Modern healthcare increasingly relies on the evidence-based treatment literature to
identify the necessary components of treatment. This search for crucial ingredients can often
focus on technical issues, such as specific techniques, therapist expertise, or structural
aspects of the treatment environment. Progress in evidence-based practice is often
quantified using the results of either tightly controlled studies (e.g., randomized controlled
trials) or meta-analytic reviews of the data from these studies. Such analyses often are
principally concerned with the difference in outcomes achieved by distinct treatment
approaches or specific treatment components (e.g., “sham” versus “active” interventions).
In contrast, in certain areas of psychology, such as psychotherapy and counselling,
there has historically also been a focus on specific aspects of the relationship between
patient and provider and how this relationship influences treatment outcomes. Some have
argued that a collaborative and close working relationship between patient and provider is
actually the primary determining factor in achieving treatment success over and above the
role of evidence based practice or specific components of treatment (see Norcross &
Lambert1 for further discussion).
While examination of this patient-provider relationship has predominately occurred
outside of medical and physical health settings, there is evidence to suggest it is highly
relevant to treatment outcomes in these areas as well. Provider communication skills, for
example, have long been recognized as having a significant impact on outcomes for a range
of clinical conditions2-4 and specific competency guidelines have been established (e.g., the
Kalamazoo Consensus Statement5).
The present review sought to explore the relevance of the patient-provider
relationship within the area of chronic pain specifically. This seemed a particularly important
area to explore given the complexities that are often inherent in chronic pain settings6 and
how these complexities can contribute to a less effective working relationship among
patients and providers7.
We begin with a general examination of the influence of the patient-provider
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relationship on treatment outcome, drawn from meta-analyses conducted within the
psychotherapy literature. We next define specific aspects of the relationship, and consider
the available evidence examining the relevance of these aspects within chronic pain
settings. Finally, we consider contemporary developments in the wider field of the behavioral
and psychological sciences before concluding with a series of recommendations for
treatment providers and researchers in this area.
With regard to terminology, the relationship between provider and patient has been
referenced in a number of ways historically (e.g., therapeutic relationship, rapport, working or
helping alliance). Within the present review, we used the term patient-provider relationship
as we feel it most accurately captured the essence of the concept.
Influence of the Patient-Provider Relationship on Outcomes
As noted, the discussion of patient-provider relationship originates and has
predominantly been discussed within the psychotherapy literature (e.g., 8). In recent decades
there have been three primary, peer-reviewed, and comprehensive meta-analyses which
have examined the influence of the relationship on outcome9,10, with the largest and most
recent including over 200 studies11. Each of these meta-analyses has expressed the effect
size of the patient-provider relationship as a Pearson Product Moment correlation, with 0.1
equating to a small effect size, 0.3 as a medium effect size, and 0.5 as a large effect size12.
Effect size values from these meta-analyses have ranged from r = 0.22 to 0.28, with
the latter being the result of the most recent, and largest, review. The magnitude of these
effect sizes, which lie at the upper range of a small effect, suggest a fairly modest effect,
explaining approximately 5% to 8% of the variance in treatment outcome. However the
consistency is rather remarkable given the wide range of studies, treatment approaches,
patient populations and measures that have been used. It suggests that the quality of the
patient-provider relationship has a stable and predictable influence on outcome and that it is
potentially one of the hallmark ingredients of effective intervention (e.g., 11).
Components of the Patient-Provider Relationship and Relevance to Chronic
Pain
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Contemporary work (e.g., 1,10) has identified two broad components of the patientprovider relationship: (a) characteristics of the provider which serve to strengthen rapport
between patient and provider, and (b) collaboration and congruence between patient and
provider in the identification of treatment goals and objectives. We will review these two
components and their relevance in chronic pain settings in the following sections.
Provider characteristics in establishing rapport
Within the wider psychotherapy literature, a number of provider characteristics have
consistently been related to a higher quality relationship and better treatment outcomes in
both individual and group settings. These characteristics include being perceived by patients
as being genuine, non-judgemental, attentive, respectful, and empathetic13-16. Such
behaviours on the part of the provider seem to enhance affective rapport with patients and
this is presumed to influence adherence and the effect of specific interventions17,18.
To our knowledge, there have been no direct studies regarding the influence of these
specific provider characteristics on treatment outcome in chronic pain settings. There are,
however, studies suggesting that providers, and more specifically provider behaviour, are an
influential variable in the determination of treatment outcome.
For example, in one study examining outcomes across three large-scale randomizedcontrolled treatment trials for low back and neck pain, the amount of variance in treatment
outcomes accounted by between-provider differences was greater than that accounted for
by the specific interventions themselves, with the former ranging from 3% to 7% and the
latter being less than 2%19. Interestingly, these “practitioner effects”, as the authors termed
them, were most pronounced when treatment involved issues relevant to psychosocial
functioning or was more psychosocial in nature. There are parallel findings in group settings
as well, where differences in treatment outcome through a one month follow-up were
influenced by the treatment group to which patients were assigned20.
With regard to patient characteristics that may influence provider behavior, De
Ruddere and colleagues21 recently published the results of an experimental study suggesting
that the pain of patients who were less liked by observers was taken less seriously in
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comparison to more likeable patients. On a related note, providers, as well as patients, judge
the “working alliance” to be less robust when patients are more depressed and hostile7. In
tandem, these two studies potentially indicate that patients who are more demonstrably in
distress or pain are deemed to be more difficult to work with, which may adversely influence
the ability of both patients and providers to work together in a useful way.
In addition to the above, an examination of a long established database from a
national level pain service in the United Kingdom20 indicated that times of high staff turnover
were associated with poorer treatment outcomes in domains of psychosocial functioning
(i.e., self-efficacy) and physical performance (i.e., walking distance). Further, the quality of
provider communication tends to be inversely correlated to a patient’s pain duration and
age22.
In conclusion, specific provider characteristics appear to have a reliable influence on
treatment outcomes. While no studies specifically examine these provider characteristics in
chronic pain settings, it would seem reasonable to hypothesize that patients who are less
liked, communicated with more poorly, deemed to be harder to work with, or who are treated
in more “unsettled” treatment environments may develop weaker relationships with providers
and this will, in turn, diminish the probability of beneficial treatment results.
Collaboration and congruence
With regard to collaboration and congruence in the identification of treatment goals,
the evidence within the psychotherapy literature again provides fairly consistent evidence
indicating that better outcomes are achieved when provider and patient are working together
towards compatible treatment objectives23. Consistent with the data on provider
characteristics, this collaboration is also important in group settings and extends to the
patient group as well, where concordance among group members in their working towards
common outcomes is influential on outcomes13. There are similar outcomes in chronic pain
settings where the more patients feel that decision making is shared, the more satisfied they
are with treatment and the better their outcomes24-26.
Of course, there is sometimes an inevitable mismatch between patient and provider
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goals for treatment when chronic pain patients present to treatment seeking durable pain
reduction and the provider is aware that no such treatment is available. In fact, the available
data suggest that patients tend to expect large reductions in pain intensity from treatment,
and that these reductions can exceed what can be achieved with currently available
treatments27,28, which can contribute to difficulties in patient management6. If these
discrepancies are left undiscussed and unresolved, chronic pain patients and their treatment
providers are likely to be working at cross-purposes and this discordance in goal selection
may have an adverse influence on outcomes in terms of decreased faith in providers, as well
increased emotional difficulties for patients themselves, which may, in turn, decrease rapport
or diminish benefit from treatments29-31.
Some have argued that effective treatments for chronic pain may require a “recalibration” of expectations of pain relief and perhaps even a refocusing of goal selection
onto areas involving improvements in functioning28,32. It is possible that these methods of
fostering consensus between patient and provider are a viable alternative when progress
cannot be achieved in terms of pain reduction. We return to this point in the following
section.
Recommendations for Clinicians and Researchers
A special issue on the patient-provider relationship was recently published in the
journal Psychotherapy (see introduction by Norcross & Lambert1). The issue provides an indepth review of many aspects of this diverse literature and provides specific advice for
treatment providers. We summarize some key recommendations from the articles within this
special issue, as well as summary statistics regarding their association with outcome, in
Table 1.
In addition to the content of Table 1, there are three further aspects of provider
behaviour to consider. While these considerations are likely applicable in most healthcare
settings, they seem particularly relevant to chronic pain.
The first concerns provider behaviours that do not help to establish a more effectual
relationship and may even undermine treatment outcomes. These include a style that is
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consistently confrontational, critical, or blaming or provider behaviours that are rigidly
directive and inflexible33. It is highly unlikely that any of these provider behaviours in chronic
pain settings will contribute to more beneficial outcomes. Given the complexity often inherent
in providing treatments for chronic pain, which can give rise to provider feelings of frustration
or distress, it is perhaps particularly important not to engage in these unhelpful ways of
interacting with patients.
The second consideration concerns the ability to communicate effectively. Effective
treatment of chronic pain is far more complex than simply providing diagnostic, prognostic or
procedural information to patients34. To date, there is good evidence that treatment providers
from a diversity of professional backgrounds can be effectively taught more successful
communication skills by incorporating accurate and genuine reflection and empathy in their
responses to patient behaviour and that these behaviors provide a direct and beneficial
contribution35. The literature on Motivational Interviewing36, in particular, indicates the
widespread applicability and feasibility of these techniques even when the time for direct
patient contact is limited. A recently published trial of this approach combined with
physiotherapy for chronic low back pain, for example, indicated superior outcomes across
various measures of relationship quality, physical performance, and general health in
comparison to physiotherapy alone37.
The final point returns to the issue highlighted in the previous section regarding the
risk of discrepancy in the identification of treatment goals between patient and provider when
durable pain relief is sought by the former and deemed either impossible or unrealistic by the
latter. Perhaps one area where concordance in goal identification can be achieved is through
expanding conversations around treatment outcomes beyond the reduction or control of
symptoms of pain or distress to outcomes that focus on effective functioning within a context
of continued pain. For example, in a large scale survey, individuals with chronic pain noted a
strong desire for improvement in areas such as enjoyment of life activities, overall energy,
sleep, concentration, family and social relationships, employment and recreational
activities38. More focused assessment of patient-desired outcomes in these areas may allow
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for improved collaborative efforts and seem to be a key area for future research and clinical
efforts39,40. There is, in fact, preliminary work in this area that supports both the importance
and feasibility of treatment efforts focused on achieving more effective and meaningful
functioning within a context of continuing pain41,42.
Future developments
Before we conclude, it seems pertinent to consider the potential for future progress in
this area, particularly with regard to areas of contemporary research and practice that might
provide a useful framework for both understanding, and even empowering, the therapeutic
relationship. One possibility is the emerging contextual behavioural approaches to treatment,
including Acceptance and Commitment Therapy (ACT43); Functional Analytic Psychotherapy
(FAP44); and Dialectical Behavior Therapy (DBT45). Each of these approaches at least
partially focuses on the quality of the patient-provider interaction and suggests methods that
providers may use to enhance the quality of this interaction.
These contextual approaches do not promote a model of abnormal behaviour or
'psychopathology' in isolation; instead they offer a broader, more general model of human
behaviour that can be applied equally to patient behaviour, therapist behaviour and the
patient-provider relationship itself. At the centre of these models is the notion of flexible
responding such that effective functioning, well-being, or relating to another person is
maximized. In the ACT model, for example, this is referred to as psychological flexibility. In
the FAP model, clinically relevant behaviours which indicate this effective responding is
occurring are specifically assessed for and reinforced within the treatment environment.
Within DBT, which was originally developed for individuals diagnosed with Borderline
Personality Disorder, there is a focus on distress tolerance, emotional regulation and
interpersonal effectiveness – essentially, flexible responding to difficult situations such that it
is more adaptive over the longer term. See Hayes and colleagues46 for an orientation to and
review of this area.
Within each of these approaches, while there is a focus on maximizing treatment
outcomes, there is also a focus on the role of the provider in flexibly maximizing the
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effectiveness of their own behaviour to facilitate a shift in patient behaviour. They each argue
that the therapeutic approach, including its underlying model of behaviour, is as relevant to
the therapist as it is to the client. They suggest that a more present and willing stance toward
one’s own experiences in clinical situations may enable the therapist to better relate and
respond to the client, his or her experiences and the developing process of treatment as it
occurs. See Pierson and Hayes47 for a chapter length discussion of these issues.
Conclusions
The relationship between patient and treatment provider has long been the subject of
study within the psychotherapy literature. The evidence base has consistently indicated that
the quality of this relationship accounts for a small, albeit consistent and noteworthy, amount
of the variance in treatment outcome (e.g., 11).
While this relationship has been the focus of much less study within chronic pain, it
seems reasonable to conclude that there may be similar effects based on the studies
examined in the present review. An issue of particular relevance was recently raised by
Jamison3, where it was noted that medical training in chronic pain has become increasingly
dependent on technique or technical expertise and that this focus has perhaps inadvertently
contributed to decreased focus on “nonspecific” aspects of treatment, which principally
involve issues examined within this review. Essentially, there is evidence to suggest that
positive response to treatment depends at least as much on the relationship between patient
and provider as it does on the technical aspects of the intervention itself3.
Of course, there are limitations within the existing data, which affects the strength
with which we can draw conclusions. Perhaps foremost among these is the fact that much of
the available data are correlational in nature, making it impossible to establish causal
connections despite the robustness of the effect. In addition, although various components
of the patient-provider relationship have been examined, it is difficult to determine the extent
to which they overlap or which, if any, is of exceptional importance. While it might be
possible to identify unique and overlapping contributions statistically, it may also be
necessary to investigate the individual contributions of these specific aspects of the patient
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provider relationship in future research.
Even with these limitations in mind, the seemingly universal relation between the patientprovider relationship, regardless of how it is defined and measured, and treatment outcomes
perhaps indicate there may be little practical value in causal tests or component analyses.
An alternative perspective, suggested in various parts of this review, is to seek
continued progress in this field not just by collecting more data that argues for the
importance of the patient-provider relationship but by carrying out research that allows us to
better predict and influence the relationship itself. It is perhaps the case that to do this we
need to move away from the imprecision of terms we currently use to describe this
interaction (be that relationship, bond, or alliance). Instead progress may be seen by trying
to view this phenomena from the perspective provided by different contextual approaches
such as motivational interviewing, ACT, FAP, or DBT. Until such time as this occurs, the
evidence seems fairly clear in its indication that treatment effectiveness is far more complex
than simply treatment format or structure; the way this format or structure is applied by the
provider matters as well, perhaps even more so.
In relation to the opening of this review, which suggested a continuum where focus
on evidence-based practice was at one end and a focus on the patient provider relationship
at the other, another point could be made. Far from being an antithesis of evidence based
practice, the argument that the patient-provider relationship has a reliable impact on the
outcome of therapy is consistently confirmed through evidence based practice. Indeed, it
could be argued that the dichotomy presented at the start of this article unnecessarily
impedes progress by polarizing parties into two opposing camps1. A more progressive
position to take might be one which understands that both the patient-provider relationship
and treatment effects have impacts on outcome and that progress in both areas will be
maximised through the careful selection of research questions, collection of data and
publication of evidence.
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Table 1
Specific Recommendations to Enhance the Patient Provider Relationship and their Association with Outcomesa

Outcome
Aspect of the relationship
Empathy14

Enhancing practices
Demonstrate a genuine desire to understand

Associationb
0.31

patient perspective and experience; reflect this
Positive Regard15

within clinical interactions.
Adopt a caring, respectful, and genuine stance

0.27

Congruence/Genuineness16

in treatment towards the patient.
Pay attention to patient responses in session

0.24

Track Treatment

and reflect this in provider communication.
Collect ongoing treatment response and

0.23

Outcomes /Client

feedback data to allow alterations in the course

Feedback48
Goal Consensus &

of treatment when necessary.
Agree on treatment goals and methods to

Collaboration23

0.34

reach them; encourage patient feedback and
contribution; work to help the patient be an
active, rather than passive, contributor to

Cohesion in Group
Treatment13

treatment
Emphasize group interaction; works best when

0.25

group size and duration allow cohesion to

build.
This table synthesizes the information from a special issue on patient-provider relationships
in psychotherapy. See the specific references for detailed information.
a

b

Effect sizes of r = 0.1 and above are considered to be a small effect size, r = 0.3 and above
a medium effect size, and r = 0.5 a large effect size12.

