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ORIGINAL ARTICLE

Participants’ unspoken thoughts and feelings negatively influence the therapeutic
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Davy Paapa,b , Leonie A. Kropsa , Henrica R. Schiphorst Preupera, Jan H. B. Geertzena, Pieter U. Dijkstraa,c and
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The Netherlands; dFaculty of Medical Sciences, Section Health Psychology, University of Groningen, University Medical Centre Groningen,
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ABSTRACT
Purpose: This study aimed to explore factors that influence participants’ perceptions of the therapeutic
alliance with healthcare professionals; their participation in the alliance; and their commitment to treat-
ment in a multidisciplinary pain rehabilitation setting.
Materials and methods: A qualitative research-design was used and 26 participants in a multidisciplinary
pain rehabilitation program were interviewed in-depth.
Results: Initially, participants reported to be satisfied with their healthcare professionals. After deeper
reflection on the therapeutic alliance, several unspoken thoughts and feelings and relational ruptures
emerged. Almost all participants mentioned a history of disappointing and fragmented healthcare, and
they reported on how this affected their cognitions, perceptions, and beliefs about the current program.
Participants felt insufficiently empowered to voice their concerns and regularly chose to avoid confronta-
tion by not discussing their feelings. They felt a lack of ownership of their problems and did not experi-
ence the program as person-centered.
Conclusions: Several factors were found that negatively influence the quality of therapeutic alliance
(agreement on bond) and efficacy of the treatment plan (agreement on goals and tasks). To improve out-
comes of pain rehabilitation, healthcare professionals should systematically take into account the percep-
tions and needs of participants, and focus more on personalized collaboration throughout the
program offered.

� IMPLICATIONS FOR REHABILITATION
� Differences in perceptions and experiences of pain, together with differences in beliefs about the

causes of pain, negatively influence the therapeutic alliance.
� When participants and healthcare professionals operate from different paradigms, it is important that

they negotiate these differences.
� From the perspective of participants, a clear-cut organization of healthcare that encourages collabor-

ation is required.
� It is important to focus on personalized collaboration from the start and during treatment, and to

recognize and discuss disagreement on diagnosis and treatment plans.
� During this collaboration, healthcare professionals should systematically take into account the percep-

tions and needs of the participants.
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Introduction

In the past decades it has been shown that a strong therapeutic
alliance increases treatment effects, with most evidence
embedded in psychotherapy, psychology, and mental health
research [1]. In psychotherapy therapeutic alliance has been
defined by Bordin (1979) as a negotiated, collaborative feature of
the treatment relationship that enables the participant “to accept

and follow treatment faithfully” [2]. The therapeutic alliance
includes three domains: level of agreement between participant
and healthcare professional on the goals of the treatment and on
tasks (to pursue the proposed goals), and quality of the bond
between participant and healthcare professional [2]. Clinically, the
therapeutic alliance is a dynamic relationship in which building,
maintaining, and repairing the collaboration between participant
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and healthcare professional are important features to strengthen
the therapeutic relationship [3]. Transient or longer-lasting strains
in a therapeutic relationship are very common and may result in
ruptures in the therapeutic alliance [4]. Ruptures refer to misun-
derstandings, tensions, and conflicts between participant and
healthcare professionals, and vary in intensity from minor tensions
in the collaboration to a major breakdown of the therapeutic rela-
tionship [5]. The theory of therapeutic alliance suggests that
therapeutic relationships must be build, maintained, and also
repaired. Repairing the therapeutic relationship acts as a vehicle
to facilitate treatment effects, to improve function, and to reduce
disability [3]. This theory also suggests that the therapeutic alli-
ance is relevant for all types of healthcare disciplines and treat-
ment relationships [1,2].

Different studies suggest the potential of the therapeutic alli-
ance in affecting rehabilitation outcomes in stroke-, cardiac-, and
musculoskeletal rehabilitation, diabetes management, and chronic
pain [6–9]. These outcomes include psychosocial and biomedical
outcomes such as depression, self-efficacy, adherence to treat-
ment, physical functioning, pain intensity, and general health sta-
tus [6,10]. Qualitative studies have shown context specific aspects
within different rehabilitation disciplines that are important for
how rehabilitation participants engage in treatment. For example,
in pediatric rehabilitation, three interrelated aspects were found
to be important regarding the therapeutic alliance and were iden-
tified from the perspective of the children, their parents and their
pediatric physical therapists, namely; importance of trust in the
healthcare professional, transparency in sharing information, and
negotiation about goals and tasks of the treatment [11]. In stroke
rehabilitation, the therapeutic alliance appeared to consist of
three interrelated components; personal connection, professional
collaboration, and family collaboration [12].

In multidisciplinary pain rehabilitation several professionals are
involved in the treatment of an individual participant (e.g., phys-
ician, physiotherapist, occupational therapist, and psychologist),
and participants therefore have to handle multiple treatment rela-
tionships. Within the various therapeutic processes, each health-
care professional has a different role. In addition, negotiation
about treatment goals and tasks is not only necessary between
the rehabilitation participant and multiple healthcare professionals
but also between these healthcare professionals. Because of these
aspects, it is valuable to deepen our understanding of the specific
aspects of the therapeutic alliance in a multidisciplinary pain
rehabilitation setting.

Additionally, since multidisciplinary treatment programs for
chronic pain vary in their effectiveness in reducing disability and
improving quality of life of their participants, more understanding
of the role of the therapeutic alliance is important [13,14].
Although multidisciplinary treatment programs for chronic pain
are more effective compared to other monodisciplinary treat-
ments, the differences in effect sizes are small [14,15]. Previously,
it has been suggested that improvements in clinical outcomes are
influenced by how rehabilitation participants relate to their
healthcare professionals in the therapeutic alliance [6,16].
Moreover, previous qualitative research within pain rehabilitation
showed that there is a need for more collaboration between
healthcare professionals and the rehabilitation participants, not as
a passive target, but as an active participant in the therapeutic
process [17].

To the best of our knowledge, little empirical research has
been conducted on the therapeutic alliance in a multidisciplinary
pain rehabilitation setting. It is unknown how rehabilitation partic-
ipants perceive the therapeutic alliance with their healthcare

professionals, how they experience their own participation and
commitment to the treatment and which interpersonal dynamics
affect the willingness of the rehabilitation participant to engage
actively in the therapeutic process. Therefore, the aim of this
study was to explore factors that influence participants’ percep-
tions of the therapeutic alliance with healthcare professionals,
their participation in the alliance, and their commitment to treat-
ment in a multidisciplinary pain rehabilitation setting.

Materials and methods

Design

Although substantial evidence exists on the role and importance
of the therapeutic alliance in healthcare in general, in the current
study we want to explore how this phenomenon is perceived and
experienced by the persons participating in a multidisciplinary
pain program, from the assumption that effectiveness of this kind
of program is lower than might be expected. Therefore, we have
chosen for purposively sampling (see “sampling and recruitment”),
in-depth interviews with participants; and interviews to be taken
at the location of the rehabilitation center where participants fol-
lowed a multidisciplinary pain program (a proxy of the “natural
context”). We based our design on principles of “interpretive para-
digm” [18]. This method includes iterative data collection, theoret-
ical memoing, and data saturation, as well as the idea that the
information that occurs is, in a way, a construction of participant
and researcher together (as they interact and influence each other
during the course of the interviews). In this type of iterative data-
collection the researcher acts as “subjective instrument [19,20].
Additionally, peer-debriefing was applied from the start of the
interviews. The interviewer (DP) regularly discussed his experien-
ces, impressions and findings in between the interviews with a
clinically experienced senior researcher (GP), until saturation of
information was assumed to be reached [21]. With this type of
design, we apply the ontological assumptions of “multiple real-
ities”, which are constructed, complex and context dependent. In
the current study multiple realities apply to the perception from
the rehabilitation participant point of view, on the role and
importance of the phenomenon “therapeutic alliance” (goals,
tasks, and bond). In interviews and analyses we searched for not-
able issues, themes, patterns or dynamics from the rehabilitation
participant’s perspective. The study protocol was approved by the
Medical Ethics Committee of the UMCG (M17.217913).

Context of the pain rehabilitation program

The 12-week multidisciplinary pain rehabilitation program of the
Center for Rehabilitation of the University Medical Center
Groningen (The Netherlands) aims to decrease disability, increase
participation, and improve quality of life of persons experiencing
chronic musculoskeletal pain. The program is based on cognitive
behavioral principles; it includes thorough pain education and
focus on self-management capacities concerning pain and disabil-
ity. This program is in accordance with the recommendations and
guidelines of International Association for the Study of Pain [22].
Such programs are applied, in varieties, in many (western) coun-
tries [23]. The program takes place in a weekly one-to-one setting.
A detailed description of the program is provided in
Supplementary material 1.
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Sampling and recruitment

The participants of this study were purposefully selected aiming
at heterogeneity in disability status, duration of chronic pain, gen-
der, age, education level, and working status. Generally, partici-
pants were eligible for inclusion if they were admitted to the pain
rehabilitation program, had followed the program for at least six
weeks, to ensure that they had participated in multiple treatment
sessions with their healthcare professionals (for participants who
had stopped the program earlier, a minimum of two weeks was
applied), were able to communicate and write in Dutch, had a
history of earlier treatments for their pain complaints, and were at
least 18 years of age. Potential participants were invited to this
study by their rehabilitation physician. The recruitment period
was from March 2017 to May 2019. During the iterative process
of data collection and analyses also theoretical sampling was con-
ducted, enabling exploration of preliminary ideas and to unfold
relevant materials and refine interpretation of the data [24]. For
example, in the first four interviews the interviewer missed depth,
dynamics, ambivalence and/or controversy in the reactions of the
participants, as might be assumed based on the theory of Bordin
and Safran et al. [2,4]. In peer-debriefing we assumed that
“avoidance” of the inner tension (within the participant) and rela-
tional tension (between respondent and healthcare professional)
might play a role. Therefore, we sought for ways to deepen the
interviews. This assumed avoidance-tendency was taken into
account during selection of the participants, and was thematized
in the forthcoming interviews. Additionally, somewhat later in the
course of the interviews, we especially included participants with
a high or low effectiveness of the treatment, in order to be able
to search for more dynamics in the therapeutic alliance.

Data collection

Prior to the interviews, participants were informed that their data
would be anonymized and that their healthcare professionals
would not be informed about the content of their interviews.
Written informed consent was obtained from all participants.
Interviews were conducted in the treatment rooms of the pain
rehabilitation program. Before the interviews, the Working
Alliance Inventory Rehabilitation Dutch Version (WAI-ReD) [25],
was filled out twice by participants, once concerning the profes-
sional with whom they experienced the most positive therapeutic
alliance, and once concerning the professional with whom they
experienced the least positive alliance (higher scores indicate a
stronger and more positive therapeutic alliance). Thereafter, face-
to-face in-depth interviews were conducted by the first author
(DP). All interviews were audio-recorded. Field notes were made
to record impressions of the interviews and were used to prepare
the next interviews.

In the interviews, participants were asked: “How do you experi-
ence your relationships with healthcare professionals, previous as
well as current?” In the first four interviews, we missed reflection,
ambivalence and dynamics concerning the therapeutic relation-
ship. Therefore another question was asked first “Can you walk
me through your history of experiencing (chronic) pain?” By add-
ing this question the interviews became more sensitive.
Participants generally expressed more affect and commented on
their emotions, attitudes, and perceptions concerning their prior
or current treatment. They also began to talk about the role of
the therapeutic relationship. At the end, the WAI-ReD scores were
used to reflect upon by the participant and to compare the scores
with the content and tendency of the interview.

Participants’ characteristics (gender, age, education level, dur-
ation of chronic pain, working status, disability status (Pain
Disability Index), and level of central sensitization (Central
Sensitization Inventory) were obtained directly from the partici-
pants or from their medical records [26,27].

Analyses

Audio recordings of the interviews were transcribed verbatim
(DP). Atlas.Ti (version 5.2) was used for data analyses. To explore
the therapeutic relationship transcripts were analyzed in three
phases by open, axial and selective coding[18]. Open coding was
applied line by line, and the initial codes were kept very close to
the text, and the descriptive labels were assigned to small seg-
ments of data. Thereafter, axial coding was applied by grouping
codes in categories and making connections between categories
(including reanalysis of codes, and merging codes and categories).
Last, selective coding was applied by searching for connections
between categories to identify patterns and themes or dynamics
from the rehabilitation participant point of view, on the role and
importance of the phenomenon “therapeutic alliance” (goals,
tasks, and bond). Deductive strategies were used to analyze the
data with regard to the theory of the therapeutic alliance. Coding
involved constant comparison, comparing data within and
between participants, and comparing data with theory to identify
indicators that emerge a pattern of themes. During the iterative
consensus coding process, data from interviews and field notes
were used. The first and the second author independently coded
and analyzed all transcripts, and the evolving codes were repeat-
edly discussed in consensus meetings with the whole team, which
took place during each phase of the data analyses: open-, axial-,
and selective coding. The research team aimed for theoretical
(data) saturation, which was assumed when no new categories
were found and existing categories were fully defined [28]. When
saturation was assumed, two additional interviews
were conducted.

Results

Thirty-seven potential participants were contacted, of whom 26
participated in the study (Table 1). Reasons for not participating
in the study were: not starting with the pain rehabilitation pro-
gram (n¼ 2), leaving the pain rehabilitation program because
pain or pain-related problems ceased to exist and participated in
the program less than two weeks (n¼ 2), leaving the program for
job related issues (n¼ 2), and rejecting participation in the inter-
view because of dissatisfaction with the rehabilitation program
(n¼ 3). Two participants were excluded because they had no his-
tory of earlier treatments. Interviews lasted 70min on average
(range 53- 95min).

The two WAI-ReD scores are summarized in Table 2. In general,
relatively high total scores and high domain scores were reported
for the both healthcare professionals with whom the participant
experienced the most- and less positive alliance.

Themes, affecting engagement in the therapeutic alliance from
the perspective of the participants were identified and are sum-
marized in Figure 1. These themes were related to painful issues
in personal history and context of the participants, impact of
intake and waiting-list, inter- and intrapersonal avoidance in the
pain rehabilitation program, and experienced complexity in multi-
disciplinary relationships.

THERAPEUTIC ALLIANCE IN PAIN REHABILITATION 3



Painful issues in personal history and context of the
participants

At the start of the interviews, current and former healthcare-
related therapeutic relationships were not at the center of partici-
pant’s concerns. Initially, participants reported to be satisfied with
the therapeutic relationships (which was in line with the high
WAI-ReD scores reported prior to the interview, see Table 2), and
tended to have a distanced attitude toward discussing this topic.
They expressed that their struggle with pain in the course of their
life (social and family life, daily activities, and work) was at the
center of their concerns. It appeared that, painful issues in the
personal history and context of the participants played a pivotal
role in the participants perception of their relationships with their
healthcare professionals in the current program (Figure 1). Also
previous experiences with healthcare professionals affected partic-
ipants’ illness representations and their perception of healthcare
relationships in general.

Almost all participants reported about a long period in which
they suffered disability due to their pain, and they all had a sub-
stantial history of different healthcare treatments. This history and
personal narrative shaped their cognitions, perceptions, and
beliefs about the causes of their pain, as well as their current
treatment expectations. In general, participants felt that their pre-
vious treatments were based on, or in trapped in a biomedical
view that focused on treating supposed (biological) causes of
pain. In those previous, biomedical oriented treatments partici-
pants had a more or less passive role, which affected their role
and participation in the current cognitive behavioral treatment.

Participant (P) 5: [… ] “In the private MRI center, I was told that my
intervertebral disc was too thin. That’s what the doctor told me. Next, I
went back to the university hospital nearby. I had a new scan there. It
turned out that my intervertebral disc was not too thin after all”

Interviewer (I): “This situation, how did it make you feel?”

P: “It really sucks! I thought I had something, but then, I was back to
square one… I knew just as little as before [silent for a few seconds]…”

Most participants felt that their autonomy was reduced by the
stress caused by their chronic pain and disability. The degree of
personal and social stress depended on the severity and impact
of pain and disability, the pressure it exerted on the participants’
interpersonal capacities, reduced participation in life activities,
and the decrease in quality of social support. The most frequently
mentioned factors resulting in loss of autonomy in the medical
context were uncertainty about the diagnosis and/or lack of a
clear diagnosis, uncertainty about the reduction of pain, and inef-
fectiveness of previous treatment(s). Participants felt trapped
between hope for improvement and fear of further deterioration.
From the narratives of the participants it became clear that these
feelings of loss of autonomy further increased dependency of par-
ticipants on their healthcare professionals resulting in a more
unequal relationship.

Table 2. Difference between 2 healthcare professionals from participants’ per-
spectives (n¼ 26).

Most positive Least positive

WAI-ReD Median IQR 25;75 Median IQR 25;75

Task 324.0 283.5; 363.0 292.0 223.0; 340.3
Goal 357.0 322.8; 380.8 335.0 286.0; 372.0
Bond 342.5 318.3; 366.8 332.5 292.0; 359.3
Total 1029.5 926.3; 1100.5 952.0 866.0; 1038.5

Each participant filled out the Working Alliance Inventory- Rehabilitation Dutch
Version (WAI-ReD) for 2 healthcare professionals with whom they experienced
the most positive and least positive therapeutic alliance, respectively. Domain
scores range from 0 to 400 and total scores range from 0 to 1200; a higher
score indicates a stronger therapeutic alliance with their healthcare professional.
IQR: Inter Quartile Range.

Table 1. Characteristics of the participants (n¼ 26).

Gender Age in Years Educationa Duration of chronic pain in years Working status Disability statusb CSI

Participant 1 Male 33 Middle 5 Reintegration into work 50 38
Participant 2 Female 24 Middle 4 Student 11 38
Participant 3 Male 21 Middle 2 Student 45 21
Participant 4 Female 33 Middle 3 Reintegration into work 14 35
Participant 5 Female 52 Low 9 Working 25 42
Participant 6 Female 55 Low 6 Not working 39 41
Participant 7 Female 33 High 2 Reintegration into work 24 37
Participant 8 Female 35 Low 6 Not working 53 52
Participant 9 Female 70 High 17 Retired 35 51
Participant 10 Male 46 Middle 3 Reintegration into work 7 34
Participant 11 Female 72 Middle 10 Not working 58 46
Participant 12 Male 64 High 10 Not working 37 43
Participant 13 Female 50 Low 16 Reintegration into work 27 60
Participant 14 Female 53 Low 20 Not working 43 52
Participant 15 Female 34 Middle 8 Working 36 50
Participant 16 Female 68 High 48 Retired 38 44
Participant 17 Female 28 Low 3 Not working 61 63
Participant 18 Female 28 High 10 Working 35 55
Participant 19 Male 36 Low 10 Working 46 41
Participant 20 Female 38 Low 25 Reintegration into work 38 42
Participant 21 Male 51 High 4 Working 45 21
Participant 22 Male 65 Middle 7 Retired 39 43
Participant 23 Female 45 Middle 4 Working 29 51
Participant 24 Female 62 High 4 Not working 37 31
Participant 25 Female 40 Low 4 Not working 37 52
Participant 26 Female 63 High 5 Not working 18 30

PDI: Pain Disability Inventory. CSI: Central Sensitization Inventory.
aEducation level: Low, Middle, High. Low: primary school, lower secondary general education, lower vocational education; Middle: higher secondary general educa-
tion, intermediate vocational education, High: Higher vocational education, university.
bDisability status measured with the PDI. PDI range from 0 to 70, with higher scores reflecting higher interference of pain with daily activities. CSI range from 0-
100, with higher scores indicating a higher probability of central sensitization.
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Participants experienced a lack of ownership of their own dis-
ability, which seems related to their perceived lack of conversa-
tion, discussion, or participation in prior treatments. Through
previous negative treatment experiences some participants had
lost trust in their diagnostics outcomes, or in expecting cure for
the supposed causes of their pain, or any long-term effects of any
treatments of their pain. As a result, they felt a lack of ownership
of previous treatment processes, and became increasingly passive
in response to those treatments. These feelings led to a reduction
in self-esteem and a negative self-image. Also, participants were
reluctant to expect a positive outcome of the multidisciplinary
pain rehabilitation program, affecting the way they engage within
their current therapeutic relationships.

P22: [… ] “In the first week my pain only increased [after the injection].
Thereafter, I had the idea that it had helped a bit; the pain decreased. But
that was only for a short period of time and the pain returned. I was told
‘You have to wait for at least 3 months to see whether there is an
effect… … … .’ Then I got a TENS., stickers on my back, with electric
current running through it… To make a long story short… No or little
effect. Even with the highest-intensity TENS… no effect on my pain
experiences at all… [2 second of silence]… . And then… the doctor

[mentions name of the doctor] did not have anything to offer
me anymore…”

From these previous experiences many participants indicated
that they were familiar with a paternalistic attitude of healthcare
professionals and were used to functional and superficial inter-
action within the therapeutic relationships. From these experien-
ces, participants had learned that they only played a minor role in
the treatment process and in the eventual handling of their com-
plaints. The messages they heard were “the healthcare provider
knows best” and “I am not a professional.”

In participants’ narratives about previous healthcare experien-
ces, considerable strains or ruptures in therapeutic relationships
came to light. Most participants emphasized they preferred to
avoid confrontation with their healthcare professional when they
felt anger or frustration, instead of expressing their true feelings.

P17: [… ] “The physician was sitting in front of me (bending over), and I
felt myself getting smaller and smaller… In the end he said: ‘well you
have to (learn) to live with it’… I didn’t say anything else. I have dealt
with it, for more than 20 years (talks in a different voice). But I can’t take
it anymore. It hurts and I am tired. Yes… I still have to learn to cope

Figure 1. Participants’ perceptions affecting engagement in the therapeutic alliance in pain rehabilitation program.
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with that. And yes, I ran away from it… Well, I don’t know what to do.
Apparently, no one seems to know what to do…”

I: “After that, did you go back to your general practitioner?”

P: “Not immediately… Thereafter, I felt defeated… I felt his eyes piercing
my back. The eyes of that man [physician]!”

Only a few participants reported they had a confrontation with
their healthcare professional after expressing their true feelings.
However, participants emphasized that their previous relationship
with healthcare professional influenced their relational trust in
(current) healthcare professionals.

P15: [… ] “Well, he [physician] just told me… I am a poser. I said,
okay… And he says, it was all between my ears, I was crazy… I said:
I’m not crazy. And the physician talked in the hallway about my medical
file. I said that’s not okay. He said: ‘well, if I want to do that, I will do it.’
And I said, I will not visit you again. [… ] I went to my general
practitioner and then it was all over; he [general practitioner] said ‘you
don’t have go there anymore…”

Impact of the intake phase and waiting-list

The previous healthcare experiences (including painful issues in
history and the context of the participant) shaped participants’
individual illness representations and their individual perceptions
of relationships with healthcare professionals. These previous
experiences generally tempered expectations of the current pro-
gram but expectations differed between participants. Two types
of expectations were frequently mentioned, either low expecta-
tions regarding the effectiveness of the treatment or high expect-
ations. In case of low expectations, participants felt there was “no
harm in trying”, they lost hope due to earlier failing treatments. In
case of high expectations the program was hoped to be “the
Holy Grail.” Low expectations were mostly expressed by partici-
pants who had lost confidence in all other treatments.

P15: [… ] “I wanted to join the pain rehabilitation program, but I was
afraid that it would happen again… I was afraid that this treatment
would not work either… My hopes had been destroyed several times…
And then what? … Then I am alone again, with my pain …”

High expectations were expressed by participants who expected
(too) much from the program and/or the academic setting and
saw the rehabilitation program as a last treatment option. These
expectations were further strengthened by the long waiting list,
which gave some participants the idea that “If the waiting list is
that long, the program must be very good.” The name pain
rehabilitation led participants to expect a focus on pain relief com-
bined with additional diagnostics on the causes of pain. Almost all
participants spontaneously expressed their displeasure and con-
comitant uncertainty about the duration of the waiting list. They
emphasized that being on the waiting list had a negative impact
on their lives. The waiting list seemed to reinforce the unequal
relationship between participant and healthcare professionals.
Some participants felt they had to demonstrate certain types of
behavior in order to be accepted into the program.

P12: [… ] “They [healthcare professionals] say… : ‘that person [the participant
herself] has already gone through a whole process leading up the program.’
…Yes… That is true and it [the process] takes even longer now… They
say: ‘you’ve already had several treatments and diagnostic exams…’ Yes. I
hear that every time, but in the end, it does not speed up anything…”

I: “It’s hurting you, isn’t?”

P: “Yes… Yes… [Silent for a few seconds]… Yes, and I wonder whether
I am the only one for whom it takes so long? … … . I don’t know …
The whole journey to this program was terrible…”

These unrealistic treatment expectations in combination with
frustrations about the long waiting list, affected participants’ atti-
tude (aloof and avoidant) and role-taking ability in the therapeutic
relationships with their current healthcare professionals.

Despite extensive pain education and explanations, verbally
and in writing, about the content and goal of the program
from the rehabilitation physician’s side before screening, partici-
pants appeared to have little knowledge and understanding of
the actual content of the pain rehabilitation program. This lack
of knowledge and understanding complicated transparent nego-
tiations on goals and tasks between participant and rehabilita-
tion professionals in the intake phase. Participants also reported
that the intake process went too fast: the problem identification
and proposal of the treatment plan (formulated in the next
appointment after the intake) followed a mere week after three
screening interviews, with three different healthcare professio-
nals (all in one day). Despite the fact that the goals seemed to
be jointly set, and agreement on goals was checked by the
rehabilitation physician after the screening, it remained difficult
for the participants to comprehend what exactly they had
agreed upon. Notably, the expectations of many participants
(reduction of pain) fundamentally differed from the aim of the
program. This difference emphasized a lack of agreement on
goals. During the interviews it was clear that talking about
these former issues evoked emotions in some participants, they
expressed displeasure or coped with their emotions by taking
distant attitude.

Inter- and intrapersonal avoidance in the pain
rehabilitation program

Previous encounters with healthcare systems had led many partic-
ipants to consider these systems as top-down and depersonaliz-
ing. They did not feel involved in the diagnostic process and felt
excluded from the points of view of the professionals. The current
pain rehabilitation program was perceived as a one-sided affair, in
which the participants had neither been offered nor experienced
a great deal of involvement. They anticipated on new setbacks in
the treatment, to protect themselves from further disappoint-
ments, in combination with their long history of failing treat-
ments, this resulted in a passive and distanced attitude toward
the current pain rehabilitation program.

In the interviews concerning this issue, a discrepancy
emerged between what participants initially said about the pro-
gram and what they actually thought, which only emerged later
in the interviews. It appeared that a great deal of avoidance
took place, also in therapeutic relationships which the partici-
pants indicated as “satisfactory”. This avoidance was expressed
in different levels: engagement in the program, avoidance of
personal feelings, as well as avoidance of transparency and
intimacy in the therapeutic relationship. For instance, some par-
ticipants mentioned they avoided to attend to their own feelings
and fears, and therefore did not express these to their health-
care professionals either.

P12: [… ] “I have been afraid for some time that I will develop a spinal
cord injury…”

I: “Did you share your fears with your healthcare professionals?”

P: “No… No…”

I: “Do you have an idea why not?”

P: “Uhm… Yes well… I don’t like to talk about it that much.”
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Other participants reported that they did not feel comfortable
enough to express their feelings and/or thoughts.

P21: [… ] I: “Do you experience difficulties in expressing feelings or
thoughts during the rehabilitation program?”

P: “Uhm… Yes. A few times.”

I: “And… What happens then?”

P: “Then it’s as if I shut down… … … Even though I am someone who
talks a lot and says quite a lot… I often change the topic.”

Some participants mentioned that they were afraid to admit
their personal feelings, because the professionals might act
upon this.

P20: [… ] “Perhaps I have more fears than I want to admit. If you
surrender to your fears then they really exist… And if I bring it [the fears]
into the conversation, they [professionals] may want to use it in the
treatment. I don’t know if I want that to happen”

Although quite implicitly experienced by the participants,
these levels of avoidance of expressing feelings and/or thoughts
can be interpreted as a sign of stagnation, strain or rupture in the
therapeutic alliance. The majority of the participants reported to
have experienced a considerable deterioration in a therapeutic
relationship with at least one healthcare professional. A frequently
mentioned factor leading to deterioration in the therapeutic rela-
tionship was the switch between different professionals within
the same discipline because of illness of healthcare professionals,
scheduling issues, or other reasons. Participants indicated that
they did not always openly discuss these strains or ruptures. They
left their thoughts and feelings unspoken and chose to avoid con-
frontation in most circumstances.

P19: [… ] “But as soon as I get an advice from her [substitute
occupational therapist, because of illness], more or less a repetition of
what I told her, I mentally withdraw and I say ‘yes’ right away and do not
talk about the things that really bother me…”

Some participants mentioned that they had problems with vul-
nerability and intimacy, and therefore kept professionals at a dis-
tance; they took a passive, adjusted and submissive role in the
therapeutic alliance, to avoid personal issues concerning their dif-
ficulties in joining the program.

P27: [… ] “ … Sometimes I come across as hard and cold apparently…
but actually, I’m none of these things. But that is how I am perceived
sometimes… people feel uncomfortable with me… [… ] As a result, the
relationship remains superficial [during the rehabilitation]… I wait
and see…”

Some participants developed a dependent, passive, even sur-
rendering relationship with their healthcare professionals. In those
relationships, participants offer their autonomy and leave the
ownership of their problems to their healthcare professionals,
which is in fact not the goal of the treatment, namely focus on
self-management capacities concerning pain and disability.

P23: [… ] “I am going here [rehabilitation program]; I look at the
schedule to see what time I have to be here or there. [… ] I just endure
it… Let me just say it like that. Really, I undergo it… I am all right with
it. I just do it as well as I possibly can. [… ] I assume they know the best;
they do this more often and with more people.… . There are lots of other
patients like me. I think they [the healthcare professionals] are specialists
and know what they are talking about. I just assumed that. [… ] I keep
that in mind now, and I will just have to see whether it is right. I have
surrendered to it, and I will do everything to get rid of it [the pain].”

Also the focus on the biopsychosocial, cognitive-behavioral
approach in the current program was unclear and difficult for
many participants, as most participants reported that they were
used to a biomedical view from their previous healthcare

experiences. These differences in presumed approaches between
by participants and healthcare professionals, together with still
more or less top-down treatment-proposal, resulted in incoherent
perceptions, interpretations, and beliefs regarding the issue of
pain and effective pain treatment. During the interviews, many
participants reported that they did not, or only partially, agreed
with the healthcare professionals in the problem identification,
but did not discuss these issues.

P4: [… ] “In treatment, I have often heard that it’s all in my head. But I
feel the problem is in my back, really!”

P14: [… ] “You are here to learn how to deal with the pain and not to
look for its causes. [Silent for a few seconds]… Anyway, I underwent a
scan: no hernia. Rheumatologists said it’s not rheumatism… I still have a
feeling [points to her back] that there must be someone who can
manipulate my back… For example, a physiotherapist who does
something different from what has been done so far, which will reduce
my pain.”

Since the overall aim of the program was to cope with pain
complaints, and not reduce pain, some participants described
they felt unable to discuss their desire for pain-reduction, because
they had already signed on to the program. Participants indicated
they were satisfied with the program because the help and atten-
tion they received from professionals enabled them to cope with
their problems in life. Nevertheless, many participants felt that
their real problem in life was pain, which made the rehabilitation
program less important. This crucial disagreement on problem
identification remained mostly latent, however, it influenced the
commitment to the program gravely and therefore the thera-
peutic alliance. In some participants, this issue was more mani-
festly present and was discussed between the participant and the
healthcare professional(s), sometime leading either to consensus
or conflict.

Experienced complexity in multidisciplinary relationships

An important finding was that most of the participants experi-
enced difficulties in critically evaluating the relationship with their
healthcare professionals. They sometimes contradicted them-
selves. For example, when participants mentioned a deterioration
in the relationship with a certain professional, they subsequently
played this down or mentioned they experienced no problems.
After some prompting, participants mentioned that it was difficult
for them to explain about their different relationships with differ-
ent professionals. Moreover, participants struggled to find words,
resulting in moments of silence and an altogether less coherent
conversation. Some participants tried to alleviate their discomfort
by changing the topic. Others became inconsistent in their state-
ments. A majority of participants felt a conflict of loyalty when
addressing negative feelings or thoughts about the treatment,
even when they expected no or small treatment effects.

The WAI-ReD was filled out twice by the participants, once
concerning the most positive therapeutic alliance (higher scores)
and the other concerning the least positive alliance (lower scores)
(Table 1). However, in many cases this difference in scores was
not confirmed in the interviews. Some participants found it diffi-
cult to indicate differences between the relationships with the dif-
ferent professionals beforehand. Some indicated that to them it
felt more like they were engaged in a relationship with the entire
treatment team (team alliance). Participants considered consist-
ency and mutual collaboration between healthcare professionals
to be important aspects contributing to team alliance.

P19: [… ] “It is a team that works together, and they look at your
problem from all angles very thoroughly… It works for a lot of people, so
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why not for me? Prior to this program, you went to the individual
therapies or practices… [… ] Sometimes you were squeezed into their
[earlier treatment] program… It feels like that. Here, the program is more
structured. Everything I discuss and do will be evaluated with all
professionals.”

Other participants experienced a different therapeutic relation-
ship with each of the professionals. Some mentioned that one
specific professional came much closer to them than others,
resulting in a stronger therapeutic alliance with this professional.

P3: [… ] “The psychologist also focuses on other things that are related to
my past and influence my current problem. She really is the queen [most
important healthcare professional], and the others [remaining healthcare
professionals] are all followers…”

Each participant had a different professional who was most
important to him or her; often, this was the professional the par-
ticipant expected to make the most progress with.

A few participants indicated that the strength of the thera-
peutic alliance changed during the program. For instance, the
relationship with a specific professional became more important
over time. In contrast, other participants expressed they had no
further need for help from a specific professional. During the
interview they wondered why they continued treatment with this
professional because it did not benefit them.

Participants experienced the pain rehabilitation program as a
more or less standardized program with limited flexibility to
adjust duration, frequency, and goals of the treatment.
Sometimes this standardization gave participants the feeling of
program-centered care as opposed to person-centered care,
which also influenced participants’ perceptions of their own role
during the treatment.

P27: [… ] “Of course, they [rehabilitation professionals] work from a
multifactorial perspective. And you know, one factor is more important for
me than the other factors… You know that in advance. And they know it
too. But the program is a package deal and you just have to deal with all
the factors as they come.”

Discussion

In this qualitative study we explored factors that influence partici-
pants’ perceptions of the therapeutic alliance with their health-
care professionals and their participation in the therapeutic
alliance within a pain rehabilitation program. To our knowledge,
this is the first qualitative study within pain rehabilitation identify-
ing themes which were important from the perception of the par-
ticipants on the quality of therapeutic alliance. This study
indicated that painful issues in personal history and context of
the participants, impact of intake and waiting-list, inter- and intra-
personal avoidance in the pain rehabilitation program, and experi-
enced complexity in multidisciplinary relationships were
important factors according to rehabilitation participants. Previous
research has shown that the quality of the therapeutic alliance is
an important predictor of the effectiveness of therapies in any
therapeutic context [6,29,30]. This study, however, found that
many participants of the pain rehabilitation program did not
experience a clear or helpful therapeutic alliance with their
healthcare professionals, neither in the past nor in the current
program. Moreover, participants were not used to reflecting on
the therapeutic alliance and its association with treatment effects.
The participants scored relatively high on the WAI-ReD, indicating
high therapeutic alliance. However, during the interviews, it
became clear that these scores were based on superficial
responses of the participants, regarding to kindness and attention
from healthcare professionals. Deeper reflection of the

participants during the interviews brought to light ruptures in the
therapeutic relationships.

The interviews showed that participants’ history of pain was a
combination of their treatment (consisting of unsuccessful, frag-
mented, and ultimately disappointing interventions) and a per-
sonal history (characterized by the negative impact of pain
problems). This history had not only negatively influenced their
personal illness representations, but also distorted their percep-
tions of the function and aim of the relationship with (previous or
current) healthcare professionals. Generally, participants experi-
enced these relationships as top-down. They did not share the
view of professionals on the pain diagnosis nor did they feel
involved in the treatment plan. These negative expectations,
together with a long waiting list, resulted in quite a passive and
avoidant attitude in most of the participants. They avoided both
their own negative feelings concerning their pain history and
problems and their negative feelings concerning the treatment
plan and healthcare professionals. Some participants had very low
expectations, while others had unrealistically high expectations of
the pain rehabilitation program. Nevertheless, most participants
did not experience a cooperative relationship with clear-cut goals
and tasks, despite the fact that the goals were co-formulated by
the participants themselves. Summarizing, participants’ experien-
ces contradicted with the aim and proposed course of the
rehabilitation program, in which participants were expected to
participate actively.

Negotiation on participants’ perception on coping with pain

The pain rehabilitation program aims to teach participants how to
reflect on their behavior and offers them coping strategies con-
cerning their pain-complaints (Supplementary material 1). This
helps them to better cope with their chronic pain and improve
quality of life and participation in activities of daily living. The
interviews showed that participants neither fully comprehended,
nor accepted this treatment focus. They considered their chronic
pain to be a physical problem mainly, and they did not accept
the suggested link between chronic pain, their own behavior, and
other coping strategies regarding pain. These cognitions were
reinforced by many previous healthcare experiences based on a
biomedical approach [31]. Although the current program worked
from a biopsychosocial approach, participants had difficulties
comprehending, accepting, and recognizing this approach. To the
participants, it felt as though they were not on the same page as
their healthcare professionals. The participants often lacked the
capacity to negotiate about these differences, which in turn made
it difficult to bridge them.

Avoidance in the therapeutic alliance

The high WAI-ReD scores reported by the participants in this
study contrasted with the tensions and strains in the therapeutic
relationship that were later reported by the participants in the
interviews. This discrepancy suggests that participants in pain
rehabilitation avoided intimacy as well as disagreement regarding
treatment. Earlier research has suggested that avoiding the
expression of feelings instead of openly discussing experiences of
strains or ruptures in the relationship may be a natural response
of participants in healthcare [32]. Moreover, research within psy-
chotherapy has found that strains and ruptures are common in
therapeutic relationships, but that both participants and health-
care professionals underreport ruptures due to a lack of aware-
ness or feelings of uncomfortableness [33]. Previous research has
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emphasized that an unsafe environment and/or an unequal rela-
tionship may be a barrier to establishing helpful therapeutic alli-
ance [34]. Participants’ feelings of uncomfortableness in
expressing themselves might implicitly indicate that they experi-
enced the rehabilitation program as an unsafe environment for
sharing their feelings.

Attachment style regarding avoidance in the
therapeutic alliance

The conflict and intimacy avoidance strategies employed by the
participants in this study may be partly explained by their attach-
ment history [32,35–37]. Participants in pain rehabilitation pro-
grams who had an insecure attachment reported a poorer
therapeutic alliance compared with participants who had a secure
attachment [38]. Maybe participants with insecure attachment
styles have specific needs concerning the therapeutic alliance
[39]. As insecure attachment styles frequently occur in participants
with persistent pain, the findings of the current study are relevant
for pain rehabilitation [40]. However, in a systematic review con-
cerning attachment styles of healthcare professionals evidence
was found that also interactions from professionals with partici-
pants contributed to quality of therapeutic alliance as well as
treatment outcomes [37]. In this study healthcare professionals
were not interviewed but more research is required regarding the
attachment styles of healthcare professionals and the consequen-
ces for therapeutic alliance and treatment outcomes in
rehabilitation.

Organizational factors that influence the therapeutic alliance

This study found that organizational factors, such as intake proce-
dures, waiting lists, flexibility of the program, and treatment dur-
ation influence the therapeutic alliance. These findings are
consistent with earlier studies, which found that organizational
and financial factors could have a negative impact on the
strength of the therapeutic alliance and collaboration within the
alliance [41–43] The protocol of the three screening interviews
(Supplementary material 1) was found to be one-sided. In these
screening interviews, less attention was paid to the participants’
own definition of their problems, and this lack of attention, in
combination with prior experiences, may have contributed to a
passive, distanced attitude of the participants. Although the cur-
rent pain rehabilitation program aims for person-centered care,
the organizational and financial aspects might have inadvertently
undermined this aim [43].

Implications

This study has several important implications. First, it was found
that many participants did not experience a strong therapeutic
alliance. Participants were insufficiently aware of the position they
held in the alliance and the tasks they could perform therein.
Furthermore, they did not feel engaged in the agreement on
goals and tasks set forth in the treatment plan. Other studies
have shown that a strong therapeutic alliance can contribute con-
siderably to treatment effects [29,30]. This implies that a stronger
focus on the therapeutic alliance is needed to improve the effects
of pain rehabilitation programs. Healthcare professionals should
effectively explore unspoken thoughts, feelings, and dilemmas of
participants regarding the therapeutic relationship in combination
with the diagnosis and treatment plan. In this way a reciprocal

and negotiable relationship with agreement on goals and in tasks
can be reached.

A second implication concerns the way ruptures in the thera-
peutic alliance are addressed. Within psychotherapy, addressing
ruptures in the therapeutic alliance is seen as a key component in
treatment progress [44]. Solving relational ruptures not only re-
establishes the therapeutic alliance, but also functions as an
important mechanism for improvement in the health condition of
the participant [33]. This implies that it may be beneficial to
develop and apply these principles in pain rehabilitation pro-
grams. Further research should focus on detecting and solving
alliance ruptures in pain rehabilitation programs.

Third, this study shows that the experienced quality of the cur-
rent therapeutic alliance was negatively affected by previous
experiences of fragmented healthcare. Therefore, non-fragmented
healthcare, team-based collaboration between healthcare profes-
sionals involved in the treatment, and discussions with the partici-
pants about the healthcare (treatment-negotiation) are needed to
prevent deterioration of the quality of the alliance. The treatment
should only start when agreement is reached on problem identifi-
cation and treatment goals. Better collaboration between health-
care professionals and fewer changes in the members of the
healthcare team may strengthen the therapeutic alliance and
improve health outcomes [45–47]. Moreover, to achieve this,
incorporating relational-therapeutic skills and knowledge of thera-
peutic alliance as a professional competence in curricula of
healthcare professionals may be a prerequisite. Lastly, this study
in pain rehabilitation provided in-depth explanations and mean-
ings which may be transferable to other type of multidisciplinary
rehabilitation programs.

Study limitations

Three participants voluntarily dropped out of the pain rehabilita-
tion program because they were dissatisfied with its content.
They refused an interview despite multiple requests. This non-par-
ticipation to the interviews may have limited transferability of
the results.

Two other limitations were that no interviews were conducted
after completion of the rehabilitation program and that the partic-
ipants were not interviewed for a second time. Participants may
experience the therapeutic alliance differently during and after
completing the program. Future research should explore how the
therapeutic alliance changes over time during the rehabilitation
program. An additional limitation of this study was that health-
care professionals were not interviewed. It could be interesting to
use dyadic data analysis in this respect, with the participant and
healthcare professional forming a dyad. Such an analysis could
help in understanding why certain well-meant intentions of
healthcare professionals get lost in translation.

Conclusions

In this study on the participant’s perceptions of the therapeutic
alliance in a pain rehabilitation, themes were found that obstruct
the efficacy of the therapeutic alliance and the treatment plan.
These themes were related to painful issues in personal history
and context of the participants, impact of intake and waiting-list,
inter- and intrapersonal avoidance in the pain rehabilitation pro-
gram, and experienced complexity in multidisciplinary relation-
ships. In order to improve outcomes, a stronger focus on
personalized collaboration from the start of the treatment pro-
gram is required (dealing with complaints, agreement on
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diagnosis and treatment plans). During the program, the health-
care professionals should systematically take into account the per-
ceptions and needs of the participants.
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