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Abstract 

Research indicates that patients’ hope and positive 

outcome expectations are associated with favorable treatment 

outcomes. The importance of hope and expectations are 

discussed in relation to psychotherapy in addition to broader 

healthcare settings such as pain management and surgery. 

Five suggestions for promoting hope and positive outcome 

expectations for patients are provided including presenting a 

convincing treatment rational, sharing successful case 

examples and the belief that treatment will work, increasing 

the patient’s faith in the health care provider, making sure 

patients’ expectations are not overly optimistic, and allowing 

patients to have input into treatment decision-making.   
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 An old joke states that two people 

get a physical examination. One of the 

people is healthy and the other has a 

terminal illness. The hospital gets the results 

mixed up so the healthy person gets the 

terminal diagnosis and the terminally ill 

person gets the healthy diagnosis. The 

healthy person dies and the sick person 

lives. Although not always as extreme as 

this example, patients’ hope and 

expectations do serve an important role in 

the health care setting.  

Hope is the belief that one’s goals 

can be accomplished through specific 

pathways and by way of one’s motivation.
1 

Although similar to optimism in the sense 

that both include cross-situational beliefs of 

a positive outcome, they differ because 

optimism does not include specific pathways 

or motivation to achieve that positive 

outcome. Hope is also similar to self-

efficacy theory
2
, which proposes the 

importance of either one’s belief that a 

particular behavior will produce a desired 

outcome (pathways) or one’s belief that he 

or she can undertake the behavior to produce 

the desired outcome (agency). However, 

they differ because hope requires both 

pathways and agency. So, hope in medicine 

can be thought of as the variable that 

provides patients with motivation to engage 

in treatment to produce a desired outcome. 

This type of hope is similar to outcome 

expectations, which are patients’ prognostic 

beliefs about the likelihood for treatment 

success.
3 

 

1. Findings from Psychotherapy 

Within the field of psychotherapy, 

hope and expectations have been shown to 

influence both the process and outcomes of 

treatment. Frank and Frank (1991) describe 

outcome expectations as the pivotal variable 

for therapeutic change.
4
 That is, they 

postulate that patients seek therapy when 

they are in a state of demoralization and 

therapy serves as a hope-inspiring 

mechanism that presents a pathway through 

which they can solve their problems. If 

patients believe that therapy will help them, 

they are more likely to participate in 

therapy, which, in turn, leads to an 

improvement in well-being and a reduction 

of symptoms. Research supports this theory, 

as outcome expectations about the utility of 

treatment have been found to influence 

attitudes about seeking help, which, in turn, 

are associated with help-seeking behavior.
5,6

  

Research supports the theory of hope 

in psychotherapy, as patients’ outcome 

expectations have been found to be directly 

related to treatment initiation, treatment 

completion, treatment processes and 

eventual treatment outcomes in 

psychotherapy. For example, Swift and 

colleagues (2012) have found that patients 

are more likely to show up for initial 

appointments when they have higher levels 

of hope and more positive outcome 

expectations.
5
 As another example, Elkin 

and colleagues (1999) found that when 

patients were matched to a treatment they 

thought would be effective, only 5% 

dropped out; however, when they were 

assigned to a treatment they believed would 

be less effective, 21% dropped out.
7
 

Although these findings demonstrate that it 
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is helpful for patients to have positive 

expectations about treatment, research also 

indicates that expectations should not be 

overly optimistic. Nock and Kazdin (2001) 

found a curvilinear relationship between 

optimism in treatment and premature 

termination, such that there was an increased 

likelihood for drop out both when 

expectations were pessimistic or when they 

were overly optimistic.
8
 At the overly 

optimistic end, patients may get discouraged 

when treatment does not work as quickly as 

they were expecting. All in all, a meta-

analysis by Constantino and colleagues 

(2011) found a significant relationship (r = 

.12) between expectations and treatment 

outcomes, with positive expectations being 

linked to positive outcomes.
3 

One potential explanation for the 

association between positive expectations 

and positive outcomes is the therapeutic 

alliance. Edward Bordin (1979) described 

the alliance as the affective and 

collaborative patient-therapist relationship.
9
 

The abundance of research supporting the 

power of the alliance has led to the well-

accepted notion that a strong alliance is 

necessary for therapeutic change to occur.
10

 

A study by Yoo, Hong, Sohn, and O’Brien 

(2014) revealed that the alliance mediated 

and moderated the relationship between 

patients’ expectations of psychotherapy 

success.
11

 In other words, the findings 

demonstrated that patients with positive 

outcome expectations were more able to 

form a strong alliance with their provider 

and this strong alliance led to increased 

therapeutic change. The authors also found 

that the relationship between expectations, 

alliance, and treatment outcome was 

strongest for patients with higher levels of 

outcome expectations as compared to 

patients with lower levels of outcome 

expectations.  

2. Applications to Medicine 

Testing placebos is a common 

method for studying hope and expectations 

in health care settings. A placebo treatment 

is an inert treatment that lacks the active 

ingredients of the intervention.
12

 Because a 

placebo treatment is thought to be inert, 

patient improvement in placebo conditions 

is thought to be due to patient hope and 

positive outcome expectations.  

Interestingly, research findings 

indicate that a significant portion of patients 

do in fact experience improvements while 

on placebo treatments.
13

 For example, in a 

meta-analysis that included 182 studies and 

36,385 patients, Walsh, Siedman, Sysko, 

and Gould (2002) found a 37.3% response 

rate for placebo antidepressants.
14

 

Responses to placebos may be even higher 

when they are made to mimic the side 

effects of the active comparison drugs.
15,16

 

In fact, research suggests that placebos may 

account for more than 75% of the efficacy in 

antidepressant medications.
17,18, 19

  

The placebo effect has also been 

largely observed in other fields of medicine, 

such as pain reduction. One study by Levine 

and Gordon (1984) found that telling 

patients that they were taking a pain 

medication was as effective as 8 mg of 

morphine.
20

 Another study by Amanzio, 

Pollo, Maggi, and Benedetti (2001) found 

that a placebo was as effective as 0.14 mg of 

buprenoprine, 31 mg of tramadol, 12 mg of 

ketorolac, and 521 mg of metamizol for 

patients after thoracic surgery.
21 

The same 
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authors also found that hidden pain 

medication injections were less effective 

than were open injections (in view of the 

patient), which also demonstrates the role of 

hope and expectations in the treatment 

process.
21

 

The placebo effect has even been 

shown to occur in surgery procedures. A 

study by McRae and colleagues (2004) 

examined quality of life improvements in 

patients with advanced Parkinson’s 

disease.
22

 One group of the patients received 

a transplantation of human embryonic 

dopamine neurons and the other group 

received a sham surgery. Patients did not 

know which surgery group they were in, but 

following the surgery they were asked 

whether they thought they received the 

transplant surgery or the sham surgery. 

Regardless of what surgery they received, 

patients who believed they received the 

transplant surgery reported better physical 

functioning and more social support than did 

the patients who believed they received the 

sham surgery.  Another study by Mosley and 

colleagues (2002) examined patients’ 

reported symptom relief after arthroscopic 

knee surgery.
23

 Patients with osteoarthritis 

of the knee were randomly assigned to 

receive arthroscopic lavage, arthroscopic 

debridement, or sham surgery. Following 

the surgery, the sham surgery group reported 

similar levels of functioning as patients in 

the arthroscopic lavage and debridement 

groups. 

Outside of the placebo effect, patient 

expectations in general have been linked to 

medical outcomes. A meta-analysis of 16 

medical studies by Mondloch, Cole, and 

Frank (2001) revealed small to large effect 

sizes for the relationship between patient 

expectations and patient outcomes.
24

 This 

effect was present in conditions ranging 

from myocardial infarction to chronic pain 

and laparoscopic surgery. Specifically, 

across conditions, when patients believed 

they were going to get better, they were 

more likely to actually recover. 

3. Strategies for Building Hope and 

Expectations  

  Building hope and expectations in 

patients can take place at all stages of the 

treatment process. Further, multiple 

strategies exist to build the right amount of 

hope and positive outcome expectations in 

patients. The following five strategies are 

recommended.  

3.1. Provide a convincing treatment 

rationale  

In order to build hope in patients, 

providers should provide patients with a 

convincing rationale for why the treatment 

will work. In a study examining rationale 

delivery, Kazdin and Krouse (1983) found 

that patients believed in treatments more 

when they were presented as being tested in 

clinical trials and supported by the scientific 

research.
25

 Beliefs in treatment credibility 

are one aspect of hope, which can then lead 

to positive treatment outcomes. A study by 

Addis and Jacobson (2000) found that 

patients’ perceived treatment creditability 

was associated with treatment engagement 

(i.e., homework completion) and overall 

outcomes.
26

 Another study by Haanstra and 

colleagues (2015) found a strong correlation 

between treatment creditability and 

expectancy in a sample of patients 

undergoing hip and knee arthroplasty.
27 

3.2. Use successful case examples 
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Kazdin and Krouse (1983) also 

found that the use of successful case 

examples when presenting a treatment to 

patients can also lead to positive patient 

expectations.
25 

Thus, providers can share 

with their patients examples of cases where 

the treatment has worked in the past. This 

works particularly well when the patient in 

the previous case example is described as 

being similar to the current patient. 

Additionally, providers can express their 

belief that the treatment will work this time 

around for the current patient.  

3.3. Increase the patient’s faith in the 

provider 

It is important for patients to believe 

that their providers can help them. Hoyt 

(1996) examined the relationship between 

beliefs about provider credibility and 

treatment outcomes.
28

 In that meta-analysis, 

patients’ perception of provider creditability 

were significantly related to later patient 

satisfaction, attitude change, and behavior 

change. In another more recent study, 

Paulsel, McCroskey, and Richmond (2006) 

found that patient satisfaction was most 

strongly linked to their perceptions of their 

health care providers’ competence and 

caring.
29

 One way to increase a patient’s 

faith in the provider is by building a positive 

patient-doctor relationship through open 

communication. Bass and colleagues (1986) 

found that agreement between the patient 

and doctor on the nature of the patient’s 

problem was related to a decrease in the 

patient’s symptoms.
30

 Another study by 

Stewart (1995) found that the quality of 

communication between patients and 

doctors influenced patients’ outcomes.
31 

3.4. Provide positive and realistic outcome 

expectations 

As previously mentioned, a 

curvilinear relationship between optimism in 

treatment and premature drop out has been 

found in the literature, where an increased 

likelihood for drop out exists both when 

expectations are pessimistic or overly 

optimistic.
8
 Consequently, it is important to 

communicate to the patient expectations that 

are both positive and realistic. For example, 

Swift and Callahan (2011) found that 

patients were much less likely to drop out 

when they were provided realistic education 

about the likely duration of treatment.
32

  

3.5. Allowing the patients to have a choice 

An interesting example of the effects 

of patient choice can be found in a study 

conducted by Rose, Geers, Rasinki, and 

Fowler (2012).
33

 In this study participants 

were instructed to apply ointment to their 

hands before submerging them in ice water. 

Participants were told that there were two 

types of ointment: one blocked pain 

receptors and the other warmed the hand. In 

reality, both ointments were inert. The 

participants who were allowed to choose 

which ointment they used reported less pain 

from the ice water than participants who did 

not choose their ointment. These findings 

tell us patient preference matters, likely 

because patients prefer treatments that they 

think will work. Research indicates that 

when patients are given say into the 

treatment they receive, they are more likely 

to initiate that treatment, less likely to drop 

out, and more likely to make positive 

gains.
34, 35
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Conclusions 

Patients’ hope and outcome 

expectations have been linked to positive 

treatment outcomes across health care 

disciplines. Thus, medical providers should 

work to utilize this patient variable to 

maximize the likelihood of treatment 

success. Healthcare providers may be able to 

promote hope and positive expectations in 

their patients by providing their patients 

with a convincing treatment rational, sharing 

successful case examples and their belief 

that the treatment will work for their 

patients, increasing their patients’ faith in 

them as a competent provider, making sure 

patients do not hold overly optimistic 

expectations, and allowing patients to have a 

say in the treatment decision-making 

process.  
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