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Abstract

Background.  Positive patient–provider relationships have been associated with improved 
depression treatment outcomes. Little is known about how patient treatment beliefs influence 
patient–provider relationships, specifically treatment alliance and shared decision making in 
primary care (PC).
Objective.  We evaluated the relationship between patient treatment beliefs and patient–provider 
relationships by gender, race and current depression.
Methods.  We used a deductive parallel convergent mixed method design with cross-sectional 
data. Participants were 227 Black and White patients presenting with depression symptoms in 
PC settings. Individuals were randomized into either a quantitative survey (n = 198) or qualitative 
interview (n  =  29) group. We used multiple ordinary least squares regression to evaluate the 
association between patient beliefs, as measured by the Treatment Beliefs Scale and the Medication 
Beliefs Scale, and treatment alliance or shared decision making. We concurrently conducted 
thematic analyses of qualitative semistructured interview data to explicate the nature of patient–
provider relationships.
Results.  We found that patients who believed their provider would respectfully facilitate depression 
treatment reported greater bond, openness and shared decision making with their provider. 
We also identified qualitative themes of physicians listening to, caring about and respecting 
patients. Empathy and emotive expression increased patient trust in PC providers as facilitators of 
depression treatment.
Conclusions.  This work systematically demonstrated what many providers anecdotally believe: 
PC environments in which individuals feel safe sharing psychological distress are essential to early 
identification and treatment of depression. Interprofessional skills-based training in attentiveness 
and active listening may influence the effectiveness of depression intervention.
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Introduction

In the psychotherapeutic relationship, as theorized by Bordin (1), 
the treatment alliance between a provider and individual consists 

of tasks (what needs to be done to reach a goal), goals (what the 
individual hopes to gain) and bond (formed from the belief that 
the task will bring the individual closer to achieving those goals). 

http://www.oxfordjournals.org/
mailto:patricia.king@northwestern.edu?subject=
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Although less understood in the context of physicians and patients, 
the patient–provider relationship, through the collaborative bond 
and shared decision making regarding depression treatment (treat-
ment alliance), is a predictor of better treatment engagement, 
adherence and outcomes in psychotherapy (2). Although provid-
ers may anecdotally identify factors that influence provider–patient 
relationship quality, how these relationships influence identifi-
cation and use of mental health services in primary care (PC) is 
largely unexplored (3). Importantly, preliminary studies have sug-
gested that factors in the patient–provider relationship may be as 
predictive of depression outcomes as treatment condition (psycho-
therapy, antidepressants, pill placebo) in PC (4). The aims of this 
work were to examine how (i) patient beliefs about depression 
treatment and (ii) provider qualities influence treatment alliance 
and shared decision making. Findings can inform PC depression 
screening, treatment planning and care management and improve 
depression outcomes in PC.

PC providers are often the first point of contact for the identi-
fication of mental distress in patients. Provider qualities have been 
identified as facilitating comfort on the part of the patient in disclos-
ing their mental distress. Patients value certain provider attributes 
including professional expertise, patience, attentiveness, commu-
nication, representing client interests, truthfulness and respecting 
client preferences, with respect for patient autonomy most valued 
(5). Patients have identified communication (listening, partnership, 
information sharing) and personality and demeanour (friendli-
ness, caring, supportiveness) as attributes of excellent providers (6). 
Providers’ gender and race may also affect patient–provider rela-
tionships. Female providers are more likely to explore a patient’s 
experience of symptoms and disease and provide a more satisfying 
experience, whereas male providers attempt to understand the per-
son in their environment and are perceived to be more thorough in 
assessment (7). Different racial and ethnic groups may have differ-
ent health decision-making processes (8). Although patient–provider 
race concordance may influence treatment alliance (9), it has not 
been found to affect respect or agreement regarding the aetiology 
of symptoms (10). Although some of these qualities are innate to 
the individual provider, others can be learned by emphasizing their 
identification for the training of future physicians.

Task, bond and goals also appear to influence the physician–
patient relationship (1). However, the identified physician qualities 
merely facilitate the disclosure and possible acceptance of mental 
health diagnosis; other barriers may influence treatment. For exam-
ple, patient beliefs about depression treatment affect patient–pro-
vider relationships; treatment effectiveness beliefs are crucial to 
treatment acceptance (11) and successful engagement in therapy (4) 
and are predictive of clinical improvement (12). This study explores 
what is less known—how patient beliefs about depression treatment 
affect patient–provider relationships in treatment of depression by 
PC physicians. Understanding both provider qualities and patient 
beliefs may help to better identify methods of engaging individuals 
experiencing mental distress in treatment.

Methods

Design
In this convergent parallel mixed method study (13) of cross-sec-
tional survey and interview data, we evaluated the relationships 
between (i) patient beliefs and (ii) patient–provider relationships. 
Patient beliefs included (i) treatment and (ii) provider characteristics. 
Patient–provider relationships included (i) treatment alliance and  

(ii) shared decision making. Mixed methods were selected to trian-
gulate quantitative data on patient beliefs regarding treatment with 
qualitative reports of patient beliefs related to provider characteris-
tics. We used baseline data from an NIMH-funded R01 study exam-
ining the role of patient factors in establishing treatment alliance in 
the identification and treatment of depression in PC settings.

Quantitative

Measures
Surveys were used to evaluate whether patient beliefs about depres-
sion treatment were associated with patient–provider relationships. 
We hypothesized that beliefs that depression was an illness, the pro-
vider could help facilitate depression treatment, and counseling and 
medication could help treat depression would be associated with 
increased treatment alliance and shared decision making, whereas 
belief that God played a role in depression treatment would be asso-
ciated with decreased treatment alliance and shared decision mak-
ing. The 198 participants in the quantitative arm also completed a 
diagnostic interview based on the Structured Clinical Interview for 
DSM-IV and questionnaire.

Patient–provider relationships
The Agnew Relationship Measure (ARM) of treatment alliance (14) 
measured patient–provider relationships. The four subscales of the ARM 
measured bond with provider (ARM-Bond); confidence in provider 
(ARM-Conf); openness with provider (ARM-Open) and initiative in 
interactions with provider (ARM-Init). The ARM-Init subscale was omit-
ted from the analysis because it did not meet minimum criteria for relia-
bility (internal consistency less than 0.70). The Goldring Patient–Provider 
Scale of shared decision making (13) also measured patient–provider rela-
tionships. Confirmatory factor analysis suggested elimination of 2 of the 
12 items for unidimensionality, resulting in a 10-item measure.

Patient beliefs
The Treatment Beliefs Scale (TBS) is a measure developed by the last 
author and tested in previous depression studies (Table 1) (15) that 
reflects a range of treatment beliefs affecting patient decisions regard-
ing depression treatment (16). The four subscales of the TBS measured 
patient beliefs that God and faith play a role in depression treatment 
(TBS-God); depression is an illness (TBS-Dep); the provider believes 
the patient and can be trusted with depression treatment (TBS-Pro) 
and counselling is an effective treatment for depression (TBS-Cou). 
The TBS-Dep and TBS-Cou subscales were omitted from the analysis 
because they did not meet minimum criteria for reliability.

The Medication Beliefs Scale (MBS) is another measure devel-
oped by the last author and tested in previous depression studies 
(Table  1) (15) that reflects a range of medication beliefs affecting 
patient decisions regarding depression treatment (16). The 12-item 
MBS was used to measure patient perceptions of the acceptability, 
role, safety and effectiveness of antidepressant medication.

All measures were rated on Likert Scales with response values 
summed for a total score. If participants responded to 75% or more 
of the measure items, we used an adjusted average score based on 
the available item responses; otherwise, the observation was treated 
as missing.

Analysis
We calculated Pearson’s product–moment correlations to evaluate 
the univariate relationships of all measures. We conducted multiple 
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iterations of multiple regression or multiple ordinary least squares 
regressions in SAS Enterprise Guide 4.3 after comprehensive regres-
sion diagnostics to explore the relationship between patient treat-
ment beliefs and patient–provider relationships. We added race, 
gender and current depression diagnosis as potential moderators. 
Multiple ordinary least squares regression models featured (i) all 
patient beliefs; (ii) patient beliefs with significant main effects; (iii) 
significant main effects, all potential moderators, and all potential 
interaction effects and (iv) significant main and interaction effects. 
We included moderators with significant main effects by moderator 
group in final models. Models and parameters were evaluated at a 
0.05 significance level.

Qualitative

Measures
To complement quantitative findings and explicate the nature of the 
patient–provider relationship, the study team conducted semistruc-
tured interviews. The 29 participants completed interviews in their 
homes or a private university location. The interviews were designed 
to explore the experience of living with depression, anxiety, or both; 

coping strategies; medical provider qualities and interactions; and 
social support. The semistructured script was developed as a guide 
for both the facilitator and the interviewees (17). Interviews were 
conducted by four individuals (all women): two sociologists (five 
interviews each), one anthropologist (four interviews) and one social 
worker (15 interviews). All participants provided written consent 
prior to the interview.

Analysis
A professional transcriptionist transcribed all audio files verbatim. 
The second and third authors and a paid master’s-level social work 
student trained by the second author analysed the data. The research 
team discussed and adjusted the final code list to reduce overlap 
of concepts in codes; multiple research team members strengthen 
qualitative analyses because they have different ways of approaching 
the same subject results, which provides increased understanding of 
data and reduces bias (18). Atlas.ti was used to organize and code 
the data. Transcripts were reviewed and coded into specific and gen-
eral themes using a deductive approach; qualitative concepts were 
used because our themes and codes were derived from concepts in 
the quantitative questions. Topics and themes were evaluated and 

Table 1. Treatment Beliefs Scale

Provider believes patient and can be trusted with depression treatment—subscale (4 items):
  1.  I trust my primary care provider to act in my best interest.
  2.  My primary care provider listens to me.
  3.  My primary care provider recognizes when something is wrong with me emotionally.
  4.  My primary care provider believes my symptoms are real.
      Counselling is an effective treatment for depression—subscale (6 items):
  5.  If I were depressed, counselling would restore me to my usual level of functioning.
  6.  Counselling would help me just as much as antidepressants if I had depression.
  7.  I can afford treatment for mental health.
  8.  I have health insurance that will cover the costs of any mental health needs.
  9.  Talking about stress or emotional problems with a professional can be helpful.
10.  People with depression do not need professional care.
        God and faith play a role in depression treatment—subscale (4 items):
11.  Faith in God will heal my depression.
12.  Prayer alone can heal depression.
13.  Thanking God helps depression get better.
14.  Asking God for forgiveness will help heal my depression.
        Depression is an illness—subscale (6 items)
        15.If I had depression, an antidepressant would restore me to my normal levels of functioning.
        16.People who have depression are not to blame.
        17.Anyone can suffer from depression.
        18.Depression is usually a sign of weakness of failure.
        19.I would be embarrassed if others knew that I was getting help for depression.
        20.I would not tell someone if I were depressed.

MBS
  1.  Medication for depression is not the answer to problems in one’s life.
  2.  Medication for depression is a crutch.
  3.  I should be able to get by without medication for depression.
  4.  Antidepressants are not addictive.
  5.  My family would be supportive of me taking antidepressants for emotional problems.
  6.  I would not be able to work if I took medication for depression.
  7.  Medications for depression are overused.
  8.  Medication for depression should not be taken long-term.
  9.  Drugs providers prescribe for depression are safe.
10.  Antidepressant medications are helpful for treating emotional problems.
11.  Natural approaches to depression, such as exercise, nutrition and relaxation, are better than taking medications.
12.  Medication for depression can prevent future emotional problems.
13.  I would be embarrassed if my friends knew that I was taking medication for depression.
14.  If I had depression, I think that an antidepressant would help me.
15.  St. John’s Wort or other herbal remedies are useful for treating depression.
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further refined. Thematic analysis was used to guide data reduction, 
coding and construction of themes (19). Coding was systematic and 
sequential (17).

Integration
Quantitative and qualitative findings were compared to develop a 
comprehensive understanding of the role of patient beliefs about 
depression treatment and provider characteristics in establishing 
treatment alliance and shared decision making (20). Triangulation 
(21) is the use of comparative views to ensure both saturation and 
multiple perspectives occurred at the data, investigator and analy-
ses levels by collecting multiple points of data from the larger pool 
of quantitative respondents and comparing different points of view 
across various patient types. Integrated results that capture survey 
data on patient beliefs are compared with qualitative views on how 
these beliefs affect patient perceptions and actions.

Results

Sample
Study staff approached PC patients based on references to depres-
sion found in a review of the medical charts of 70 participating 
PC doctors. Of the 630 Black or White patients approached, 292 
consented to participate; of those consenting, 263 were randomly 
assigned to the quantitative arm and 29 to the qualitative arm 
(Fig. 1). Consenters were more likely to be White. Of the 263 par-
ticipants in the quantitative arm, 198 completed the mail-back ques-
tionnaire, including the patient belief and treatment alliance data 
used in this analysis. Questionnaire respondents were more likely to 
have insurance than non-respondents.

Quantitative
The final sample featured 227 Black and White individuals. A major-
ity of participants were White, female and reported some college 
education. Nearly half were 45–64 years old, and slightly more than 
half of those in the quantitative arm had a diagnosis of major or 
minor depression (Table 2).

Means, standard deviations, and minimum and maximum scores 
for all measures appear in Table 3. All subscales were interval-level 
measures with mild negative skew due to the presence of outli-
ers. Spearman’s non-parametric correlations were consistent with 
Pearson’s product–moment correlations presented in Table 4.

Univariate analysis showed the more patients believed their pro-
vider could facilitate depression treatment—one aspect of patient 
treatment beliefs—the more open they were, the closer they felt, 
and the more confident they felt with the provider’s abilities to help 
them with their depression. Patients who believed medication would 
treat their depression also were more open with their providers. The 
ARM-Conf subscale was eliminated from further analysis due to its 
very high correlation (r ≥ 0.70) with the TBS-Pro and ARM-Bond 
subscales.

During the regression analysis, comprehensive diagnostics identi-
fied a few cases of potentially influential data for each regression 
model given their concurrently high-studentized residuals and lever-
age. Regression models were rerun without these potentially influ-
ential observations and the results were consistent (Table 5). Two 
aspects of treatment beliefs, patient beliefs that (i) their provider 
believed their depression symptoms were real and (ii) the provider 
could be trusted to facilitate depression treatment, significantly 
predicted all three measured components of patient–provider rela-
tionships: (i) bond, (ii) openness, and (iii) shared decision making. 
Current depression and the interaction of current depression with 
one aspect of treatment beliefs, belief in the provider as a facilita-
tor of depression treatment, were only predictive of one component 
of patient–provider relationships, client openness with the provider.

To further explore this interaction, we conducted regression anal-
yses for openness with provider by current depression status, with 
patient treatment beliefs that the provider believed their symptoms 
and could facilitate depression treatment as the sole predictor. For 
patients with no current depression, belief that the provider could 
facilitate depression treatment predicted openness (explaining 39% 
of the variance). A  similar effect was found for patients with cur-
rent depression (explaining 12% of the variance). Current depres-
sion decreased but did not eliminate the predictive effect of patient 
beliefs that the provider could facilitate treatment on their openness 
with the provider, one component of patient–provider relationships.

Qualitative
Interviews with participants were audio recorded and each lasted 
from 45 to 90 minutes. Deductive analyses of transcripts resulted 
in two themes: (i) comfort and caring and (ii) empathy and respect.

Comfort and caring
Some individuals discussed how they had engaged with several pro-
viders before they settled on their current provider. Participants felt 
most connected to physicians whom they believed were good listen-
ers and whom they perceived cared about them. Most individuals 
discussed the concept of feeling ‘heard’ and often described this con-
cept as the physician being a good listener, explaining that feeling 
heard overwhelmingly contributed to their positive feelings towards 
the provider. One respondent said, ‘He listen[s] and he just, he has a 
feel about him to where it makes you feel as though it’s just not that 
bad. He gives you that hopefulness … you know, that, OK, we are 
going to get through this’.

Patients said they most wanted to be heard and understood. 
One participant’s statement sums up this sentiment: ‘The fact that 
she listened, her feedback. The answer that she gave me indicated 
that she wasn’t just brushing me off’. Because of the nature of men-
tal illness and the complexity of diagnosis and treatment, many 
participants noted it was difficult to find a provider who would 
simply listen to what they were saying. Overall, listening provided 
an avenue to feeling heard and care for, increasing comfort with 
the provider.Figure 1.  Sampling flow diagram.
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Individuals repeatedly highlighted comfort as a key element of 
provider–patient relationships. Ease was expressed in various ways. 
One participant noted, ‘It makes people more comfortable with her 
because she just sits right down and just starts chatting with as if she 
was just anybody. I mean … she doesn’t come in and act all “doctor-
like,” very stiff and very formal’. Another respondent described a 
different physician:

She make[s] me feel very comfortable and I could trust her with 
what I  tell her. She was really concerned. She laid back and 
listened to me. Like I  told her stories of things I went through 
growin’ up and stuff. I mean, she’s my primary doctor and to me, 
that what they’s suppose to do and to me, that’s what she did.

When participants felt heard and were approached in a manner 
that increased patient–provider mutuality, they said they felt more 

connected to providers, increasing their alliance and supporting con-
tinued provider–patient engagement, which is crucial to retaining 
patients in care.

Empathy and respect
Participants also said they viewed empathy and respect as impor-
tant provider qualities. One participant said a doctor should be ‘not 
only a good listener, [but also] understanding … be open minded’. 
Another respondent said:

Because she was listening, looking at me, stopped writing, and 
responds to whatever I  was sayin’ to her … get outta here … 
really? “Sounds like you had a difficult life” … you know? And 
whatever I said to her she was fine, like, with another question or 
… she responded, is what it was.

Table 2.  Black and White primary care patient demographics by study arm at baseline

Variable Quantitative (n = 198) Qualitative (n = 29) Total (N = 227)

n % n % n %

Age
  20–44 73 37 8 25 81 36
  45–64 97 49 13 45 110 48
  65+ 27 14 3 10 30 13
  Missing 1 1 4 14 5 2
Gender
  Female 159 80 24 83 183 81
  Male 39 20 5 17 44 19
Race
  Black 88 44 16 55 104 46
  White 110 56 13 45 123 54
Marital status
  Single 76 38 11 38 87 38
  Married 65 33 8 28 73 32
  Separated, divorced, widowed 56 28 6 21 62 27
  Missing 1 1 4 14 5 2
Education
  < High school 24 12 3 10 27 12
  High school 40 20 5 17 45 20
  Some college 66 33 5 17 71 31
  College+ 65 33 11 38 76 33
  Missing 3 2 4 14 7 3
Income
  < $20 000 58 29 7 24 65 29
  $20 000–$49 999 76 38 11 38 87 38
  $50 000–$99 999 34 17 3 10 37 16
  $100 000+ 21 11 2 7 23 10
  Missing 9 5 4 14 13 6
Employment
  Full- or part-time 94 47 8 28 102 45
  Student, homemaker, retired 43 22 6 21 49 22
  Unemployed 24 12 4 14 28 12
  Disabled 36 18 6 21 42 19
  Missing 1 1 4 14 5 2
Insurance
  Public 39 20 8 28 47 21
  Private 153 77 15 52 168 74
  None 3 2 1 3 4 2
  Missing 3 2 4 14 7 3
Current depression
  None 93 47 93 41
  Minor 21 11 21 9
  Major 84 42 84 37

There were no significant (at P < 0.05) demographic differences between study arms.
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Feeling respected was often equated with being given the time par-
ticipants felt they needed with the provider. As one person explained, 
‘You are a patient, not just a number, not just another fifty dollars to 
Dr. [name]. He cares about you, feels like you’re a person’. Another 
person echoed this sentiment when speaking about a different 
provider:

I think it’s the way that she comes in and the way she looks right 
at you when she walks in the door and the way she actually 
knows your name. … You know, you don’t hear her mumbling 
to the nurse outside.

Several individuals described how the qualities and actions of pro-
viders indicated how much respect they have for patients. One per-
son stated, ‘You can tell pretty quickly whether or not they’re gonna 
be able to go there and think about me in a holistic sense and see 
me as a whole person, not whether or not I’m being checked off’. 
Being cognizant of not being ‘too mechanical’, not making patients 
‘feel like a number’ and exhibiting empathy and compassion were 
important qualities of providers.

Specific choices by physicians in terms of how they engaged with 
the patient made a significant difference in the patient’s experience. 
Patients said they felt aligned with their providers if they expressed 
understanding of their experiences and respect for their knowledge. 
Patients said they were then more willing to disclose new issues and 
barriers with their provider as they arose.

Discussion

The data from both arms of this study indicated that providers 
should acknowledge both the presence and nature of any disorders 
and exhibit an ability to listen to and understand the concerns of 

their patients. Although this may seem to be a basic and standard 
procedure, the results above indicate that it may be more the excep-
tion than the rule that providers are cognizant of the concerns and 
empathetic needs of patients. This offers a directive for providers 
regarding how they might best engage with patients dealing with 
mental health challenges.

Conclusions
The combined results regarding the nature of the relationships 
between specific aspects of patient beliefs and patient–provider 
relationships expanded our understanding of the role of patient–
provider relationships beyond the psychotherapeutic and physical 
health context found in the existing literature. Patient beliefs about 
depression treatment had a targeted association with patient–pro-
vider relationships. Patient beliefs in their PC provider’s ability to 
respectfully and caringly recognize their depression and act in their 
best interest with respect to treatment were associated with all stud-
ied aspects of patient–provider relationships.

Current clinical depression affected patient comfort with disclo-
sure but not with bonding or shared decision making with provid-
ers. It is possible that symptoms of depression subdued the effects 
of patient trust in their provider and openness in the patient–pro-
vider relationship due to both positive and negative symptomatol-
ogy. Current depression did not eliminate the relationship between 
patient beliefs related to their provider’s openness. Further, the effect 
of treatment beliefs on provider bond and shared decision making 
was not affected; this suggests current depression has a relatively 
minor adverse effect on patient–provider relationships. As our quali-
tative data indicated, patients may view openness as a strategy to feel 
comfortable in relating their experiences, which may be a precursor 
to patient–provider relationships and shared decision making.

Table 3.  Means, standard deviations and minimum and maximum scores for patient belief and treatment alliance measures for quantita-
tive arm participants (n = 198)

Measure Items Measure range n α M SD Min Max

MBS 12 12–60 198 0.80 38 8 12 53
TBS-God 4 4–20 197 0.92 11 4 4 20
TBS-Depressiona 6 6–30 198 0.53 23 3 12 30
TBS-Provider 4 4–20 198 0.80 17 2 9 20
TBS-Counsellinga 6 6–30 198 0.52 21 3 12 30
ARM-Bond 6 6–30 196 0.83 26 3 14 30
ARM-Confidence 7 7–35 193 0.80 29 4 16 35
ARM-Openness 5 5–25 197 0.76 19 3 8 25
ARM-Initiativea 4 4–20 194 0.42 11 2 4 19
GPPS 10 10–50 197 0.89 39 6 21 50

GPPS, Goldring Patient–Provider Scale.
aSubscales with α < 0.70 were omitted from the analysis because they did not meet minimum criteria for reliability and any results including these scales 

would not be confidently interpreted.

Table 4.  Pearson’s r intercorrelations between patient belief and treatment alliance measures

TBS-God TBS-Provider ARM-Bond ARM-Confidence ARM-Openness GPPS

MBS −0.22 0.06 −0.00 0.10 0.15 0.11
TBS-God −0.09 −0.03 −0.12 −0.03 −0.09
TBS-Provider 0.66 0.75 0.48 0.66
ARM-Bond 0.79 0.52 0.59
ARM-Confidence 0.61 0.66
ARM-Open 0.41

Figures in boldface are significant at P < 0.05. GPPS, Goldring Patient–Provider Scale.
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Comparison with existing literature
Patient treatment beliefs have been associated with patient–provider 
relationships in the literature (3,21). However, this study provided 
needed insight into what specific and potentially modifiable provider 
and patient factors may promote treatment alliance and shared deci-
sion making. Patient factors identified in the quantitative analysis 
included current depression status and belief in their PC provider as 
a trusted facilitator of depression treatment. Provider factors iden-
tified in the qualitative analysis included comfort, caring, empathy 
and respect. Amid conflicting studies (9,22), we found that patient–
provider race and gender concordance did not play a significant role 
in treatment alliance or shared decision making.

Strengths and limitations
To our knowledge, this is the only study that has addressed how patient 
treatment beliefs about depression influence treatment alliance and 
shared decision making in PC. The use of mixed methods allowed us 
to triangulate quantitative data with qualitative experiences. However, 
our cross-sectional analysis of the relationship between patient beliefs 
and treatment alliance limited us to describing associations rather than 
causal relationships. Two subscale measures of patient beliefs were not 
reliable and therefore we could not explore additional patient beliefs. 
The use of more comprehensive and validated measures of patient 
beliefs over time may provide further insight into the relevant relation-
ships between patient beliefs and treatment alliance.

Implications
Our findings suggest that an explicit statement from PC providers 
regarding their depression care philosophy may lay the foundation 

for belief in the provider’s ability to facilitate depression treatment. 
This statement could include the PC provider’s perspective on emo-
tional well-being, awareness of emotional needs, depression symp-
toms, and related treatment planning and care delivery to patients.

Our findings also highlight modifiable factors which influence 
treatment alliance, such as creating a safe environment for patients 
to disclose their depressive symptoms and positively influencing 
depression treatment beliefs. Physicians must be able to create a 
comfortable environment for patients and utilize evidence-based 
skills (e.g. motivational interviewing) that help facilitate discus-
sion of depressive symptoms. One approach to facilitating the 
development of these skills is interprofessional training facilitated 
through a recently formed joint accreditation programme (23,24). 
Interprofessional education allows physicians to share knowledge 
and skills with other professionals, allowing for more exposure 
and a better understanding on multiple discipline’s perspectives, 
and facilitates shared values; this results in strong individual and 
team skills (25). Given the importance of the physician’s qualities 
in facilitating discussion of depressive symptoms with patients 
and the potential that these skills were not part of their original 
medical training, continued education in interprofessional train-
ing may positively influence individual physician approaches 
through increased exposure and skills building in evidence-based 
approaches.
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Table 5.  Summary of multiple ordinary least squares regression analysis predicting treatment alliance subscale from patient beliefs

Model ARM-Bond GPPS ARM-Open

B P B P B P

Models with all treatment beliefs R2 = 0.43
F(3, 191) = 47
P < 0.001

R2 = 0.44
F(3, 191) = 48
P < 0.001

R2 = 0.25
F(3, 192) = 21
P < 0.001

  TBS-Provider 0.90 <0.001 1.49 <0.001 0.65 <0.001
  TBS-God 0.02 0.691 −0.02 0.751 0.05 0.414
  MBS −0.00 0.918 0.03 0.562 0.09 0.025
Models with significant treatment beliefs only R2 = 0.44

F(1, 196) = 152
P < 0.001

R2 = 0.44
F(1, 196) = 153
P < 0.001

R2 = 0.24
F(2, 193) = 31
P < 0.001

  TBS-Provider 0.91 <0.001 1.54 <0.001 0.68 <0.001
  MBS 0.05 0.122
Models with potential moderators and interactions R2 = 0.45

F(7, 196) = 22
P < 0.001

R2 = 0.45
F(7, 196) = 22
P < 0.001

R2 = 0.30
F(7, 197) = 12
P < 0.001

  TBS-Provider 0.92 0.001 1.50 <0.001 0.40 0.072
  Depression 0.35 0.892 −2.56 0.562 −6.84 0.290
  TBS-Provider × depression −0.00 0.990 0.17 0.509 0.44 0.153
  Gender −2.69 0.416 2.45 0.661 −3.04 0.441
  TBS-Provider × gender 0.15 0.434 −0.08 0.797 0.07 0.723
  Race 5.34 0.516 −0.49 0.915 −0.05 0.988
  TBS-Provider × race −0.31 0.536 0.06 0.811 0.02 0.919
Models with significant moderators and interactions R2 = 0.44

F(1, 196) = 152
P < 0.001

R2 = 0.44
F(1, 196) = 153
P < 0.001

R2 = 0.26
F(3, 197) = 22
P < 0.001

  TBS-Provider 0.91 <0.001 1.54 <0.001 0.49 <0.001
  Depression −6.24 0.046
  TBS-Provider × depression 0.41 0.025

Figures in boldface are significant at P < 0.05. B values for depression, gender, race and their related interactions were not interpreted as standard regression 
coefficients for categorical variables. See results narrative for additional explanation. GPPS, Goldring Patient–Provider Scale.
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