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A B S T R A C T

Objectives: The working alliance predicts improvement following general psychotherapy, but how it operates in
brief interventions conducted with medically ill patients is unknown. Also, the role of the working alliance may
differ in emotion-focused versus educational interventions.
Methods: We report secondary analyses of a randomized clinical trial (Keefe et al.) [35], in which patients with
rheumatoid arthritis (RA) received four nurse-provided sessions of either a) Clinician-assisted Emotional
Disclosure (CAED), which emphasized the disclosure, expression, and processing of emotions related to stressful
events; or b) Arthritis Education (AE), which provided basic education about RA. The Working Alliance
Inventory was completed by both patient and nurse after each session. Patients were evaluated on multiple
health measures at baseline and 1, 3, and 12 months post-treatment.
Results: Analyses compared the alliance between interventions and related the alliance to outcomes within in-
terventions. Patients in CAED reported a lower alliance than patients in AE. Interestingly, in CAED, lower al-
liance ratings predicted better outcomes (improved functioning, lower pain behaviors, lower inflammation,
lower daily stress), whereas in AE, the working alliance was largely not predictive of outcomes.
Conclusion: Having nurses encourage emotional disclosure among patients with RA reduced the patients'
working alliance, but a lower alliance nonetheless predicted better patient outcomes, perhaps reflecting suc-
cessful engagement in an intervention that is emotionally and relationally challenging. The level and predictive
validity of the working alliance likely depends on patient, provider, and intervention factors, and further study of
the working alliance in psychosocial interventions in the medical context is needed.

1. Introduction

The doctor-patient relationship has long been acknowledged as the
cornerstone of quality medical care [1]. Empathy, trust, and colla-
borative decision-making are all thought to strengthen the quality of
the provider-patient relationship [2,3]. The call for relationship-based
medical practice, however, has far outpaced the evidence base to guide
it; as such, providers are often left to their own devices regarding how
to promote successful working relationships.

In contrast, substantial research on relational factors has informed
the field of psychotherapy. Researchers have studied the relational and
contextual factors that build rapport, facilitate a trusting environment,
and promote patient disclosure. One of the most robust predictors of

positive outcomes is the working alliance [4]. Bordin's [5] pan-theo-
retical model defines three components of the working alliance: colla-
boration between patient and therapist on goals, collaboration on tasks,
and quality of emotional bond. The bond component is thought to be
most emotion-based, and hence is most characterized by the emotional-
interpersonal processes that occur between the patient and therapist
when working collaboratively [6]. The working alliance is a common
factor, exerting its effects across treatment approaches and patient
populations [7]. It is the most consistent process-based predictor in
psychotherapy, predicting better outcomes at small to medium effect
sizes (r = 0.22–0.26) [4].
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1.1. The working alliance in medical settings

The extent to which the working alliance extends beyond psy-
chotherapy and into other health-delivery services is less clear. Very
little research, for example, has examined the working alliance in
psychosocial interventions of medical or physical health problems.
There are reasons to believe that the working alliance may operate
differently in medical settings than it does in psychotherapy. Outpatient
medical visits are fewer and briefer than psychotherapy. Moreover,
medical patients usually present with chronic and comorbid illnesses,
such as obesity, diabetes, arthritis, and chronic pain, and treatment
goals often differ from psychotherapy, as symptom management is
more realistic than remittance or cure. Perhaps most importantly,
medical patients likely do not expect to be asked to disclose and discuss
private psychosocial issues, especially if such issues are not seen as
clearly linked to their physical health problems.

Several authors have reported that the working alliance is an im-
portant issue in the treatment of chronic pain. For example, a difficult
alliance is a top concern of health care providers when working with
patients with chronic pain [8], and patients' negative emotions can
impair the working alliance [9,10]. Positive patient-provider relations
in general appear to predict better healthcare outcomes in patients with
chronic pain [11,12], but almost no research has been conducted on the
working alliance specifically in chronic pain treatment. Ferreira et al.
[11] found that the therapeutic alliance predicted improved outcomes
of physical therapy for chronic back pain. We know of only one study
that examined the working alliance as a predictor of outcomes for a
psychosocial treatment for chronic pain, finding that the working alli-
ance was unrelated to outcomes [13].

1.2. Rhematoid arthritis

Rheumatoid arthritis (RA) is a chronic and often debilitating auto-
immune disease marked by cycles of inflammation in the synovial
areas. Characterized by chronic joint and muscle pain and stiffness,
patients with RA may be particularly prone to emotional or psycholo-
gical distress. Moreover, several large-scale studies have found links
between a history of psychosocial adversity or posttraumatic stress
disorder and subsequent RA [14,15]. Negative emotions are thought to
exacerbate the stress response, and people with RA report elevated le-
vels of interpersonal stress [16,17]. Thus, patients with RA are parti-
cularly prone to negative affect, but they may have a difficult time
engaging in treatments designed to ameliorate negative emotions.
Traditionally, psychosocial interventions for patients with RA have in-
volved self-management educational approaches and training in cog-
nitive-behavioral coping skills [18–21]. These interventions have been
effective, although with small effect sizes and inconsistent long-term
maintenance of effects. There is increasing interest in targeting stress
and emotions [16,22–24], how interpersonal relationships are used for
coping [25,26], and the roles played by emotions and relationships in
psychosocial treatments of RA.

Emotional disclosure approaches have been tested for patients with
various health problems, and many studies report some benefits fol-
lowing emotional disclosure of stressful or traumatic events [27–30].
Studies of emotional disclosure among people with RA, however, have
reported mixed, often null findings [31–33]. Yet, the experimental
protocol in almost all emotional disclosure studies involves only private
or solitary disclosure; thus, little is known about how interpersonal
processes might influence emotional disclosure's effects on health.
Whether disclosure occurs privately or to another person is important
because some patients with chronic pain, particularly RA, inhibit their
negative emotions and have particular difficulty describing their feel-
ings to others [23]. Thus, encouraging patients with RA to disclose
personal stressors and express their emotions may negatively impact
the working alliance with the provider working with them, even though
it might be healthy for such patients to do so.

1.3. The present study

Given the links among RA, emotions, and interpersonal stress, an
important area for research is to understand how interpersonal emo-
tional disclosure might influence the working alliance, and how the
working alliance might affect health responses to emotional disclosure.
We developed Clinician-assisted Emotional Disclosure (CAED), in part,
because the nature of emotional disclosure likely fits well with a warm,
caring human relationship, and in part, because patients may need help
identifying, labeling, and describing their emotions. CAED has been
tested and found to be helpful in one study of college women who were
symptomatic after experiencing a sexual assault [34]. In a prior ran-
domized trial for RA, the current research team compared CAED to
Arthritis Education (AE), both provided by nurses, and to private
emotional disclosure and no-treatment control. The trial found no clear
pattern of differences in health outcomes among the conditions [35].
The present report is a process-level analysis of working alliance as-
sessed during CAED and AE, and its relation to outcomes from that trial.
The trial was unique not only because it assessed therapeutic alliance in
a study of chronic pain, but also because it: a) compared the working
alliance in CAED to a very different approach, AE, in a randomized
design; b) examined the validity of the working alliance to predict
health changes after both CAED and AE at 1, 3, and 12 months; and c)
assessed working alliance from two perspectives: patient and therapist,
which is important because these ratings often differ, and patients'
ratings tend to be more predictive than therapists' ratings of psy-
chotherapy outcomes [4].

We examined the possibility that CAED, which is emotionally and
perhaps interpersonally challenging, would create a lower working al-
liance than a supportive and educational comparison intervention (AE).
We also explored whether the working alliance would predict health
outcomes differently for CAED than AE, including the possibility that a
poorer alliance in CAED would predict better outcomes, perhaps be-
cause a relatively poor alliance could indicate that the therapist has
successfully encouraged the patient to disclose and process negative
experiences.

2. Methods

2.1. Participants

Participants were 60 patients who met the 1987 American College
of Rheumatology criteria for the diagnosis of RA, and were recruited
from rheumatology clinics affiliated with the Duke University Medical
School (65.0%) or the Ohio University College of Osteopathic Medicine
(35.0%). Patients were excluded if they also had other serious diseases
(e.g., COPD, lupus), severe personality disorders, substance abuse
problems, or who were involved in current psychiatric treatment. In the
original trial [35], patients were randomized to four conditions (CAED,
AE, private disclosure, or standard medical care only); however, the
working alliance was assessed only in the two conditions that included
a therapist. Thus, the current analyses included only CAED or AE. The
sample of 60 patients was 75% female, 91.7% Caucasian, had a mean
age of 54.7 years (SD= 10.94), had been diagnosed with RA for an
average of 13.45 years (SD = 8.25), and had, on average, mild to
moderate RA as determined by rheumatologist rating of disease ac-
tivity. Further data on the sample is provided in Keefe et al. [35].

2.2. Procedure

Patients came to four assessments over the study: (a) baseline,
which was 1 month prior to treatment; (b) 1 month post-treatment; (c)
3 months post-treatment; and (d) 12 months post-treatment. At each
assessment, a rheumatologist conducted a physical exam including grip
strength and inflammation assessment of the patient. Patients also had a
structured assessment of pain behavior and completed self-report
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measures of arthritis symptoms, functioning, and stress. Researchers
remained blind to the assigned condition until after the baseline eva-
luation.

2.3. Intervention conditions

Both CAED and AE consisted of four, 30-min sessions completed
within 10–14 days. Both interventions were structured similarly re-
garding time, format, therapist, and location. Each patient met in-
dividually and privately with a nurse, and at the end of each session,
both patient and nurse went to separate rooms, where they completed
the measure of the working alliance.

2.3.1. Clinician-assisted emotional disclosure
The CAED protocol was developed through an integration of tech-

niques on the health effects of private emotional disclosure [31,36] and
techniques from emotion-focused therapy [37,38]. Participants in
CAED were encouraged by the nurse to talk about “the most stressful or
traumatic event” of their own choosing. The nurse was trained to help
the patient feel a sense of positive regard and acceptance by using
techniques of active listening, reflection, and avoiding negative judg-
ments. Against this backdrop, CAED used two specific techniques for
facilitating emotional disclosure, both adapted from emotion focused
therapy [38]: a) building the details of the narrative while identifying
and tracking “emotion markers” (drawn from systematic evocative
unfolding in emotion focused therapy); and b) emotional focusing
techniques, used to deepen the exploration of those “emotion markers”
identified within patient narratives. For our purposes, systematic evo-
cative unfolding was essentially the process of recounting and un-
covering details of the event, while the nurse listened for parts of the
narrative that were particularly salient with regard to emotional con-
tent. Emotional focusing involved remaining with the emotion and
elaborating how the patient experienced it. The goal of these inter-
ventions was for the patient to gain a more differentiated and concrete
understanding of his or her emotions and associated behavioral ten-
dencies.

2.3.2. Arthritis education
The AE protocol provided basic information about rheumatoid ar-

thritis. The sessions used a lecture-discussion format based on earlier
work on arthritis self-management [39] and were supplemented by
charts and pictures. The four sessions covered the nature of rheumatoid
arthritis, treatment of rheumatoid arthritis, exercise, and methods for
joint protection and maintaining mobility and function.

2.3.3. Nurse training and supervision
We chose to have registered nurses serve as therapists for this study

to increase ecological validity, given that nurses are familiar with
complex medical conditions like RA, and nurses commonly deliver brief
patient interventions in medical settings. Four nurses (two at each site),
each of whom had over 20 years of experience in patient education and
psychosocial interventions, received training prior to conducting
treatment sessions with study participants. Nurses were “crossed with”
treatments (provided both treatments to control for therapist effects),
and therefore were taught both protocols in a 4-day didactic and ex-
periential course (two days for each protocol). For CAED, nurses were
provided with a written protocol that was reviewed during didactic
sessions, and transcripts of treatment sessions were used to illustrate
training issues, particularly dealing with emotional processes. Video
recordings of model cases were also used to illustrate key points. Nurses
then role-played common scenarios that could arise in treatment. After
the training seminar, each nurse was assigned practice cases in which
they used the four-session protocol. Training in AE was similar in that
the nurses practiced common scenarios likely to arise in the sessions
and then practiced the protocol with practice cases. Two to five practice
sessions were conducted with each nurse and audio-recorded and

reviewed by the lead investigators until nurses were judged to have
reached full adherence to the protocol. During the study, nurses were
assigned patients based on nurse availability. All CAED and AE treat-
ment sessions were audio-recorded, the recordings were reviewed and
discussed in weekly supervision sessions, during which nurses were
given feedback

2.4. Measures

2.4.1. Working Alliance Inventory – Patient and Nurse (WAI-P, WAI-N)
[40]

The WAI is based on Bordin's [5] conceptualization of the working
alliance. The scale has 36 items, rated from 1 = “never” to 7 = “al-
ways”. Slight wording changes were made to items for the present study
(e.g., changed “therapist” to “nurse”). Means of ratings were calculated
to generate a global WAI score as well as scores on the three subscales:
Goals refers to agreement between nurse and patient about the purposes
of the treatment; Tasks refers to agreement about the specific activities
of treatment; and Bond refers to the emotional valence of the nurse-
patient relationship. Both forms of the WAI had excellent internal
consistency: The WAI-Patient (Global, α = 0.94; Goals, α = 0.81;
Tasks, α = 0.85; Bond, α = 0.84); and WAI-Nurse (Global, α = 0.95;
Goals, α= 0.86; Tasks, α= 0.90; Bond, α = 0.84)

2.4.2. Erythrocyte sedimentation rate (ESR)
This metabolic indicator quantifies patient's systemic inflammation.

Specifically, it is the rate at which red blood cells sediment in 1 h;
higher values indicate greater inflammation. A phlebotomist obtained
blood samples from each patient at each assessment, and samples were
subsequently assayed.

2.4.3. Grip strength
The rheumatologist obtained a standard measure of left- and right-

hand grip strength [41] by conducting three trials for each hand, each
having a possible range of 0–300 mmHg. The highest obtained grip
strength from the left and right hand was used, and the mean of these
two values was calculated and analyzed. Grip strength is significantly
related to physiological indicators of RA disease progression and phy-
sical functioning [42]

2.4.4. Pain behavior
Pain behavior was assessed using a video-recorded observation

method, consisting of a 10-minute session in which the patient engaged
in a standard, timed set of activities: sitting, walking, standing, and
reclining. Trained observers recorded the occurrence of seven cate-
gories of behavior (guarding, bracing, grimacing, sighing, rigidity,
passive rubbing, and active rubbing). A composite score, Total Pain
Behavior, was calculated based on the frequency of each pain behavior.
Previous research supports the reliability and validity of this measure
[43,44], and in this study, inter-rater agreement of two independent
judges was 85%

2.4.5. Arthritis Impact Measurement Scales (AIMS) [45]
This 66-item self-report measure of functioning and symptoms over

the past month yielded scores on three subscales: pain, physical dis-
ability, and psychological disability; higher mean values indicate
greater impairment. Research supports the reliability and construct
validity of the AIMS subscales [45], and they had high internal con-
sistency in this study (pain α= 0.82; physical disability α = 0.81;
psychological disability α= 0.93).

2.4.6. Daily stress inventory (DSI) [46]
The DSI is a self-report measure of 58 potential daily stressors,

which are rated on a 7-point scale of intensity. The DSI has demon-
strated good reliability and validity in patients with RA [47]. This study
analyzed the frequency of stressors score.
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2.5. Data analysis

The three WAI subscales within each rater were so highly correlated
with each other (ranging from r = 0.81 to r = 0.99) that the three
subscales were deemed to not provide any information different than
the global WAI score. Thus, only the global WAI score from each rater
was used in analyses. Also, the four WAI scores across the four treat-
ment sessions were also very highly correlated with each other (aver-
aging r = 0.89 for patients' global WAI and r = 0.68 for nurses' global
WAI). Moreover, averaging treatment sessions on the WAI has been
demonstrated to provide more accurate predictions of outcomes than
using single session ratings [48]; thus, WAI scores from all four sessions
were averaged to form one WAI score for the patient and one for the
nurse.

To compare WAI ratings between interventions and raters, a mixed-
design ANOVA was used, with Treatment (CAED or AE) as a between-
subjects factor and Rater (Patient or Nurse) as a within-subject factor.
To predict outcomes of each intervention from WAI scores, hierarchical
linear regressions predicted 1-month, 3-month, and 12-month post-
treatment outcomes of each dependent measure, covarying the baseline
level of each outcome. Patient and nurse ratings for CAED and ED were
tested with separate regressions, for each intervention separately.
Subsequently, Fishers r to z tests were used to directly compare the
partial correlations between each WAI rating and outcome, to de-
termine if the two conditions (CAED and AE) differed significantly in
their correlations.

3. Results

Patients in the CAED and AE conditions did not differ significantly
on age, race, sex, or education level, suggesting successful randomiza-
tion. Of the 60 patients in the study, three withdrew from the study
before completing any treatment sessions, and two withdrew during
treatment. Patients who completed the sessions did not differ sig-
nificantly from those who withdrew on age, sex, race, education, or
disease duration. Also, WAI ratings were not available from both pa-
tient and nurse in three cases, and from the nurse in one case. Thus,
data analyses were conducted for 52 patient-rated cases (n = 23 CAED,
n = 29 AE) and 51 nurse-rated cases (n = 23 CAED, n = 28 AE).

3.1. Working alliance condition and rater differences

Descriptive data for each rater's WAI for the two treatments are
provided in Table 1. The mixed-model ANOVA revealed a main effect
for Condition, F (1,49) = 16.77, p < 0.001, η2 = 0.46, in which WAI
ratings overall were lower in the CAED than in the AE intervention. This
main effect, however, was specified by a significant Condition x Rater
interaction, F (1, 49) = 42.03, p < 0.001, η2 = 0.46, indicating that
the CAED and AE conditions differed in WAI by rater perspective. For

patients, WAI scores were significantly lower in CAED than AE, t (50)
= 6.68, p < 0.001, but nurse ratings of WAI did not differ between
CAED and AE, t (49) = 1.09, ns. Within treatments, paired t-tests
comparing patient and nurse ratings revealed that WAI scores were
significantly higher for patients than nurses within AE, t (27) = 5.15,
p < 0.001, but significantly lower for patients than nurses within
CAED, t (22) = −4.33, p < 0.001.

3.2. Working alliance as a predictor of intervention outcomes

Table 2 presents data on how the two WAI ratings (patient and
nurse) predicted outcomes of the two separate interventions (CAED and
AE) at the three assessment points, covarying baseline levels of the
outcomes. In the CAED condition, there were a number of significant
predictions of outcomes from the WAI, particularly from the patient
perspective. Interestingly, lower WAI ratings generally predicted better
physiological, behavioral, and psychological outcomes after CAED. In
particular, lower patient-rated WAI in CAED predicted less inflamma-
tion (ESR) at 1- and 3-month follow-ups and greater grip strength
(12 months), and less pain behavior (12 months). Lower nurse-rated
WAI in CAED also predicted less daily stress at all three follow-up time
points. There was only one prediction inconsistent with this pattern:
lower nurse-rated WAI predicted relatively more inflammation (ESR) at
12 months only.

In contrast, the WAI generally did not predict outcomes in the AE
condition, and the few findings were inconsistent. Lower nurse-rated
WAI predicted lower inflammation at 1 and 3 months, but lower WAI as
rated by both patient and nurse predicted more pain behavior at
12 months.

Direct comparisons of the partial correlations of WAI ratings with
outcomes between the two conditions—CAED and AE—indicated sev-
eral comparisons in which the two conditions differed significantly:

Table 1
Means (SD) of Working Alliance Inventory (WAI) scores for patient and nurse ratings for
the two interventions.

Rater/WAI
scale

Clinician-assisted
emotional disclosure

Arthritis
education

Between-
conditions T

Patient
Global 4.51 (1.03) 6.08 (0.64) −6.68⁎⁎⁎

Goals 4.24 (1.15) 6.10 (0.73) −7.35⁎⁎⁎

Tasks 4.39 (1.08) 6.08 (0.72) −7.00⁎⁎⁎

Bond 4.89 (0.91) 6.00 (0.63) −5.39⁎⁎⁎

Nurse
Global 5.65 (0.84) 5.45 (0.55) 1.01
Goals 5.11 (1.00) 5.07 (0.62) 0.19
Tasks 5.56 (1.06) 5.35 (0.64) 0.90
Bond 6.05 (0.61) 5.90 (0.48) 1.03

⁎⁎⁎ p < 0.001.

Table 2
Standardized betas (covarying baseline levels of each outcome) of the global Working
Alliance Inventory predicting outcomes of the two interventions.

Clinician-assisted emotional
disclosure

Arthritis education

Months post-intervention Months post-intervention

1 3 12 1 3 12

ESR
WAI-Patient 0.47⁎ 0.68⁎⁎ −0.05 0.13 0.10 −0.37
WAI-Nurse −0.15 −0.40 −0.41⁎ 0.32⁎ 0.50⁎ −0.05

Grip-Strength
WAI-Patient −0.08 −0.33 −0.43⁎ 0.06 0.07 −0.03
WAI-Nurse −0.08 −0.06 −0.17 −0.06 −0.09 −0.23

Pain behaviors
WAI-Patient 0.14 0.14 0.44⁎ 0.05 0.27 −0.28⁎

WAI-Nurse −0.27 −0.13 −0.13 0.06 0.22 −0.31⁎⁎

AIMS (physical)
WAI-Patient −0.14 0.15 −0.08 0.02 −0.18 −0.11
WAI-Nurse 0.03 0.13 0.29 −0.10 −0.02 −0.17

AIMS (psychological)
WAI-Patient 0.02 −0.06 −0.05 0.04 0.17 −0.06
WAI-Nurse 0.00 0.02 0.07 −0.14 0.12 −0.06

AIMS (pain)
WAI-Patient 0.10 −0.09 −0.21 −0.00 0.06 −0.16
WAI-Nurse 0.03 0.10 0.26 0.14 0.00 −0.02

Daily stress
WAI-Patient 0.18 0.33 −0.05 −0.13 −0.01 −0.22
WAI-Nurse 0.43⁎⁎ 0.54⁎⁎ 0.57⁎⁎ −0.09 0.14 −0.14

ESR = erythrocyte sedimentation rate; AIMS = Arthritis Impact Measurement Scale;
WAI =Working Alliance Inventory; Note: All values in the table are standardized Beta
weights from the second step of hierarchical linear regressions in which the baseline level
of the measure was entered at the first step.

⁎ p < 0.05.
⁎⁎ p < 0.01.
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patient-rated WAI and a) grip strength at 3 months (p = 0.011) and b)
pain behaviors at 12 months (p = 0.001); and nurse-rated WAI and a)
ESR at 3 months (p= 0.027) and b) daily stress at both 1 month
(p = 0.018) and 12 months (p= 0.007).

4. Discussion

This study is one of very few that has examined the working alliance
in treatments for medical diseases [49,50], and one of only two on the
working alliance for treatment of chronic pain [11] or RA [51]. In
addition, this is one of the few studies in the literature in which
treatment differences have been found in the rating of the working
alliance and—even more rare—a lower-rated working alliance pre-
dicted better outcomes for a treatment. We found that patients' reports
of their working alliances were lower in CAED than in AE, and lower
than the nurse-rated working alliance in CAED. We also found that
lower patient-rated and nurse-rated working alliance predicted better
outcomes of CAED, but not of AE. These findings, which appear to
deviate from those found in the general psychotherapy literature, sug-
gest that the development of the working alliance and how it relates to
treatment outcomes may differ as a function of the types of patients and
their expectations, and how these match to the specific treatments
conducted.

There were significant working alliance differences between treat-
ments. Patients rated the working alliance significantly lower in CAED
than nurses who rated the same sessions, and lower than patients rated
the working alliance in AE. These differences are striking, given that
research shows that patients typically report higher alliance ratings
than therapists [52], and rarely are treatment differences of this di-
rection and magnitude found on the working alliance in psychotherapy
research.

One potential reason for the lower working alliance ratings pro-
vided by patients in CAED may have been because of the unique
challenges to collaborations on the goals and tasks of CAED. Patients
may not have been ready for this type of treatment, nor for re-
conceptualizing their chronic physical pain as being related to the goal
of processing negative emotions to past events. Given that the nurses in
CAED were encouraged to act on all opportunities to encourage pa-
tients' disclosure and emotional expression and to deepen those dis-
tressing emotions, it is easy to imagine how intensified emotional ac-
tivation might have negatively influenced patients' experience of the
working alliance. CAED may have been perceived by patients as too
intrusive or challenging, and it may have provoked more powerful
negative emotions than anticipated, which could have led patients to
perceive the working alliance negatively. Thus, lower patient working
alliance ratings might have signaled that patients' expectations were not
synchronized to the working alliance task of increasing emotional ex-
pression, and patients may not have been convinced that doing so
would ultimately help achieve the goals of reductions in their symp-
toms. Furthermore, the brevity of CAED—four sessions—may have
pressured nurses to accelerate the disclosure process and also not al-
lowed sufficient time for patients to use the relationship for facing these
difficult feelings or to understand the rationale. Future use of emotional
disclosure within medical populations may wish to consider how en-
couraging patients to express unprocessed negative emotions might
negatively impact the therapeutic relationship, especially among pa-
tients with diseases that are not obviously stress-related, such as RA.

Interestingly, this study found that lower alliance ratings predicted
better outcomes following CAED, which is the opposite of the general
psychotherapy literature [4]. Why would lower patient-rated alliances
predict better outcomes? Nurses in CAED tried to elicit and activate
patients' negative emotions, which might have been unsettling or even
bothersome for the patients, but at the same time led to successful
emotional disclosure. That is, the encounter with the nurse was rated by
patients as challenging or difficult, but at the same time, it was clini-
cally beneficial because it helped the patient engage in the disclosure

and processing of unresolved issues. A similar relationship has been
noted in psychotherapy [53] and is consistent with the clinical concept
of the corrective emotional experience, in which a relational challenge
between therapist and patient is ultimately beneficial to the patient
[54], although it may feel problematic while occurring. This pattern
also is supported by object relations theory, which posits that a care-
giver who encourages emotional growth in a child is often a target of
the child's dissatisfaction, even though the result is enhanced child
development [55]. Another interpretation of the correlations between
alliance and outcomes in CAED focuses on the other direction of the
relationship: that is, those patients and nurses who rated the working
alliance in CAED positively. Such patient/nurse dyads might have
avoided difficult and unsettling work of emotional disclosure, perhaps
due to patient defenses, nurse reluctance, or simply a lack of stressful
material to address. The resulting lack of tension or struggle would be
reflected in positive alliance ratings, but at the same time, little or no
clinical benefit of CAED.

These findings raise questions as to whether emotional disclosure
conducted by a provider may be contra-indicated for patients with RA,
and whether anything can be done to more positively harness the ef-
fects of the treatment relationship for patients with RA. It is important
to note that CAED itself did not have overall effects—negative or po-
sitive—in the original trial [35]. As noted above, there may have been
aspects of disclosing emotions around stressful experiences that were
difficult to negotiate in the working alliances of these patients with RA.
It is likely that CAED is perceived as being more credible for PTSD and
assault survivors, such as found by Anderson et al. [34], or for somatic
syndromes that patients view are closely tied to stress, than for patients
with RA. It is possible that CAED might have been more effective, and
the working alliance stronger, if patients were encouraged to disclose
negative emotions related to the onset or exacerbation of their RA, or to
living with RA, rather than the “most stressful or traumatic event” of
their choice, as done in the current trial. The positive outcome of CAED
with sexual assault survivors [34] also involved providers directing
client's disclosure toward the sexual assault.

Recent evidence suggests that disclosure of certain types of negative
emotions, such as shame, within an interpersonal context leads to
premature termination [56]. Future research should consider whether
CAED could be modified to be more attentive to the possible negative
interpersonal consequences of disclosing negative emotions within a
treatment relationship. Some patient populations appear to be sensitive
to negative emotions within an interpersonal context. For example,
patients with chronic fatigue syndrome experienced deterioration in
health status when there was a high level of relationship-based emo-
tional expression from significant others [57]. Because CAED focused
on facilitating the expression of emotional disclosure, future research
might include tasks that prepare patients for emotional disclosure as
well as help them cope with and process more difficult negative emo-
tions. Kranz and Pennebaker [58] found some evidence that in-
corporating cognitive, kinesthetic, and emotional processing tasks
within emotional disclosure resulted in relatively more positive health
consequences than verbal emotional disclosure alone.

Several limitations of this study that are worth noting. The study
examined alliance within a health intervention context, and there has
not been sufficient research to understand how this context might affect
these alliance ratings or predictive validity. It also would have been
ideal for us to collect more in depth and qualitative data from patients
and nurses about the experience of CAED and the alliance, so that we
could more clearly understand the link between alliance and outcomes.
This study is limited by a relatively small sample, and thus findings are
at the lower limit of statistical power. Finally, given the number of
analyses conducted, interpretations should be made with caution.

In conclusion, this study suggests that one cannot simply extrapolate
findings about the working alliance from the psychotherapy literature
to the context of providing brief, emotion-focused interventions in
medical settings to patients with diseases such as RA. In the latter
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context, patients may question the process or struggle with the ap-
proach offered by the clinician. It is possible, however, that such a
challenge might also predict relatively better outcomes for the patients,
who are encouraged or directed to engage in emotional disclosure.
Clinicians should consider the possibility that doing difficult emotional
work with patients might lead patients to report a disconnect in the
relationship, while simultaneously benefiting from it. Clearly more re-
search is needed on the role of the working alliance in treatments
conducted in medical settings and with patients who have somatic ra-
ther than psychiatric disorders.
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