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intensity (PI), level of function (LF) and health-related quality of life (HRQoL) among

understood in clinical practice. The aim of this review is to investigate the evidence
behind association between pre-treatment PEs and treatment outcomes such as pain
individuals with chronic low back pain (CLBP).
Methods: A systematic search was conducted for randomised controlled trials published between 1946 and May 2019 across major databases using the key MeSH
terminologies. The association between PEs and PI, LF and HRQoL were extracted
and categorised into positive, negative or no association for analysing the data. A
descriptive synthesis was conducted and the association between PEs and PI, LF and
HRQoL were reported.
Results: Among the total of seven trials, two trials demonstrated a positive association between PEs and PI in short (≤6 weeks) and long term (>6 months), while another two trials demonstrated no association at medium term (>6 weeks-≤6 months).
About four trials demonstrated a positive significant association between PEs and LF,
2 at medium and 2 at long terms. The only available trial demonstrated no association
between PEs and HRQoL at medium term.
Conclusion: PEs is associated with PI at short and long terms. Also, evidence suggests
association between PEs and LF at medium and long terms. Currently, there is no
evidence of association between PEs and HRQoL. Further studies with valid tools to
measure PE are warranted among individuals with CLBP.

1 | I NTRO D U C TI O N

anticipation that a given event is likely to happen as a consequence of
an intervention.1 In musculoskeletal practice, PEs are reported to be

Patients' expectations (PEs) are defined as a set of beliefs an indi-

a valuable predictors to treatment outcomes in patients with acute,

vidual holds in regard to the treatment and its outcomes with an

sub-acute and chronic low back pain. 2–4 PEs have the potential to
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influence outcomes regardless of the type of intervention.5 Patients
with higher expectations on the treatment sessions reported better
outcomes when compared with those with lower expectations who
had showed lesser improvements in their treatments particularly in
terms of disability, levels of functional activity and pain.5–7 Patients'
awareness of their expectations regarding their care is a potentially
crucial aspect in developing policies and delivering healthcare ser8

vices. Therefore, investigating the influence of positive and negative PEs on treatment outcomes among people with CLBP may be
beneficial for clinical practice, as an understanding of these expectations from care providers could arguably help them to better consider these expectations in their clinical practice.
Patient preference, treatment motivation, treatment credibility
and self-efficacy are some of the terms that have been used interchangeably with the term patient expectation.9,10 Yet some of these
terms may arguably be differentiated from PEs.

8–10

Furthermore, the

term PEs have also been demonstrated as desires, wishes and hopes
11

about the future.

What's known
• This systematic review gathered, extracted and analysed data according to the reporting standards of the
PRISMA (the Preferred Reporting Items of Systematic
Reviews and Meta-Analyses guidelines for reporting
systematic review findings)

What's new
• Understanding PEs in patient centred approach contributes to positive treatment outcomes and policy making
in practice
• PEs positively influence PI and LF among CLBP patients
• Heterogeneous definitions, lack of valid tool and unstandardised practice to examine PEs are various challenges in evaluating PEs in clinical practice

However, it could be argued that an individual

could desire an event, yet, not expect it. Similarly, the term “patient
hopes” are not similar to PE, as expectations are cognitive, while
hopes are motivational.12 Moreover, terms such as outcome expec-

outcomes such as pain intensity, functional status and QoL among

tations, process expectations and expectation on the probability of

individuals with CLBP.

treatment are commonly used similar to PEs in clinical practice.13,14
Thus in this review, the term PEs includes the three concepts namely
expectancy probability, process expectations, and outcome expec-

2 | M E TH O DS

tations. Also, the current review considered only chronic low back
pain population. With only a very few studies available, the acute

The review was conducted according to the reporting standards of

and sub-acute low back pain were not considered for this review as

the PRISMA (the Preferred Reporting Items of Systematic Reviews

including these minimal number of studies might cause heteroge-

and Meta-Analyses guidelines for reporting systematic review find-

neity of the review findings. Thus, the review solely focused on PEs

ings) guidelines.19,20

among patients with chronic low back.
An international multidisciplinary panel in low back pain recommended physical functioning, pain intensity and health-related qual-

2.1 | Study criteria

ity of life (HRQoL) as the core outcome domains to be measured in
people with LBP in research papers and clinical practice.15 Thus in

The studies were included if (1) they are published in the English lan-

this review, the impact of PEs were specifically focussed into these

guage; (2) they are randomised control trials (RCTs) or a secondary

outcomes that are related to functional status, pain and QoL. Past

analysis of RCTs; (3) report data from participants aged between 18

systematic reviews and evidences that investigated PEs on physio-

and 70 years (as this range of age group has been generally reported

therapy interventions have focussed on outcomes such as limitation

with low back pain in the literature); (4) only examine people with

of daily living activities, absence from work and return to work which

CLBP (≥12 weeks) or have a subgroup for people with CLBP; (5) have

support an inconsistent association between PEs on these outcomes

at least one physiotherapy intervention; (6) measure PEs prior to the

among people with low back pain.16–18 Therefore to our knowledge,

intervention; (7) examine the association between any type of PEs

no previous systematic review has addressed the influence of PEs

and the outcomes; and (8) have at least one of the outcomes of pain

on the physiotherapy interventions over functional status, pain and

intensity, physical status and HRQoL.

QoL among people with CLBP. Thus, the current review may claim

The studies were excluded if (1) they have participants with

originality and significance in terms of shedding new evidence and

other health issues rather than LBP; (2) are a secondary analysis of

knowledge to clinicians on the influence of PEs on treatment out-

an RCT study that has already been included in this review; (3) have

comes related to functional status, pain and QoL. The significance

participants with back pain without specifying its region to the lum-

of the review finding may assist clinical practice and healthcare pro-

ber region; (4) studies with no clear description of acute, sub-acute

viders to explicitly capture and document process of patient engage-

or CLBP (4) do not state clearly that all participants (or 85% at least)

ment in their care set up and care process. The main objective of the

had LBP. As the review is focussing on physiotherapy intervention,

systematic review is to synthesise the evidence on the association

any other interventions such as medication, surgery or an injection

between PEs on physiotherapy interventions and the treatment

intervention were excluded.
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2.2 | Information sources

3 of 18

assessors; (8) obtainment of the follow-up for over 85% of the participants; (9) intention to treat analysis; (10) between-group statistical

The studies were identified by searching the following elec-

comparison; and (11) point estimates and variability measures. The

tronic databases which include AMED (EBSCOhost), CINHAL Plus

quality of the included studies was assessed as to how many out of

(EBSCOhost), Cochrane, Health Research Premium Collection

these items were clearly satisfied within the study. Each of these 11

(ProQuest), Medline (Ovid), PEDro, PsycINFO (EBSCOhost),

criteria was answered with “Y” (criteria satisfied) or “N” (criteria not

PubMed and SPORT Discus (EBSCOhost). These databases were

satisfied). However, item 1 is not counted in the final score and the

chosen based on their coverage of studies related to physiotherapy.

score ranged from 0 to 10. Trials with a score of 6 or above were con-

Thus, systematic searches were conducted for RCTs archived in the

sidered high quality trials, those scoring 4 or 5 were considered moder-

9 major databases and published between 1946 and May 2019.

ate quality trials and any trial with a score of 3 or less was considered
low quality.21

2.3 | Search strategy

2.6 | Assessment of risk of bias in the included trials

The search strategy had three main terms which were extracted
from the research title. They included expectations, low back pain and

The Cochrane risk of bias tool was used to assess the risk of bias in

treatment outcome(s). For all databases (except PEDro and PubMed),

the included studies. The tool contains six items addressing the pos-

the search terms for the three main terms were mapped to MeSH

sible different types of bias within clinical trials which include selec-

terms or subject headings whenever possible. If MeSH terms or sub-

tion bias, performance bias, detection bias, attrition bias, reporting

ject headings were not available, key words within the database itself

bias and other bias. 22 The first domain of selection bias is divided

were used when possible and if not, synonyms were used. Synonyms

into random sequence generation and allocation concealment, while

were only used when neither MeSH terms, subject headings nor key

the other domains include blinding of participants and personnel,

words were available. Synonyms were only needed for the term ex-

blinding of outcome measurement, incomplete outcome data and se-

pectations. In this review, the term “PEs included the three concepts

lective reporting. 22 RevMan Web 5.3 software application (Review

namely expectancy probability, process expectations, and outcome

Manager Web. The Cochrane Collaboration, 2019) was used to plot

expectations under which 4 distinct types of synonyms namely un-

the results of the risk of bias assessment. 23 The judgements were

formed, ideal, predicted or normative, or value or probability expec-

of a low, high or unclear risk of bias for each study, regarding each

tations were used.13,14” Appendix 1 provides descriptions of all the

domain.

searches conducted in each database with the number of results and
the dates of each search.

2.4 | Screening process

2.7 | Data extraction
Data from each included paper were extracted using an extraction
form. Two authors independently extracted data from each eligi-

The screening process was conducted by two authors independently.

ble paper and recorded all the extracted data in the data extrac-

After the studies were identified from search strategy, the studies

tion table. Any variation in the extracted data between the authors

were transferred into Endnote to check for duplication and the studies

were identified and settled through discussion. Regarding the trials’

were removed accordingly. The initial screening was conducted first

characteristics, extracted data included population, types of physi-

on study title and abstract. In the second level screening, these articles

otherapy intervention and the comparators (if applicable), type of

were then checked within the full text to make sure of their relevancy

expectations, measure of expectations, timing of measuring PEs,

and eligibility. Any disagreements among reviewers were resolved by

outcomes, outcome measurement tool and follow-up points of

discussion and reflection. Finally, the reference lists from the selected

outcomes. The primary outcomes of interest considered in the sys-

articles were reviewed to identify any other relevant trials.

tematic review were pain intensity, levels of function (disability) and
QoL. Follow-up periods were divided into three subdivisions; short

2.5 | Quality assessment of the included trials
Two independent authors assessed the quality of all the included
studies using the Physiotherapy Evidence Database (PEDro) scale

(≤6 weeks), medium (>6 weeks-≤6 months), and long (>6 months),
respectively, from a previously published review.10

2.8 | Data synthesis

which includes 11 items: (1) eligibility criteria and source; (2) random
assignment; (3) concealment of allocation; (4) baseline comparability;

The association between PEs and the outcomes of interest was ex-

(5) blinding of participants; (6) blinding of therapists; (7) blinding of

tracted as stated within the trials’ reports and considered as positive

4 of 18
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association, negative association or no association. Positive association was marked when higher PEs were associated with better
outcomes or lower PEs were associated with lesser improvement.

3 | R E S U LT S
3.1 | Search and study selection results

Negative association was marked when higher PEs were associated
with lesser outcomes or lower PEs were associated with better out-

A total number of 2,050 pertinent results were found across all the

comes. Non-significant associations were considered as no associa-

searches performed. After restricting the searches to RCTs within

tion. Also, a mutable associations was marked when the association

the databases, this number was eventually reduced to 1,405 cita-

between PEs and the outcomes were reported at different follow-up

tions. After removing the duplications, 562 citations were retrieved

points, different groups and different interventions within the trial.

to enable the screening of each result's title and abstract. A total of

Data regarding the association between PEs and the outcomes were

37 full text articles were identified as being relevant to the topic.

extracted individually and reported for all of these mutable reported

After the inclusion and exclusion criteria were applied to the 37 rel-

associations. A statistical p value was used to determine if there was

evant trials, only seven trials which met the criteria were included

association or not for the correlation of the outcomes. If the stud-

in the review. In addition, three studies were identified through re-

ies reported an association without reporting the p value, then the

viewing the reference lists from the included trials. However, they

correlation of the outcomes were reported with the p value as “not

were all excluded after the eligibility criteria were applied to them.

applicable” (N/A).

Figure 1 represents the flow chart of the study selection process.

As the included studies featured a wide variety of interventions,
as well as heterogeneity in expectations and outcomes measurement
tools, it was difficult to conduct a quantitative synthesis. Therefore,

3.2 | Characteristics of the studies reported on PEs

a descriptive synthesis was carried out to qualitatively summarise
the findings, which reported extracted data about the association

Four trials out of the seven included studies were secondary anal-

between PEs and the outcomes of pain intensity, functional status

yses of RCTs. The number of participants ranged between 407 and

and HRQoL. Results were stratified by the type of outcome (pain

477. 24 Participants' ages did not vary considerably among the in-

intensity, level of function (disability) or HRQoL) and the period of

cluded studies: 18-60 years of age in two trials, 25,26 20-70 years

follow-up; short (≤6 weeks), medium (>6 weeks-≤6 months) and long

in two trials, 5,24 18-64 years, 27 18-65 years 6 and 21-65 years

(>6 months).

of age.7 All of the included seven trials addressed the outcome

Identification

Records identified through database
searching
(n = 2050)

Additional records identified through other
sources
(n = 3)

Records after restriction to RCTs within databases
when possible (n = 1045)

Included

Eligibility

Screening

Records after duplicates removed
(n = 562)

Records screened
(title/abstract) (n= 562)

Records excluded
(n = 525)

Potentially relevant papers retrieved for
evaluation of full text (n = 37)

Full-text articles assessed for
eligibility
(n = 37)

Total number of excluded studies due
to various reasons (N=30 + 3).
Appendix 2 shows the list of excluded
studies along with the reasons for
exclusion.

Studies included in synthesis
(n = 7)

F I G U R E 1 Flow diagram of search
process and selection process
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expectations. For measurement of PEs, five trials used different

5 of 18

3.4 | Risk of bias among the studies reported on PEs

types of scales with different numbers of data points. Four trials used an 11-point scale (0 to 10), 5,7,24,27 while one trial used

The results of the risk of bias evaluation is shown in Figure 2A and

a 2-point scale. 25 The remaining two 6,26 used questionnaires to

the summary of the risk of bias expressed in percentage are shown

measure PEs. In addition, all trials assessed PEs at the baseline,

in Figure 2B. In general, about 75% of the reported studies on PEs

while some studies provided a specific time point for the assess-

scored only low risk to moderate risk. Only 25% of the reviewed

ment of PEs. These specific time points mentioned in the studies

studies on PEs showed high risk of bias. The different domains of

for the assessment of PEs were prior to randomisation, 5,24 after

the risk of bias reported among the individual studies are shown in

explaining the rationale of the treatment6 and after explaining the

Figure 2A.

7

treatment procedure. Only one study measured PEs at multiple
sessions (1st, 2nd and 3rd sessions).7
Regarding the outcomes of interest namely pain, functional level
and HRQoL, four trials addressed only one of the outcomes of inter-

3.5 | Association between PEs on the outcomes
(pain, functional levels and HRQoL)

est,5–7,25 two trials6,26 addressed two and only one trial addressed
three of the outcomes of interest. 27 The terms disability and levels

Table 3 shows the association between the PEs and the outcome

of function were used interchangeably amongst the studies, hence

measures (pain, functional status and HRQoL) reported among the

the outcomes related to levels of function and disability were pre-

reviewed studies. The results showed that a total of four trials ad-

sented as a single outcome. The outcome of levels of function (dis-

dressed the association between PEs and pain intensity. Two of

ability) was addressed in six trials, pain intensity in four trials and

these trials demonstrated a positive association between PEs and

HRQoL in only one trial. In addition, a variety of measurement tools

pain intensity, in both the short7 and long term. 26 The other two

were used to measure these outcomes. The Roland Morris Disability

trials demonstrated no association between PEs and pain intensity

Questionnaire (RMDQ) was used in four trials to measure levels of

within the medium term follow-up.6,27 A total of six trials addressed

function (disability). The Oswestry Disability Index (ODI) was used

the outcome of levels of function.5,6,24–27 Three of the six trials dem-

in one trial to measure disability.

25

Additionally, the Low Back Rating

onstrated a positive significant association between PEs and levels

Scale was used in one trial26 to measure both disability and pain in-

of function, two trials5,6 registered at medium term while the other

tensity. Numerical rating scales were used in two trials to assess pain

one26 at long term. Three other trials demonstrated no significant

7,24

while the visual analogue scale (VAS) was used in only

associations between PEs and function levels. 24,25,27 None of the in-

one trial. The 36-Item Short Form Survey (SF-36) was used only by

cluded trials addressed the outcome of function levels in the short

one trial to assess the outcome of HRQoL. 27

term. Neither short nor the long term association was reported

intensity,

6

Finally, the follow-up points of outcomes varied between short

between PEs and the HRQoL. Only one study27 reported a non-

(≤ 6 weeks), medium (>6 weeks-≤6 months) and long (>6 months)

significant association between PEs and HRQoL over the medium

with some studies having two follow-up points.6,24,25 One trial as-

follow-up term.

sessed the outcomes immediately after the treatment.7 One trial had
a follow-up point after an 8-week period, 24 two were at 10 weeks,5,6
one at 12 weeks27 and one at 14 weeks. 26 The longest follow-up

4 | D I S CU S S I O N

point was 52 weeks24 and as well as 1 and 5 years. 25 Among the
studies reviewed, most of the studies used two different physiother-

The current review investigated the influence of PEs on the physi-

apy treatments as intervention and comparators, while few studies

otherapy interventions over pain intensity, functional status and

have used other interventions such as chiropractic therapy25 and

HRQoL among people with CLBP. The intention of this review was

cognitive behavioural therapy.6 The type of the physiotherapy inter-

not to focus on specific definitions and conceptualisations of PEs, in-

ventions and the comparators along with the other study character-

stead the review focused to screen the evidence on how PEs are as-

istics are presented in the Table 1.

sociated with treatment outcomes among patients with chronic low
back pain. A huge heterogeneity exists in the literature with unclear

3.3 | Quality of the studies reported on PEs

terminologies in terms of understanding the term “patient expectation”.9–11 However in this review, the term PEs includes the three
concepts namely expectancy probability, process expectations and

Overall, there were two high quality trials,7,24 three moderate quality

outcome expectations which makes the review methods reproduc-

trials6,26,27 and two low quality trials.5,25 None of the seven trials in-

ible in other healthcare disciplines such as nursing, medicine etc The

cluded the blinding of the therapists; all trials except two7,24 did not

findings supported evidence on the association between PEs and

satisfy the domain for blinding of the participants. Similarly, all trials

the pain and functional levels. Positive PEs prior to the treatment

except one24 met the criteria on the allocation of concealment; and

were shown to be associated with the pain intensity in both shorter

all trials except two6,24 did not blind the assessors. The PEDro scores

and longer terms among CLBP individuals. Evidence suggests that

of the individual studies are shown in the Table 2.

PEs have an influence on the pain outcome by means of a “placebo”

To evaluate the association
of a patient's expectation
for benefit from a specific
treatment with improved
functional outcome

to determine patient-related 260
factors associated with poor
outcome

To examine if PEs and
preference for acupuncture
is associated with short and
long-term outcomes

1. Study the factor structure 167
of the credibility/
expectancy questionnaire in
people with LBP. 2. examine
the association between
credibility & expectancy and
participants’ characteristics
3. to examine if expectancy
and credibility are
associated treatment
outcomes

Kalauokalani
et al (2001)
U. S

Petersen
et al (2007)
Denmark

Sherman
et al (2010)
U. S

Smeets
et al (2008)
Netherlands

21-65 years

Wasan
et al (2010)
U. S

Type of
expectations

Outcome
expectations

Outcome
expectations

Outcome
expectations

Disability

Outcomes

Outcomes

An eleven-point
scale (0 to 10).

At baseline (at
session 1, after
explaining the
procedure) and
prior to sessions
2 and 3

At baseline (no
specific time
point)

Credibility/
At baseline (after
expectancy
explaining the
questionnaire
rational of the
(CEQ) by Devilly treatment)
and Borkovec
(2000)

An eleven-point
scale (0 to 10).

1. Disability
2. Pain intensity

Pain Intensity

1. Back function
2. Pain intensity
3. HRQOL

1. Disability
2. Intensity of
radiating pain

At baseline (prior
1. Functional
to randomisation)
status
2. Bothersome of
pain

A questionnaire At baseline (no
(no more details specific time
were available)
point)

An 11-point scale At baseline (prior
Level of function
(0 to 10).
to randomisation)

Outcome
An eleven-point
expectations
scale (0 to 10).
(dichotomized
into general
expectations
and acupuncture
expectations)

Outcome
expectations

Outcome
expectations

At baseline (no
specific time
point)

Timing of
measurement

Note: Short follow-up point ≤ 6 weeks. Medium follow-up point > 6 weeks - ≤ 6 months. Long follow-up point > 6 months.

1. Verum
acupuncture
2. Validated sham
acupuncture

1. Once-weekly
yoga
2. Twice-weekly
yoga

1. Active Physical
Therapy
2. CognitiveBehavioural
Therapy
3. Combination
Therapy

1. Individualize
acupuncture
2. Standardized
acupuncture
3. Simulated
acupuncture

1. McKenzie
treatment
2. Strength
training

1. acupuncture
2. Massage

A 2-point scale

Measure of
expectations

Patient's expectations

1. Physical therapy Outcome
2. Chiropractic
expectations
therapy

Intervention

Intervention

Long
(14 months)

Medium
(10-week)

Long (1 and
5 years)

Follow-up
points of
outcomes

0-10 NRS

1. Modified Roland
Morris Disability
Questionnaire 2.
11-point NRS 3.
SF-36

1. RMDQ 2. A 100mm VAS

Short (at the
end sessions
2 and 3)

Medium
(12 weeks)

Medium
(10 weeks)

1. Roland Scale
Medium
2. 0 to 10 NRS scale (8 weeks)
and long
(52 weeks)

1. Low Back Rating
Scale
2. Low Back Rating
Scale

Modified Roland
Morris Disability
scale

ODI

Outcome
measurement tool

A crossover
trial

A secondary
analysis of an
RCT

-

A secondary
analysis of an
RCT

A secondary
analysis of an
RCT

A secondary
analysis of an
RCT

–

Other

|

To examine the response to
40
acupuncture in patients with
CLBP.

18-64 years

18-65 years

20-70 years

18-60 years

20 to
70 years

18-60 years

Tran et al (2015) To determine if expectations 93
U. S
and preferences for
different doses of yoga
affect back-related function
and low back pain intensity.

477

135

To assess the predictive value 148
of a number of potential
predictive factors for
disability

Enthoven
et al (2006)
Sweden

Age

N

Author(s), year
and country

Aim of the study

Participants

Study characteristics on patient expectations and outcome measures (pain, functional status and health-related quality of life)

Study

TA B L E 1

6 of 18
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|

MOHAMED MOHAMED et al.

7 of 18

Total
score

regulation of these emotions; lack of support; coping strategies; faith

behaviours; emotions such as anxiety, depression etc, as well as the
and religious beliefs; and patient's recovery expectations have been
fluence the pain outcomes.30,31 However, the current findings need

6/10

5/10

4/10

7/10

4/10

3/10

3/10

discussed in the pain literature as underlying factors that might into be interpreted with caution in acute, sub-acute and nonspecific
low back pain, as the effects might be different because PEs change
over time.32–34 Currently, studies that had examined the association
between PEs and treatment outcomes on acute and sub-acute low

Note: Eligibility criteria item does not contribute to the total score. The criterion has to be clearly stated within the trial to be considered as being satisfied.

Y
Y
Y
Y
N
N
Y
N
N
Y
Y
Wasan
et al (2010)

Y
Y
N
Y
N
N
N
Y
N
Y
Y
Tran et al (2015)

N
N
Y
N
Y
N
N
Y
N
Y
Y
Smeets
et al (2008)

N
N
Y
Y
Y
N
Y
Y
Y
Y
Y
Sherman
et al (2010)

Y
Y
N
Y
N
N
N
N
N
Y
Y
Petersen
et al (2007)

N
Y
N
Y
N
N
N
N
N
Y
Y
Kalauokalani
et al (2001)

Y

N

N

Y

N

N

N

N

N

Y

Y

back pain are minimal and hence, the influence of PEs is unknown

Enthoven
et al (2006)

Blinded
participants
Baseline
comparability
Concealed
allocation
Random
allocation
Eligibility
criteria
Item
Trial, year

TA B L E 2

PEDro scores of the individual studies that reported patient expectations

Blinded
therapists

Blinded
assessors

Adequate
follow-up

Intention to
treat analysis

Between group
comparison

vidual's beliefs about their pain; fear avoidance beliefs; patient's

Point estimates &
variability

effect. 28,29 In addition, several psychological factors such as indi-

among people with acute low back pain. Thus, the current study was
able to address the PEs on physiotherapy interventions only among
the people with CLBP. Also, the studies had only measured the PEs
at one point in time, it would be interesting to know if or how they
might change throughout a course of treatment.
Past studies reported that the positive PEs on an intervention
have positively influenced the functional outcomes. 5,35 However
the current review finding suggests that there is equivocal evidence
between PEs and levels of function. While three studies showed a
positive association between PEs and the levels of function at both
medium and long term,5,6,26 three other trials demonstrated no significant associations between PEs and function levels. 24,25,27 The
therapist-patient encounter, information provided to the patients
during the encounter, different timings of measuring PEs and use
of various methods to measure PEs might have contributed to this
equivocal evidence.10 While patients with higher expectations
for benefiting from joint replacement surgery had greater gains in
HRQoL,36 the findings of the current review clearly demonstrated
no evidence behind PEs and HRQoL among people with CLBP.
Neither short nor the long term association was reported between
PEs and the HRQoL. Only one study27 reported the association between PEs and HRQoL over the medium follow-up term, however
the association was not significant. Further studies are warranted to
investigate the influence of PEs on HRQoL among people with CLBP
in order to revaluate and reflect on this evidence again in practice.
The review findings have some implications for policy makers
and clinical managers in the healthcare sector. The Care Quality
Commission (CQC) ensures the quality of healthcare provided by
the majority of hospital-based care for the National Health Service
(NHS) in the UK.37 PEs of a given care is one of the major determinants for satisfaction in the quality of healthcare provided to people.38 While the CQC’s quality surveillance tool effectively monitors
the quality of care through monitoring care profile indicators such as
mortality rates, timeliness of intervention, waiting times etc,37 there
is no explicit mention about collecting or documenting PEs on the
care provided. Similarly, NHS collect feedback on the quality of care
provided to the patients, however, it does not collect information
on the PEs of care.39,40 Perhaps, a lack of sufficient understanding
and evidence behind the influence PEs could have on the treatment
outcomes might be one of the reasons that PEs are not fully represented in both CQC and NHS audit policies. In the current review,
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F I G U R E 2 A, Risk of bias reported
among studies on Patients expectations.
B, Risk of bias summary on the studies
reported patient expectations

PEs was associated with pain intensity at short and long terms, and

overlap and differences in the terminologies used to define PE often

association between PEs and LF at medium and long terms were also

cause challenges to practitioners and researchers to measure and

significant. In the above given context, the current review might con-

understand the concept of PEs in clinical practice. Second, although

tribute to CQC and NHS policies in future as it provide preliminary

many practitioners may sometimes informally ask the patients on

evidence on the impact of PEs on the treatment outcomes in CLBP

their expectations about treatment, PEs are not explicitly measured

care. Thus, the study findings might provide an opportunity for fur-

and documented in healthcare practice. Third, even if practitioners

ther conversation and discussion among stakeholders and policy

inquired about PEs, it might be generally asked only prior to the ini-

makers to explore the PEs towards improving quality of healthcare.

tial treatment, however, PEs might not be followed up in consec-

As patients are ultimately the receivers of healthcare provision, un-

utive treatment sessions in practice. The timing of measuring PEs

derstanding and managing their expectations of care in clinical prac-

is relevant in practice especially when PEs change over a course of

tice is pivotal.

41

3 months among people with CLBP.32–34 While one can argues that

The strength and weakness of the review along with the chal-

monitoring PEs may help clinicians in the process of decision mak-

lenges of evaluating PEs in practice were discussed further. The

ing, 29 there is a lack of a standardised and valid tool in clinical prac-

strength of the review included the fact that this was the first re-

tice to measure PEs,8,9,14 and hence PEs may be measured differently

view which investigated the influence of PEs on pain intensity,

by different practitioners in day to day practice. Another challenge

levels of function and HRQoL among people with CLBP. The main

in practice includes the practitioners measuring PEs at different

limitation was that the study focused only on CLBP. As PEs are a

point of time, as the current review findings supported that the tim-

broader concept, the focus only on three common concepts namely

ing of measuring PEs varied between immediately after treatment to

expectancy probability, process expectations and outcome expec-

the 1- and 5-year follow-up among the studies. In the context of the

tations could be a limitation. Thus, the current findings could not be

above-mentioned challenges in clinical practice, further research are

extrapolated to other concepts of PEs.9–11 Furthermore, PE is often

warranted to explore the perception and experiences of clinicians

handled as a challenging concept in clinical practice. First, a huge

and researchers to consider the importance and relevance of PEs in
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TA B L E 3
studies
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Association between patient expectation and outcomes (pain, functional status, health-related quality of life) reported in the
Mutable reported associations within individual trials

Trial, year

Outcome

Enthoven
et al (2006)

Disability

Kalauokalani
et al (2001)
Petersen
et al (2007)
Sherman
et al (2010)

Follow-up points of
outcomes

Number of
participants

P-value

+

−

0

Long (1 year)

141

.76

0

Long (5 years)

139

.18

0

Level of
function

Medium (10 weeks)

135

<.01

Disability

Long (14 months)

158

N/A

+

Pain intensity Long (14 months)

157

N/A

+

General PEs (high)

118

.43

0

General PEs (low)

304

.43

0

PEs of helpfulness (high)

123

.10

0

PEs of helpfulness (medium)

130

.10

0

PEs of helpfulness (low)

133

.10

0

General PEs (high)

118

.52

0

General PEs (low)

304

.52

0

PEs of helpfulness (high)

123

.66

0

PEs of helpfulness (medium)

130

.66

0

PEs of helpfulness (low)

133

.66

0

Medium (10 weeks)

167

.02

Pain intensity Medium (10 weeks)

167

.146

0

PEs for once-weekly yoga

30

.59

0

PEs for twice yoga

63

.44

0

PEs for once-weekly yoga

30

.34

0

PEs for twice yoga

63

.67

0

PEs for once-weekly yoga

30

N/A

0

PEs for twice yoga

63

N/A

0

Treatment group

40

.002

Placebo group

40

N/A

Disability

Medium (8 weeks)

Long (52 weeks)

Smeets
et al (2008)

Disability

Tran
et al (2015)

Back function Medium (12 weeks)
Pain intensity Medium (12 weeks)
HRQOL

Wasan
et al (2010)

Groups within the trial, types
and levels of PEs

Type of correlation

Medium (12 weeks)

Pain Intensity Short (at the end the
second and third
session) (session one
was for explaining
the procedure to
participants)

+

+

+
0

Note: + Positive relationship (higher expectations associated with better outcomes or lower expectations associated with lesser improvement).
− Negative relationship (higher expectations associates with lesser outcomes or lower expectations associated with better outcomes). 0 No
significant association. Follow-up points of outcomes: short (≤6 weeks); medium (>6 weeks-≤6 months); long (>6 months).

the development and delivery of healthcare services. Also, future

outcomes at medium and long terms. Limited available studies

research should focus on developing a valid tool to measure PEs in

showed no evidence of an association between PEs and HRQoL

practice. Further studies investigating the influence of PEs on acute

among CLBP patients.

and sub-acute low back pain are required.
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