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There is growing recognition within the field of medi-
cine that healing and healing relationships are 
important. A recent issue of the Annals of Family 
Medicine had a series of articles on healing explor-
ing models and research on healing.1-3 The develop-

ment of evidence-based medicine (EBM) approaches to healing 
should be an important aspect of this emerging field and can be 
promoted by using systematic review (SR) methods.4,5 Standards 
of care in hospitals are also ideally established by applying the 
concept of evidence-based practice to proposed interventions.6 
This is an expectation whether the interventions are considered 
to be “high-tech” (such as an invasive cardiac intervention) or 
“high-touch” (such as an education program to enhance patient-
provider communication).7,8(p316)

A systematic review, by definition, includes a comprehensive, 
exhaustive search for studies on a focused clinical question, selec-
tion of studies using clear and reproducible eligibility criteria, criti-
cal appraisal of studies for quality, and synthesis of results 
according to a predetermined and explicit method.9 As a means of 
consolidating what is known about high-tech interventions that 
have been evaluated through large clinical trials, systematic review 
is an effective methodology for bridging the research-practice gap. 
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Background/Context • There is growing recognition within 
the field of medicine that healing and healing relationships are 
important and that developing evidence-based medicine 
approaches to healing should be an important aspect of this 
emerging field, including the use of systematic reviews. Health 
care leaders charged with developing healing initiatives in hos-
pitals often are frustrated in their attempts to find rigorous 
reviews of the literature to support their programs. 
Objective • The objective of this project was to conduct a sys-
tematic review that asked, “What is the return on investment to 
hospitals that implement programs aimed at enhancing healing 
relationships?” 
Methods • A comprehensive literature search using several 
electronic databases was conducted to locate studies that evalu-
ated hospital-based programs involving “healing relationships.” 
All studies found were evaluated as to their relevance to the 

study and screened for methodological quality.
Results • Research investigators found broad heterogeneity 
across the 80 included studies with regard to stated aims, target 
populations, outcomes measured, measurement tools 
employed, and evaluation methods used. Only 10 articles were 
categorized as being methodologically strong. 
Conclusions • Results of the systematic review highlighted 
challenges in synthesizing knowledge about healing that includ-
ed absence of widely accepted definitions and language around 
“healing,” locating literature published across many different 
disciplines, and absence of standards for conducting rigorous 
program evaluations in hospitals. A less formal qualitative 
review of included studies also revealed themes in the literature 
that provide clues about the professional, social, cultural, and 
historical influences that have helped to shape the evidence 
base to date. (Altern Ther Health Med. 2010;16(5):46-57.)
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However, professionals charged with developing high-touch heal-
ing initiatives in hospitals often are frustrated in their attempts to 
find equally rigorous reviews of the literature to establish the evi-
dence base for their programs.10 This raises the question of whether 
there is simply a dearth of quality research conducted on initiatives 
designed to enhance “healing relationships” (the subject of our 
review) or whether systematic review might be less effective in 
answering questions and assembling knowledge on social con-
structs such as healing if they are not clearly defined.11,12

In this article, we address these and other questions by 
describing our experience and the findings from our systematic 
review. The research question driving this review was, “What is the 
return on investment to hospitals that implement programs aimed 
at enhancing healing relationships?” 

Background
In 2002, the term Optimal Healing Environment (OHE) was 

proposed by the Samueli Institute to provide a framework for re-
conceiving the way health care is provided.13 Whether applied to 
the way an individual manages self-care or the way health care sys-
tems deliver services, the framework identifies seven broad 
domains of care that when implemented support and stimulate 
healing. They include (1) developing healing intention, (2) experi-
encing personal wholeness, (3) cultivating healing relationships, 
(4) practicing healthy lifestyles, (5) applying collaborative health 
care, (6) creating healing organizations, and (7) building healing 
spaces. Scientists, clinicians, and patients who contributed to the 
development of this framework hypothesize that healing, when 
explored fully as a scientific construct, will be a key to the future 
management of chronic illness and the basis of sustainable health 
care.14 In 2006, the Samueli Institute began to summarize the state 
of the science on the effects of relationship on healing. As part of 
this goal and in conjunction with a funded study, we initiated a 
systematic review of the literature to synthesize information on the 
effectiveness of interventions that addressed the act of “cultivating 
healing relationships” and that were conducted and evaluated in a 
hospital setting or as part of a hospital program. We defined an 
effectiveness measure as any health outcome; psychosocial state 
(such as depression, anxiety, or feeling understood and support-
ed); or business or economic outcome (related to patient and staff 
satisfaction, safety, quality, and cost). 

Conducting the Review: Challenges With Language
In emerging fields of study, concepts, language, and defini-

tions may not be widely recognized or even agreed upon. For 
example, a “healing initiative” in the language of holistic nursing 
becomes a “consumer-focused initiative” in the language of hospi-
tal executives. The act of isolating search terms to find relevant lit-
erature becomes an exercise in interpretation and translation 
between and across professional disciplines. For this reason, we 
assembled a multidisciplinary research team of investigators to 
conduct this review to ensure that the widest possible range of lan-
guage and search terms was considered. 

For the purpose of the systematic review, the Samueli 

Institute research team investigators used the following defini-
tions to guide its work. It should be noted that these definitions, 
with the exception of “program evaluation,” were developed by 
the Samueli Institute in collaboration with the same scientists, 
clinicians, and patients who helped develop the previously men-
tioned OHE Framework.

Healing: The process of recovery, repair, and the return to 
wholeness, in contrast with “curing” which focuses on the eradica-
tion of disease.

OHE: An environment that supports and stimulates patient 
healing by combining one or more of the following approaches: 
developing healing intention, experiencing personal wholeness, 
cultivating healing relationships, practicing healthy lifestyles, 
applying collaborative health care, creating healing organizations, 
and building healing spaces. 

Healing relationship: Any relationship that enhances the 
process of recovery, repair, and return to wholeness through char-
acteristics such as communication, caring, compassion, empathy, 
rapport, and support.

Program evaluation: a systematic method for collecting, ana-
lyzing, and using information to answer basic questions about 
projects, policies, and programs.15 

METHODS
We conducted a comprehensive literature search selecting 

studies that evaluated programs involving “healing relationships” 
in hospital settings or that were part of hospital programs. 
Acceptable articles had to meet the following inclusion and exclu-
sion criteria.

•	 All studies had to be randomized controlled trials, observa-
tional studies, or descriptive studies of program evalua-
tions on initiatives that involved healing relationships 
published from 1960 to present.

•	 All studies had to be based on a hospital or hospital-run 
clinic or program or a clinician preparatory program.

•	 All studies had to involve one or more of the following 
types of relationships: provider-patient, provider-family, 
provider-provider, provider-administration, patient- 
patient, patient-family, patient-administration, family-
family, family-administration, relationship with self.

•	 All studies had to address an aspect of healing relationships 
in the intervention as described in the definition. 

•	 To avoid any misinterpretation, we excluded reports in lan-
guages other than English.

•	 Any literature presenting data on a conventional psycho-
logical or psychiatric treatment or therapy, or programs 
provided by a psychologist, psychiatrist, trained counsellor, 
or any other traditional mental health provider for a specif-
ic diagnostic condition was excluded. This was done to dif-
ferentiate between practitioner skills, attitudes, and 
behaviors acquired through basic professional preparation 
and the continuing education and ongoing professional 
development of hospital staff. 
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•	I n order to establish a common context for interpreting 
results, only studies from hospitals where Western/bio-
medicine is the dominant system were included. 

PubMed, the Cochrane Library, EMbase, BIOSIS, CINAHL, 
PsycINFO, MANTIS, AMED, SciSearch, ProQuest, and the NLM 
catalog were searched using the following keywords: “Program 
Evaluation [MeSH] and relations* and hospital and (communica-
tion or caring or compassion or empathy or social support or serve 
or mindfulness or presence or transform* or empower).” The term 
healing relationship was not used, as it was not a defined search 
term or part of a defined search string in the search engines that 
were used. 

Two additional keywords, business plan* or business case*, 
using PubMed, Wilson Business Periodicals Abstracts, ABI/
Inform, Business and Management, CINAHL, Lexis/Nexis, and 
Periodicals Abstracts, were added to capture the business literature 
on healing relationships. Reference lists of identified articles and 
related reviews were searched for additional relevant literature that 
was not captured through standard searches. Gray literature was 
also searched by using Google Scholar, looking online for relevant 
dissertations, and searching conference proceedings of key confer-
ences/meetings. 

Phase 1 Screening
References obtained from database and literature initial 

searches (n = 402) were first independently examined at the title/
abstract level by two content experts (Findlay and Smith) with 
divergences resolved by consensus and then, if potentially perti-
nent, retrieved as complete articles (n = 167, Kappa near 100%).

These two reviewers developed a screening tool, Systematic 
Review of Healing Relationships—Screening Tool (Appendix A), based 
on the study selection criteria to be used for Phase 2 of the screen-
ing process.

Phase 2 Screening
A third reviewer with extensive knowledge in systematic 

review methodology was added to this phase of the screening pro-
cess, and two of three reviewers (Ader, Findlay, or Smith) indepen-
dently assessed each article for study compliance to selection 
criteria using the Systematic Review of Healing Relationships—
Screening Tool. Disagreements were resolved by consensus or by the 
third reviewer when consensus could not be reached (Kappa score 
of 97%). A total of 80 articles passed phase 2 of screening and were 
chosen for inclusion.

Data Extraction
Investigators found broad heterogeneity across the 80 includ-

ed studies with regards to stated aims, target populations, out-
comes measured, measurement tools employed, and evaluation 
methods used. Most lacked rigor in their methods of program 
evaluation. Some did not discuss intended aims or report outcomes 
of the intervention. This lack of homogeneity combined with poor 
quality program evaluations and language challenges made it 

impossible to assess their quality through a strict scoring methodol-
ogy. Therefore, we were unable to conduct a meta-analysis and 
aggregate an effect size for all included studies. It became clear to 
the investigators at this point, that it would not be possible to 
answer our original question about “return on investment” 
because of these methodological problems. We were working in 
the absence of widely accepted definitions, and it had become very 
clear that the term healing relationships could mean different things 
to different people practicing in different settings at different peri-
ods in time. We realized that we had been overly ambitious in try-
ing to group together papers from several disciplines including 
nursing, medicine, and social work and from settings that ranged 
from neonatal intensive care to inpatient psychiatry and from the 
emergency department to palliative care and hospice. 

In an attempt to salvage as much useful information from our 
review efforts as possible, the reviewer with a strong background 
in systematic review methodology (Ader) globally classified the 
included studies as methodologically strong, moderate, or weak 
(as defined below) and created an outcomes table (Table 1) illus-
trating findings from the 10 strongest studies. 

Strong studies were defined as randomized controlled trials 
(RCTs) using established reliable and valid measurement tools. 
Moderately strong studies lacked true randomization, relied on 
measures of low or unestablished validity and reliability, or were 
not fully or adequately controlled. Weak studies were character-
ized by one or more of the following: used an uncontrolled, obser-
vational design; used measurement tools with low or unestablished 
validity and reliability; contained only purely qualitative and/or 
subjective data; included an inadequate description of the program 
and its evaluation. 

RESULTS
Using the criteria above and described in more detail in 

Appendix B and Table 1,16-18 80 articles were deemed relevant. Ten 
were categorized as methodologically “strong,” 31 were categor-
ized as “moderately strong,” and the rest were marked as “low” 
quality. Twelve of the 80 articles were RCTs. Not all of the RCTs 
were categorized as strong. See Figure 1 for a visual summary of 
the process. See Appendix B for a bibliographic list of all included 
studies as well as studies classified into 4 categories: RCTs, strong, 
moderate, and low methodological quality. See Appendix C for a 
full description of strong, moderately strong, and low methodo-
logical quality studies.

Interestingly, the 10 articles categorized as methodologically 
strong did not necessarily provide the most useful or relevant infor-
mation pertinent to program development such as a description of 
implementation strategies, a discussion of operational challenges, 
or comments on cost. As each of the 10 articles described quite a 
different initiative with unique aims, measures, and terminology, 
any comparison between these articles did not seem useful, and in 
the end, we determined that each was best taken at its own merit. 

While not one of our initial study aims, we also carried out a 
less formal qualitative review of included studies to look for 
themes in the literature that might provide clues as to which pro-

Systematic Review and Healing Relationships



ALTERNATIVE THERAPIES, sep/oct 2010, VOL. 16, NO. 5    49

fessional disciplines (as limited by our inclusion criteria) had 
explored the concept of healing relationships most thoroughly to 
date and what other social, cultural, and historical influences have 
helped shape this component of the “science of healing.” We found 
several areas of health care in which the concept of “cultivating 
healing relationships” has been applied and studied. These includ-
ed the following: 

•	 organ donation programs with a focus on provider sensitiv-
ity to families (provider-family relationship); 

•	 nurse preceptorship programs with a focus on seasoned 
nurses mentoring and supporting new ones (provider-
provider relationship); 

•	 end-of-life care (bereavement) and care for patients with 
a high risk of dying (eg, oncology patients) and a focus 
on the nurse/doctor interaction with patients (provider-
patient relationship); 

•	 care in emergency room settings and intensive care units 
with a focus on improving communication between pro-
viders and patients as well as the patient’s family members 
(provider-patient and provider-family relationship); 

•	 programs in hospitals’ neonatal intensive care units 
(NICUs), primarily for parents and families and often 
focused on families giving support to one another (family-
family relationship); and 

•	 programs for pregnant teenagers and their mothers or grand-
mothers with a focus on the patient-family relationship. 

Many of these interventions involved nurses, which is not sur-
prising as nursing is currently on the forefront of patient-centered 
and holistic care. A majority of programs attempted to improve cli-
nician communication skills, often through training in empathy, 
good listening, and an ability to involve/empower patients.

DISCUSSION
Limiting search terms at the outset of the review was the first 

hurdle the investigators faced. To begin with, MeSH headings were 
not always well matched with current practitioner language around 
healing or with the language used in the Samueli Institute’s OHE 
framework. This made it somewhat problematic to use the OHE 
framework to guide the review and yet the framework provided 
needed structure in the absence of any other widely accepted 
model that defined elements of a healing relationship. Choosing 
the search terms became a complicated exercise in translation and 
in some cases, highlighted the biomedical bias in using MeSH 
headings. For example, while “healing presence” and “therapeutic 
relationship” both refer to a similar characteristic of the patient-
provider relationship, we debated whether the meanings were real-
ly interchangeable. There was a danger that results of a systematic 
review using one term over the other could be interpreted differ-
ently by different disciplines. In comparison, systematic reviews of 
cardiac intervention studies can focus on reviewing the interven-
tions themselves without struggling to describe congestive heart 
failure—a well-defined, commonly accepted biomedical concept. 

Due to the issues of language and seemingly synonymous 
search terms, the investigators eventually found it more productive 
to locate literature by following bibliographic threads from the 
included studies than to rely on a traditional literature search strat-
egy using defined search terms. Also, by identifying themes in the 
literature that was found, investigators were able to expand their 
search and locate additional pockets of profession-specific or issue-
specific literature that was missed using the traditional search 
strategies. For example, we identified a fairly large body of litera-
ture on preceptorship of new nurses that fit our inclusion criteria 
but was not necessarily picked up by search terms. Another exam-
ple was the body of literature on NICU programs that facilitate 
family-to-family support for parents of premature infants, which 
also met our inclusion criteria but not all of which was picked up 
by our search terms. 

Another observation made by the investigators was that the 
more recent the study, the more likely it was to identify specific 
aims and measure outcomes that were directly related to cultivating 
healing relationships. The older the studies, the greater the likeli-
hood that elements of a healing relationship were only noted in the 
discussion section of the papers as unanticipated outcomes or inter-
esting findings that called for further research. This observation 
supports the argument that in emerging fields of science, language 
and concepts also emerge, moving from mere afterthoughts to 
thoughtful observations to well-crafted specific aims. When analyz-
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Online databases 340

141 Full articles 
requested

Other sources and 
reference mining 62

29 Full articles requested/
2 unattainable

167 Articles screened using healing 
relationships screening tool

80 Articles included
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methodological 
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31 Moderate
methodological 

quality
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methodological 

quality

7 RCTs 5 RCTs 0 RCTs

FIGURE Flow Chart of Articles Identified and Reviewed
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TABLE Systematic Review of Healing Relationship Strong Methodological Quality Studies Outcomes*

Author N Enrolled

n
Completed 
Study

Description of 
Participants

Type of 
Healing 
Relationship 

Focus of 
Intervention Type of Study

Program Being 
Evaluated

Duration/Follow-up 
Duration

Hart
2006

38 
residents;
94 parents

28 
residents;
92 parents

Pediatric and  
internal medicine/
pediatric residents 
and parents of  
children (0-8 yrs) 
seen in ambulatory  
practices

Provider-family Communication Within subjects  
repeated  
measures

1-1.5-hour intervention  
to increase the use of 
effective communication 
skills with patients’  
families

Residents videotaped 2-3 
wks prior to intervention 
with a patient and family 
and then 2-3 wks following 
intervention with two  
different families than at 
baseline

Ahrens
2003

151 151?
(See com-
ments)

Patients attending 
an end of life inten-
sive care unit at high 
risk for dying

Provider-
patient and 
provider-family

Communication Controlled trial Communication team  
of physicians and nurse 
specialists

Daily communication  
with patient and family  
as a “team,” sometimes 
twice a day, depending on 
family’s need

Stevenson
2002

69/81 (See 
comments)

69/81 (See 
comments )

Mental health 
patients admitted to 
a ward in hospital 
and attending  
nurses

Provider-
patient

Support Pretest/
Posttest design 
pilot study

The Tidal  Nursing Model 6 months pre- to posttest 
data collected

Fallowfield 
2002

160 oncol-
ogists;
2407 
patients

141 clini-
cians

Oncologists 
involved in course 
work and participat-
ing patients

Provider-
patient 

Communication RCT Written feedback  
followed by course; 
course only; written  
feedback only; or control

After initial assessment  
doctors in groups assigned 
courses attended the course 
for 3 days and then filming 
and assessments 3  
months later

Garcia 
de Lucio 
2000

91 61 Nurses and nurses’ 
aides

Provider-family Communication RCT Training program on 
communication and self- 
control skills for nurses

Training was 25 hrs, in 5 
weekly sessions of 5 hrs  
each. Not stated when  
follow-up occurred

Haddock
1997

60 60 Patients scheduled 
for surgery who are 
smokers

Provider-
patient

Smoking cessa-
tion program 
using empathy, 
communication, 
and support 

Pilot RCT Health promotion  
program for smoking  
cessation 

20-40-minute face-to-face 
intervention with the nurse 
in a private room

Razavi
1993

72 68 Oncology nurses Provider-
patient

Communication
and support

RCT Psychological training 
program (PTP) 

8 weekly sessions of 3 hrs 
each
Wait list could take the class 
4 months later
Assessment 1 wk prior to ses-
sion, 1 wk after the training 
and 2 months later

Affleck 1989 100 94 Mothers of infants 
treated in intensive 
care unit

Provider-family Social support RCT Hospital-to-home  
transitional consultation  
support program (TCP) 

Program began with initial 
consultation few days prior 
to discharge and then week-
ly home visits were made  
(2 hrs each) for a period of 
15 wks.

LaMonica
1987

656 cancer 
clients; 109   
registered 
nurses 

656 cancer 
clients; 109  
registered 
nurses

Nurses in a cancer 
center belonging  
to medical and  
surgical units

Provider-
patient

Communication
and empathy

RCT Empathy training  
program for staff  
development

Three phases, each of which 
lasted 4 wks, phases 1 and 3 
being data collection and 
phase 2 being the empathy 
and control training

Robbins
1979

51 51?
(See com-
ments)

House officers in 
internal medicine 
residency

Provider-
patient

Communication
and empathy

RCT pretest/
posttest

Videotape feedback of 
interactions, modification 
of interpersonal process 
recall 

Two-month rotation with 
testing before and after 

*RIAS indicates Roter’s Interaction Analysis System; RCT, randomized controlled trial; STAI, State-Trait Anxiety Inventory; HAM, Health Action Model.

TABLE, continued

Outcome Measure
Type of Control 
Evaluation Statistical Significance Level Comments

Roter’s Interaction Analysis System 
(RIAS)

Pre-post comparison RIAS: interpersonal communication increased  
over time, P  =   .03. residents scored highly on  
communication scales before as well as after  
intervention as well as patient satisfaction with care

Families seemed pleased with residents prior to 
intervention, which made it difficult to calculate a 
change after intervention. Communication did 
increase just after a short intervention though

Length of stay and costs Standard care from  
attending physician

Intervention group shorter stay in intensive care unit 
(6.1 vs 9.5 days) and hospital (11.3 vs 16.4 days) and 
had lower fixed ($15 559 vs $24 080) and variable 
($5087 vs $8035 costs)

Program was catered to each individual and so hard 
to compare effectiveness overall.  There was no 
description of withdrawal or dropouts or who the 
family consisted of and how many there were

Exploration of the outcomes  
measured and evaluation of the 
impact of the evaluation in practice

Pre-post comparison Significant difference in length of stay at post test  
(P < .08)

Development of the program using the tidal nursing 
model. Still exploratory and no real description of 
program and how structured for patients. 69 
patients assessed preintervention and 81 different 
patients assessed postintervention 

Medical interactions process  
system; improvements after the 
intervention in key communication 
skills

Participants who did not 
attend the course

Course attendance significantly improved key out-
comes. Higher rates of use of focused questions (differ-
ence between attenders and nonattenders 34% (P = 
.003), focused and open questions 27% P = .005; expres-
sions of empathy 69% P = .003

Little evidence for effectiveness of written feedback

STAI scale for anxiety and  
communication skills assessed 
through role play (0-10 scale)

Waitlist control for 6 
months

No difference between groups for STAI; scores for  
communication skills increased in the experimental 
group more than control for listening, empathizing, 
interrupting, coping, and on the overall scale

Researchers performed the roles of the relatives. 
Randomization took part prior to agreement of par-
ticipation, hence the large dropout rate. Scale was 
not validated scale for measuring communication

HAM assessment questionnaire 
and leaflet on smoking risks

Routine information about 
smoking cessation

50% in control group reduced or stopped smoking; 7% 
smoked more and the rest stayed the same; 80% in 
treatment group reduced/stopped smoking; 10% 
smoked more; and the rest stayed the same.

This study is actually an RCT and the main intent of 
the study is not around healing relationships but a 
program to encourage smoking cessation 

Attitudes based on semantic  
differential questionnaire;  
occupational stress on Nursing 
Stress Scale; communications  
skills by role playing

Waitlist period Significant training effect on attitudes (P = .05),  
especially for self concept (P = .004), level of  
occupational stress related to inadequate prep (P = .02)

Limited changes found for communication skills;
24-hr PTP assessed was effective, would be good to 
have post training exercises

Need for support score (Arizona 
social support intervention  
schedule), ways of coping checklist, 
medical severity score, emotional 
well-being

Control group only visited 
for data collection post  
discharge 

As mothers need for support increased above the low 
level of need for support, the effect of TCP on mother’s 
sense of control was  increasingly positive. With 
increasing medical severity, TCP mothers reported 
increasingly positive mood but with decreasing medical 
severity, the mothers’ mood decreased

No description of the randomization process
Mothers needing only a low level of support had a 
negative effect on the program. Multiple regression 
analysis conducted

Multiple Affect Adjective Checklist
(MAACL) and LaMonica/Oberst 
Patient Satisfaction Scale (LOPSS) 
and Empathy  Construct Rating 
Scale (ECRS)

Experimental pre-post  
tested, experimental post 
tested only, control pre-post 
tested, and control post 
tested only

For anxiety and hostility, the posttreatment means  
differed significantly from pretreatment means  
(alpha = 0.004); other measures moved in the positive 
direction but no significance noted

Empathy training did not seem to increase nurse- or 
client-rated empathy

Three independent ratings of  
videotapes of first visit interviews
Pre-post attitudinal measures, 
pre-post assessment of empathy

Pre-post comparison and 
control group which  
participated in a didactic 
program on psychosocial 
issues for outpatients

Significant increase in experimental group but not in 
control groups for affect sensitivity scale; interview 
behavior ratings should significant differences between 
experimental and control groups

No difference for  personality and attitudinal data.
Marked improvement in interpersonal skills when 
residents devoted  more time, were more affected by 
emotionally charged material and more empathetic.
Number completed unclear; says “over 90%”
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TABLE Systematic Review of Healing Relationship Strong Methodological Quality Studies Outcomes*

Author N Enrolled

n
Completed 
Study

Description of 
Participants

Type of 
Healing 
Relationship 

Focus of 
Intervention Type of Study

Program Being 
Evaluated

Duration/Follow-up 
Duration

Hart
2006

38 
residents;
94 parents

28 
residents;
92 parents

Pediatric and  
internal medicine/
pediatric residents 
and parents of  
children (0-8 yrs) 
seen in ambulatory  
practices

Provider-family Communication Within subjects  
repeated  
measures

1-1.5-hour intervention  
to increase the use of 
effective communication 
skills with patients’  
families

Residents videotaped 2-3 
wks prior to intervention 
with a patient and family 
and then 2-3 wks following 
intervention with two  
different families than at 
baseline

Ahrens
2003

151 151?
(See com-
ments)

Patients attending 
an end of life inten-
sive care unit at high 
risk for dying

Provider-
patient and 
provider-family

Communication Controlled trial Communication team  
of physicians and nurse 
specialists

Daily communication  
with patient and family  
as a “team,” sometimes 
twice a day, depending on 
family’s need

Stevenson
2002

69/81 (See 
comments)

69/81 (See 
comments )

Mental health 
patients admitted to 
a ward in hospital 
and attending  
nurses

Provider-
patient

Support Pretest/
Posttest design 
pilot study

The Tidal  Nursing Model 6 months pre- to posttest 
data collected

Fallowfield 
2002

160 oncol-
ogists;
2407 
patients

141 clini-
cians

Oncologists 
involved in course 
work and participat-
ing patients

Provider-
patient 

Communication RCT Written feedback  
followed by course; 
course only; written  
feedback only; or control

After initial assessment  
doctors in groups assigned 
courses attended the course 
for 3 days and then filming 
and assessments 3  
months later

Garcia 
de Lucio 
2000

91 61 Nurses and nurses’ 
aides

Provider-family Communication RCT Training program on 
communication and self- 
control skills for nurses

Training was 25 hrs, in 5 
weekly sessions of 5 hrs  
each. Not stated when  
follow-up occurred

Haddock
1997

60 60 Patients scheduled 
for surgery who are 
smokers

Provider-
patient

Smoking cessa-
tion program 
using empathy, 
communication, 
and support 

Pilot RCT Health promotion  
program for smoking  
cessation 

20-40-minute face-to-face 
intervention with the nurse 
in a private room

Razavi
1993

72 68 Oncology nurses Provider-
patient

Communication
and support

RCT Psychological training 
program (PTP) 

8 weekly sessions of 3 hrs 
each
Wait list could take the class 
4 months later
Assessment 1 wk prior to ses-
sion, 1 wk after the training 
and 2 months later

Affleck 1989 100 94 Mothers of infants 
treated in intensive 
care unit

Provider-family Social support RCT Hospital-to-home  
transitional consultation  
support program (TCP) 

Program began with initial 
consultation few days prior 
to discharge and then week-
ly home visits were made  
(2 hrs each) for a period of 
15 wks.

LaMonica
1987

656 cancer 
clients; 109   
registered 
nurses 

656 cancer 
clients; 109  
registered 
nurses

Nurses in a cancer 
center belonging  
to medical and  
surgical units

Provider-
patient

Communication
and empathy

RCT Empathy training  
program for staff  
development

Three phases, each of which 
lasted 4 wks, phases 1 and 3 
being data collection and 
phase 2 being the empathy 
and control training

Robbins
1979

51 51?
(See com-
ments)

House officers in 
internal medicine 
residency

Provider-
patient

Communication
and empathy

RCT pretest/
posttest

Videotape feedback of 
interactions, modification 
of interpersonal process 
recall 

Two-month rotation with 
testing before and after 

*RIAS indicates Roter’s Interaction Analysis System; RCT, randomized controlled trial; STAI, State-Trait Anxiety Inventory; HAM, Health Action Model.

TABLE, continued

Outcome Measure
Type of Control 
Evaluation Statistical Significance Level Comments

Roter’s Interaction Analysis System 
(RIAS)

Pre-post comparison RIAS: interpersonal communication increased  
over time, P  =   .03. residents scored highly on  
communication scales before as well as after  
intervention as well as patient satisfaction with care

Families seemed pleased with residents prior to 
intervention, which made it difficult to calculate a 
change after intervention. Communication did 
increase just after a short intervention though

Length of stay and costs Standard care from  
attending physician

Intervention group shorter stay in intensive care unit 
(6.1 vs 9.5 days) and hospital (11.3 vs 16.4 days) and 
had lower fixed ($15 559 vs $24 080) and variable 
($5087 vs $8035 costs)

Program was catered to each individual and so hard 
to compare effectiveness overall.  There was no 
description of withdrawal or dropouts or who the 
family consisted of and how many there were

Exploration of the outcomes  
measured and evaluation of the 
impact of the evaluation in practice

Pre-post comparison Significant difference in length of stay at post test  
(P < .08)

Development of the program using the tidal nursing 
model. Still exploratory and no real description of 
program and how structured for patients. 69 
patients assessed preintervention and 81 different 
patients assessed postintervention 

Medical interactions process  
system; improvements after the 
intervention in key communication 
skills

Participants who did not 
attend the course

Course attendance significantly improved key out-
comes. Higher rates of use of focused questions (differ-
ence between attenders and nonattenders 34% (P = 
.003), focused and open questions 27% P = .005; expres-
sions of empathy 69% P = .003

Little evidence for effectiveness of written feedback

STAI scale for anxiety and  
communication skills assessed 
through role play (0-10 scale)

Waitlist control for 6 
months

No difference between groups for STAI; scores for  
communication skills increased in the experimental 
group more than control for listening, empathizing, 
interrupting, coping, and on the overall scale

Researchers performed the roles of the relatives. 
Randomization took part prior to agreement of par-
ticipation, hence the large dropout rate. Scale was 
not validated scale for measuring communication

HAM assessment questionnaire 
and leaflet on smoking risks

Routine information about 
smoking cessation

50% in control group reduced or stopped smoking; 7% 
smoked more and the rest stayed the same; 80% in 
treatment group reduced/stopped smoking; 10% 
smoked more; and the rest stayed the same.

This study is actually an RCT and the main intent of 
the study is not around healing relationships but a 
program to encourage smoking cessation 

Attitudes based on semantic  
differential questionnaire;  
occupational stress on Nursing 
Stress Scale; communications  
skills by role playing

Waitlist period Significant training effect on attitudes (P = .05),  
especially for self concept (P = .004), level of  
occupational stress related to inadequate prep (P = .02)

Limited changes found for communication skills;
24-hr PTP assessed was effective, would be good to 
have post training exercises

Need for support score (Arizona 
social support intervention  
schedule), ways of coping checklist, 
medical severity score, emotional 
well-being

Control group only visited 
for data collection post  
discharge 

As mothers need for support increased above the low 
level of need for support, the effect of TCP on mother’s 
sense of control was  increasingly positive. With 
increasing medical severity, TCP mothers reported 
increasingly positive mood but with decreasing medical 
severity, the mothers’ mood decreased

No description of the randomization process
Mothers needing only a low level of support had a 
negative effect on the program. Multiple regression 
analysis conducted

Multiple Affect Adjective Checklist
(MAACL) and LaMonica/Oberst 
Patient Satisfaction Scale (LOPSS) 
and Empathy  Construct Rating 
Scale (ECRS)

Experimental pre-post  
tested, experimental post 
tested only, control pre-post 
tested, and control post 
tested only

For anxiety and hostility, the posttreatment means  
differed significantly from pretreatment means  
(alpha = 0.004); other measures moved in the positive 
direction but no significance noted

Empathy training did not seem to increase nurse- or 
client-rated empathy

Three independent ratings of  
videotapes of first visit interviews
Pre-post attitudinal measures, 
pre-post assessment of empathy

Pre-post comparison and 
control group which  
participated in a didactic 
program on psychosocial 
issues for outpatients

Significant increase in experimental group but not in 
control groups for affect sensitivity scale; interview 
behavior ratings should significant differences between 
experimental and control groups

No difference for  personality and attitudinal data.
Marked improvement in interpersonal skills when 
residents devoted  more time, were more affected by 
emotionally charged material and more empathetic.
Number completed unclear; says “over 90%”
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ing results of a systematic review, paying attention to the date range 
of literature reviewed can provide important context regarding 
social and political influences on the evolution of the concept. For 
example, in this systematic review, it may have been more appropri-
ate to focus on studies that have been conducted in the past 15 to 20 
years, as this period coincides with the social movement toward 
more holistic, humanistic, integrative approaches to health care 
delivery and likely yields increasingly homogeneous results. 

More than half of the articles that met the initial screening cri-
teria because they described programs designed to impact the heal-
ing relationship were not included in the review because they did not 
conduct or report some form of program evaluation, and among 
those that were evaluated, few were evaluated with any rigor. Unless 
these details are carefully considered there is a risk that a systematic 
review will reflect the “ideal” rather than common practice so that an 
end user does not glean information about innovative trends or 
emerging best practices from nonevaluated or poorly evaluated ini-
tiatives. Until hospitals develop stronger evaluation cultures, culti-
vate leaders who value research and attribute appropriate resources 
toward rigorous program evaluation, and publish the results in peer-
reviewed journals that are indexed in databases, systematic reviews 
will not be a useful methodology to consolidate “state of practice” 
knowledge on healing. Also, unlike RCTs, the term program evalua-
tion is subject to wide interpretation and application by hospital pro-
grams, despite being a well-defined MeSH term. Heterogeneity 
across definitions, quality, and methods of program evaluation was 
one of the challenges we faced in conducting this review, making it 
impossible to “compare apples to apples.”

	
Conclusion

Systematic review can be a powerful methodology for consoli-
dating knowledge for established fields in health care. However, 
using systematic review methods to synthesize the evidence base for 
less established or emerging fields such as the “science of healing” is 
less useful, especially in the absence of widely agreed upon defini-
tions, language, and standards for evaluation and measurement. 
There is a risk that by prematurely applying systematic review in 
emerging areas investigators will rigorously exclude so much of the 
available literature that trends, observations, and documentation of 
emerging best practices, so vital to the evolution of health care, will 
go unrecognized. Health care leaders and clinicians should be aware 
of the limitations of using systematic review under these circum-
stances and be cautious about relying too heavily on results to guide 
the development of innovative programs or decide conclusively 
what “works” and what doesn’t in emerging fields. 

It is also important to remember that the main purpose for 
conducting health research is to answer the questions that arise 
from practice. Going forward, recommendations to facilitate more 
effective and informative systematic reviews in emerging fields of 
health care such as “cultivating healing relationships” might 
include the following: 

1.	Adopt or create a framework (such as the Samueli Institute 
OHE framework) to provide a common language across dis-
ciplines for conducting and interpreting the review and ulti-

mately lay the foundation for new and emerging lexicons; 
2.	Adopt or develop definitions that fit within the chosen 

framework, recognizing that settling for ill-fitting but well-
defined terms may not serve to expand understanding; 

3.	C onduct a qualitative assessment of included studies to identi-
fy emerging themes and uncover illusive pockets of literature; 

4.	Promote rigorous evaluation of innovative health care ini-
tiatives by endorsing an evaluation culture for all health 
care organizations; and

5.	Assemble multidisciplinary teams to conduct systematic 
reviews and diversify search strategies to include the “lan-
guage of practice.”
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Appendix A: Systematic Review of Healing Relationships—Screening Tool

Article Author/Date of Publication: ________________________________________________________________________

Type of article:   q Study	 q Trial	   	 q Evaluation

Setting:	            q Hospital	 q Hospital Clinic	 q Hospital Program      q Clinician Preparatory Program

Type of relationship:	

q Provider-Patient	

q Provider-Family 

q Provider-Provider 	

q Provider-Administration 

q Patient-Patient 	

q Patient-Family 	

q Patient-Administration 

q Family-Family 

q Family-Administration 	

q Relationship with self 

Skills/characteristics associated with healing relationships:

q Care/Caring 

q Collaboration 

q Communication 

q Compassion 

q Empathy 

q Empower/empowerment 

q Family-centered 

q Holistic 

q Integrated 

q Interdisciplinary 

q Interpersonal communication 

q Intrapersonal 

q Love 

q Mindfulness 

q Personal growth 

q Person-centered 

q Presence 

q Relationship-centered 

q Self-care 

q Sensitivity (cultural or other) 

q Serve/service 

q Social support 

q Support 

q Team/teamwork  

q Transform/Transformative 

q Transpersonal communication 

q Understanding 

Conventional  psychological/psychiatric treatment or program provided by mental health provider? 
q Yes 		  q No  

International? (other than countries with western biomedical delivery system-Australia, Canada, UK, W. Europe) 
q Yes __________________________  (list country)		  q No 

Comments:

References:

Initials: ____________        
Date: _____________
q Include     q Exclude 
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Description of Strong Methodological Quality Studies
The bibliography in Appendix B includes separate listings 

for the studies rated “strong.” Additionally, see Table 1 for Strong 
Methodological Quality Studies Outcomes Table, an outcomes table 
summarizing the key elements of studies included in the strong 
methodological quality group.  Ten studies (7 of them identified 
as RCTs) were identified as having “strong” methodological qual-
ity.  The studies in the strong group were well-designed and used 
reliable measurement tools and methods.  However, they were 
not without limitations. A recurring flaw in this group of studies 
was inadequate description of the actual program being evaluat-
ed (e.g., details of the intervention’s implementation, duration, 
etc.), making it impossible top rigorously evaluate the program 
or for other hospitals to replicate the program. Also, few pro-
grams were standardized and systematic methods for tailoring 
individual treatment were not described, limiting conclusions 
regarding what, exactly, was effective even when positive results 
were obtained. 

Description of Moderately Strong Methodological Quality 
Studies 

The bibliography in Appendix B includes separate listings 
for the studies rated “moderately strong.” These studies reported 
some interesting results, but the degree to which the results 
could be interpreted or generalized was limited by one or more 
weaknesses in design or measurement.  Sampling bias was a 
common problem, since the realities of clinical research often 
result in convenience samples, self-selection or other forms of 
selection bias, and high rates of attrition. The relevance, impor-
tance, or meaning of results was frequently overstated, since 
study limitations precluded causal conclusions. In a few cases, 
even studies using randomized, controlled trial design fell into 
the “moderately strong” category because of flawed measure-
ment, statistical weakness, or bias. For example, the article by 
Cohen-Katz, et al. (2005) reports on a randomized, controlled 
trial of mindfulness-based meditation. However, it is the third 
published report on this study, and focuses only on qualitative, 
self-reported data collected after all participants had completed 
the experimental intervention.  Several limitations arise, includ-
ing a high potential for socially-desirable response bias (e.g., 
some questions were on sensitive personal issues; the partici-
pants would have a good sense of how they “should” respond to 
questions about the program) and the lack of any control group 
against which to compare results. The study reports rich descrip-
tive information about the self-reported experiences of nurses 
undergoing this intervention, but lacks the rigor to be considered 
methodologically strong.  (The second published report on this 
study is also included in this review, and was also rated as “mod-
erately strong” based on measurement issues.)

Description of Low Methodological Quality Studies  
The bibliography in Appendix B includes separate listings 

for the studies rated “low” on methodological strength. A recur-
ring theme in this group of studies was description (with varying 
degrees of detail) of a program’s implementation (e.g. a class or 
educational intervention) with a one-time “evaluation” consist-
ing of participants’ rating the intervention on whether it met its 
goals, whether it was useful, etc.  Studies in this category were 
usually characterized by little or no study design, insufficient 
detail to allow replication, no clear internal or external validity, 
and collection of limited descriptive data.
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