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Abstract

This paper presents a comprehensive conceptual model of health care communication involving three key health care partners: patients,
physicians, and significant family members (health significant other, HSOs). A unique feature of this model is its focus on proactive roles
played by elderly patients in information gathering and communication with health care partners regarding both cancer prevention and
cancer care. We outline how proactive initiatives by health care consumers and involvement of their HSOs can enhance patient outcomes
(satisfaction with physician, adherence to preventive and corrective practice recommendations, and quality of life). Finally, we also note
primary antecedents of health care partner communication in terms of both medical care context and patient characteristics. We hope that
this testable causal model will inform future research in the field of health communication.
© 2003 Published by Elsevier Science Ireland Ltd.

Keywords: Elderly; Cancer communication; Proactivity; Health care consumerism

1. Introduction To better understand factors influencing cancer preventian
and care in elderly populations, we propose a comprehen-
In attempting to improve communication between doc- sive and testable model of health communicatibig(1). 45
tors and patients related to cancer prevention and care, there
have been relatively little patient-driven data, particularly
based on elderly patients, to help in developing better com- 2. Overview of the health care partnership model 46
munication guideline$l,2]. Present recommendations are
largely based on expert (physician) opinions about desirable The health care partnership (HCP) model we have devet-
approaches to communicatif14]. We present a model that  oped is focused on understanding the influence of comnus-
aims to address this gap in knowledge. Our discussion goeshication among health care partners on patient outcomessin
beyond the typical focus of the health communication liter- both cancer prevention and cancer care. This model consia-
ature on only dyadic interactions, to consideration of inter- ers not only content and relational aspects of doctor—patient
actions among members of a health care triad of physician,communicatior{10], but also the proactive roles played bys2
patient and health significant other (HSO). patients in information gathering and communicatjaf]. 53
Research has documented that older adults are an unThe role of health significant others in providing advocacy
derserved population in terms of communication regarding and support is also explored. Communication has been iden-
cancer prevention and contrf8]. In terms of prevention, tified as the primary process that can close the gap in powser
doctors are less likely to discuss preventive practices andbetween health care providers and consurfigth Thus, we s7
recommend cancer screening tests to elderly patients tharare particularly interested in ways that proactive commurss
to middle aged individual§6,7]. In terms of cancer care, cation by patients and involvement of HSOs in communicas
physician communication has been found to be largely in- tion can improve patient outcomes. 60
adequate in meeting older patients’ needs, based on both The proposed model stops short of including commus:
insufficient information given to patienfd,8] and informa- nication between non-physician health care providers (ee3.
tion presented in a manner too difficult to understgajd nurses or social workers) and physicians or patients. Nevets-
theless, it strives for greater comprehensiveness than typieal
in empirical research on doctor—patient communication. Ve
* Corresponding author. Tek:1-216-368-2700; fax:-1-216-368-2676.  '€cognize that there are both divergences and overlap in the
E-mail address: exk@po.cwru.edu (E. Kahana). types of variables and causal linkages relevant to commusi-
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Health Care Partner

An n Communication Patterns Patient Outcomes
Ve = ~ ( C. Physician Communication ) F. Satisfaction with
A. Medical Care Context 1. Content of Communication " Ph _I _ Wi
1. Sil:ructural antecedents . Risk assessmant+ 9 § Communicyar:‘;ilan
: .I_"sum"fce c“;.’erage - Preventive practice advice+ (screening/ self exams/ health :
ype of practice 1 behaviors) 2. Care
2. Physician-patient relationship [ - Diagnosis®, prognosis®, & quality of life* information
+ Continuity - Corrective practice advice* 15a 15b
+ Access to care
2. Relational Aspects of Communication
3. Physician characteristics - Decision-sharing orientation
- Demographics: age, race, & - Affective orientation (enthusiasm+/ hopefulness®/ G. Practice Use \
gender supportiveness/respectfulness) 10 : X
\ + Specialty, Board certification / A 1. Preventive
2 53 *+ 5b 7a 7b : Screening tests+
» Lifestyle modifications +
11 + Self-examinations+
/ B. Patient Characteristics ™ D. Patient Proactivity in Communication !
1. General 1. Content of communication 2. Corrective
- Demographics: race, gender, income, | 3 - symptom description + Treatment adherence®
education, age o st 'efgfessi;" :’éGDHCEFIHSu « Lifestyle modifications*
A 5 P e . Relational Aspects of Communication
) He_ellh. comorbidity, cognitive a. Initiative /
impairment

* Information seeking from physician, HSO, & media \\
+ Advice seeking from physician & HSO |
- Orientation to decision-sharing

b. Assertiveness
- Confidence in interacting with physician & HSO

- Psychological: locus of control,
anxiety

2. Cancer-related

- Perceived level of risk for cancer+ 4 . Asserliveness as health care consurer H. Healtp-Relat_ed
+ Health beliefs+* Qu_allly of_Llfe
- Cancer characteristics (type*/ 1. Physical domain
duration™/ 6a + + 6b v 2. Psychological domain
rognosis*/ treatment regimen* —
P9 ¢ > /" E.Health Significant Other (HSO) 3. Soctal dosalks

1 Shaded areas indicate health care partnership focus of (‘:cmmun'cat_wr_‘

this study. 1.cC tof tion:

2 Direct relationships between antecedents and * Risk assessment & preventive practice advice+

out are not depicted, for ease of presentation. - Corrective practice advice®

+ Designates unique components of cancer prevention 2. Relational aspects of municati

model. - Decision-sharing orientation

" : ¥ ; *
* Designates unique components of cancer care model. - Affective orientation (enthusiasmt/hopefulness®/

k supportiveness/respectfulness)

Fig. 1. Health care partnership model of doctor—patient communication with the aged in cancer prevention §h@]care

cation in cancer prevention and in cancer care. Our modelpiction of the mutual influences among health care partness.
affords flexibility in considering relationships salient to each Because we visualize older people as crafting strategiessto
of these two areas of communication. At the same time, it optimize their health that synthesize lay and professional re-
maps how communication may span these two distinct areas.sourceg17], we move from a passive model of health cares
Based on longitudinal studies, researchers can test causalo a participatory, or collaborative, view, which recognizess
sequences proposed in our HCP model of doctor—patientopportunities for active participation and proactive adaptas

communication (including reciprocal causal relationships). tions by patient$18,19] 97
Our HCP model builds on prior conceptual models. Thus,
we incorporate elements from Andersen and Newmgr8k 2.1. Rationale for model components 98

Health Care Utilization model, as we consider the “enabling

factors” of continuity and access to medical care and the Fig. 1outlines the key causal relationships posited in owp
“need factors” represented by cancer risk or comorbidity. model, including reciprocal causal relationships occurringii
We draw on the Health Belief modgl4,15] as we consider ~ communication among health care partners. Shaded baxes
the role of patient beliefs in susceptibility to illness and of in the center section dfig. 1 (boxes C—E) designate cento2
benefits and deterrents of interventions as they influence ad-ral study components representing communication amaog
herence to physician’s recommendations regarding cancerthe three health care partners. The model depicts antecedent
prevention or cancer care. We also apply Query and Kreps’ as well as sequelae of health care provider communicatios.
[16] Relational Health Communication Competence model However, given space limitations and a desire for easei@f
to older patient provider communication. We focus on two presentation, our model does not depict all hypothesized
key dimensions proposed in Query and Kred$] commu- causal linkages and particularly links between antecedents
nication model: content and relationship. Query and Kreps’ and health outcomes, which are not mediated by communs-
[16] model, which posits that the consumer is at the center of cation (e.g. relationships between patient characteristics and
the “communication wheel”, is further developed in our de- health-related quality of life). Moderating relationships anth
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expectations of congruence reflecting interaction terms areopinions about diagnostic or treatment options receive higher
also not depicted in the model. ratings of patient satisfaction with cg@4]. Physician com- 165
The focus of our model is on communication among munication also impacts on preventive practice use (path 165.
health care partners (boxes C-E) and the sequelae of theilPatients are more likely to adhere to instructions and adviee
communication in terms of patient outcomes (boxes F—H). from physicians who give clear and enthusiastic communices
A secondary focus of the model is on antecedents of healthtion, and who show emotional support and cond8m35]. 169
care parther communication, but rationale for these linkagesThe supportiveness and respectfulness of physicians’ cam-
will only be briefly touched upon in this article (boxes Aand munication are also expected to contribute to an improved
B). Our consideration of patient health outcomes is multi- health-related quality of life among patierf&6] (path 8). 172
dimensional, encompassing patient satisfaction, practice uselThe type of advice given is likely to differ depending ofvs
(also referred to as adhereng2)], and health-related qual-  perceived familial or lifestyle-related risk of a given patients
ity of life. for the type of cancer being considergl], and based oni7s
Physician communication is defined by two elements pro- costs and benefits of screening practices recomme3@¢d 176
posed in Query and KrepEL6] communication model: con-
tent and relational aspects of communication. For influenc- 3.1.2. Care 177
ing practice use, the content of communication (i.e. the spe- In the cancer care component of our model, we primars
cific practices recommended by the physician) is most im- ily focus on the patient’s experience with three key conteng
portant[29], with relational aspects of communication, such areas of physician communication: disclosure about canser
as enthusiasm in recommending a screening test, also playdiagnosis and prognosis, and discussions about maintenagice
ing a role[30]. of quality of life and decision sharing about treatments2
Both content and relational aspects of communication aze
expected to influence patient outcomes in cancer care (paths

3. Relationship of health care partnership to patient 8-10). We consider content of communication in terms @
outcomes the amount of information disclosed by the physician arsd
types of corrective practice advice provided about treatment
3.1. Physician communication (component C) and lifestyle modifications. Decision sharing orientation ofs
the physician is reflected in the degree to which the patiest
3.1.1. Prevention and his or her family are involved in decision making abotsb

Efforts at cancer prevention subsume risk assessmenttreatment and general patient care. Additionally, relationed
early detection, and preventive practice advice. Early components of communication are considered in termsi@f
detection may be accomplished by screening practices,affective components of support, respectfulness, and hape-
recommendations for patient self-examination, and early fulness expressed by the physician. 194
symptom reporting. Preventive health behaviors refer to Most patients want to be told about the diagnosis of cans
protective lifestyles, involving risk avoidan§21,22] There cer and the nature of their dised8&]. Most physicians in 196
is consensus about appropriate cancer prevention recomihe US disclose the cancer diagnosis to patients, but there
mendations for many common cancers, particularly breast,are inconsistencies in the amount and type of informatica
colorectal, and skin cancgR3]. Yet, there is insufficient  provided to patients about prognosis, treatment options, asd
“evidence-based” information for making recommendations quality of life [38]. Because patients diagnosed with cancen
to persons in old age groups to permit clear prevention are typically in a crisis situation, the content of physicians1
guidelines for physiciang24]. Nevertheless, studies in- communication is anticipated to be more complex thanzin
dicate [25] that even when the scientific basis for using encounters dealing with preventi{89,40]. Relational com- 203
screening tests for older patients is uncertain, the standardponents of communication, such as support and reassurance
of care in US communities includes administration of tests as well as decision sharing orientation, are expected to aas-
generally recommended by the American Cancer Society. sume particular importandg8]. 206

In making preventive recommendations, physicians must Physician communication affects patients’ satisfactiosy
consider potential costs and benefits of cancer screening, asvith cancer care (path 9). For example, physicians wihe
well as values and preferences of the pati2ét. Thus, com- communicate personal interest, empathy, mutual respeet,
munication between older patients and physicians assumes&nd honesty, and are not overly pessimistic, are more likely
particular importance. Risk assessment and patients’ healthto have satisfied patienfd], and these patients adhere tai1
beliefs, as well as patient initiatives in discussing prefer- treatment regimens and lifestyle modificatiod] (path 212

ences regarding preventive practices, can influence specificl0). 213
preventive recommendations made by the physician and also Communication of information to patients about theirs
patient adherence to recommendati{iti 28] disease and treatment options is important in allowing ps

Physicians’ communications to their patients during med- tients to gain a sense of control and maintain better quatity
ical visits are an important determinant of satisfaction with of life (path 8)[41], and maintain psychological well bez17
care (path 9 irFig. 1) [33]. Physicians who elicit patients’  ing [42]. Because all cancer patients are expected to bes-
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efit from affective support, positive relational communica- their physicians are expected to be more adherent to can-
tion is expected to have a “main effect” on outcomes. In cer screening recommendatioid$] (path 11). A patient’s 274
contrast, patients differ in their preferences for communica- proactivity in communication with his/her HSO is likely t@7s
tion of information, and hence, the latter construct is viewed play a secondary, but still important, facilitative role in conze
in “interaction” terms. Multiple physicians, including sur- tributing to patient satisfaction with care, adherence to prer
geons, procedural specialists, and oncologists, are likely toventive practice recommendations, and a higher quality2af
be involved in cancer diagnosis and care. We anticipate thatlife. 279
the support patients perceive from formal health care part- Seeking information from the media is an important strase
ners (e.g. primary care physician and oncologist) should beegy utilized by proactive patients. The Internet provides
cumulative in its positive effects on outcomes. In testing the ready access to desired information about cancer preventien.
proposed model, studies should ideally incorporate data onin fact, searching for health information or health-relatess
health care partner communications including the key treat- support is among the most frequent reason for older aduitg’

ing physicians. use of the Interndid7]. Even as we acknowledge the valusms
of information available through the media, it should alses
3.2. Patient proactivity in communication be noted that accurate and user-friendly information is net
(component D) available for many important decisions involved in cances
prevention or cancer café8]. 289

3.2.1. Prevention

The HCP model of communication is predicated on the 3.2.2. Care 290
understanding that the more actively patients are involved in  Proactive information-seeking behavior is also a usefed
health communication with their physicians, the better their coping strategy for those living with candd®] and is gener- 292
health outcomes will b§43]. We recognize that content of  ally expected to elicit responsiveness in communication fram
communication of patients may range widely from symptom both physicians and HSOs (paths 5a and 6a). The stressful
description to expressions of concerns about their illness. Inimpact of cancer at times makes it difficult for patients tos
terms of patient proactivity, we focus on two key, relational play proactive roles, so the extent of patient proactivity maog
elements of patient’'s health communication: initiative and change with phases of the illness and of treatments. Ma-
assertiveness. These qualities are reflected in patients seelor areas of investigation concerning physician—patient coms
ing out medical information from multiple sources, includ- munication in cancer care involve information sharing apg
ing HSOs and the medid2]. Additionally, patient proac-  the treatment decision-making process. While most patiefts
tivity in communication involves assertiveness in acting as want to be given full information about their condition, peae1
health care consumers and in seeking to take an active roleple vary in how much they wish to participate in making dee2
in medical decision makinflL1]. While older patients may  cisions about their treatmef&,50]. Even though doctors aresos
be less proactive than their younger counterparts, increas-preferred as a source of information about cancer treatmeuat,
ingly educated cohorts of older adults have been assuminginformation from the media is also widely usggll]. Older 305
more active orientations in their interactions with their doc- adults who have been socialized not to challenge medieal
tors[44]. authority may be more comfortable in seeking answerssto

We anticipate that patients’ proactivity in communicat- their care-related questions from informal sources, suchsas
ing with their physicians and HSOs will affect the com- self-help groups and the Interrf&R]. Information obtained 309
munication they receive as well as their satisfaction, prac- from informal sources may be incorporated into patientsb
tice use, and quality of life. Patients who elicit the ac- discussions with their physician (path 5a). Accordingly, the
tive involvement of their physicians are likely to receive older cancer patient, who is an informed health care patt
encouragement for expressing their screening preferencesier and who shares the decision-making role with his or her
(paths 5a and 5b). We recognize that the medical socio-physician, is becoming a more common rea[bg]. Such 314
logical and health services literature typically places re- informed patients are also likely to demonstrate greater lews

sponsibility on the physician for assessing patients’ prefer- els of adherence to treatment regim@s] (path 11). 316
ences[34]. Nevertheless, there is growing evidence about

the limited initiatives physicians take to solicit patient input 3.3. HSO communication (component E) 317
[45]. Consequently, we present a consumer-focused model

of patient—physician communication suggesting patient em- 3.3.1. Prevention 318

powerment, proactivity, and initiative as critical facilitators Family members and friends serve as powerful influences
of satisfactory doctor—patient communication and impor- on the health behaviors of older adults. They provide infape
tant avenues for enhancing patient-responsive [ddre Pa- mational, affective, and instrumental support, which faci:
tients who actively solicit opinions from their HSOs are ex- itate the pursuit of healthy lifestyles and adherence to the
pected to receive more advice on asking physicians the ap-preventive practice recommendations of physici@ass6] 323
propriate questions (paths 6a and 6b). Furthermore, patientdHSOs may also facilitate proactive consumer roles by pas
who are more assertive and involved in communication with tients, by helping them obtain health information from thees
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media (path 6b). HSOs advocate during medical visits and Demographic, health and psychological characteristicsaf
make consumerist statements in triadic interactions (path 7b)patients are also related to their proactivity in communicas
[43]. The patient may also arrive at the physician’s office tion (path 3). For example, patients’ psychological charaes
armed with questions relevant to screening or other preven-teristics are likely to impact their orientation to informase1
tive services based on suggestions by their HSO. HSOs cartion seeking and decision making. Specifically, older adulis;
also play helpful roles in supporting lifestyle changes that men, individuals with less education, and those of lower 363
can contribute to prevention of cancer (e.g. using protection cioeconomic status prefer to receive less information abenat
in the sun), as well as in secondary prevention activities, preventive care, their conditions, or about chance of cuage
such as self-examination and screening (patf37)) HSOs from their physiciang41,65] Similarly, older adults, men,3se
can also influence health beliefs in the efficacy of preven- individuals with less education, and people with multipbe?
tive practices, by recommending for or against such servicesco-morbidities prefer to let the doctor decide on the best

[25]. preventive screenings or treatment optiftk,65] 389
The personal characteristics of older adults are also likedy
3.3.2. Care to affect their practice use. The health beliefs of patients

When older patients are dealing with cancer diagnosis or about susceptibility to illness and efficacy of screening seree
treatment, the role of the HSO gains further importance as as powerful influences to deter or facilitate patient adherenee
part of a health care communication triad, comprised of the to preventive recommendatiof&7]. 394
elder, their physician, and health significant otf&8]. The
HSO (who may also act as a caregiver) is often an integral
part of visits to the physician during discussions of treat- 5. Antecedentsto HSO communication 395
ment plans (paths 7a and 7[»9], and may facilitate pa-
tient adherence to physician recommendations about treat- More educated older adults and those with higher incomes
ment and lifestyle modification$4] (path 12). HSOs often  tend to be provided with more extensive information by thei
play an important role in influencing patient decision mak- HSOs and are invited to play more proactive and assertive
ing by encouraging or discouraging adjuvant chemotherapy roles in communicating with their physiciaf@8] (path 4). 399
or radiation therapy60]. During medical visits, HSOs may = Among cancer patients, women, less educated pefs8iis 400
act as allies or advocates for the patient (path 7b), and maypatients who are in treatment londé®], and patients with 401
encourage patient proactivity (path 6b). HSOs also typically mental health problemg0] have been shown to be givero2
accompany patients for radiation and chemotherapy treat-more support by HSOs. 403
ments and communicate support, enhancing patients’ qual-
ity of life (path 14). The involvement of an HSO is gen-
erally viewed by patients as facilitative and they often turn 6. Conclusion 404
to HSO's to consult them on treatment decisions (path 6a).

However, at times HSO involvement could also have a neg- The framework we propose here aims to provide a testahke
ative impact, as it may reinforce patients’ feelings of depen- model for describing antecedents, components, and seque-
dency and loss of personal control, and may be perceived adae of communications related to cancer prevention and care
interfering with communication with physiciaf§1]. among aged patients and their formal and informal health
care partners. Itis our hope that the availability of such mads
els will facilitate empirical research to enhance scientifim
4. Antecedents to physician communication and understandings of cancer relevant communication in health
patient proactivity services research. Although our model is focused on eldeuly
patients and their health care partners, we believe that madel

Structural aspects of the medical care context play an im- components are applicable to cancer patients of all ages.
portant role in the content of preventive recommendations Our ultimate hope is that model development, research, ard
of physicians (path 1). For example, out-of-pocket costs dialogue among professionals interested in communicaton
and lack of supplemental insurance coverage constitute ma-about cancer prevention and cancer care will lead to devet-
jor barriers to obtaining preventive cancer screening, suchopment of guidelines for policy and clinical practice whichs
as mammogrami§2]. Structural constraints on physicians’  will further better health and quality of life for patients withiso
time may limit attention delivered to both content and re- cancer. 420
lational aspects of communication in dealing with patients  The focus of this paper has been on previously littlex
diagnosed with cancg63]. emphasized opportunities that patients have in influencieg

Patient characteristics and particularly personal resourcescommunication with their health care providers, and parties
influence physician communication about prevention and ularly, with their physicians. Our interest in highlighting thea4
care (path 2). Minority status, low income, and limited ed- proactive role of the consumer is not based on a disregerd
ucation are thus related to obtaining less extensive commu-for the critical roles of the physician, of other health caues
nication from physician§o4]. providers, and of family and friends in fostering good cornme?



428
429
430
431
432
433
434

435

436

437

438
439
440
a1
442
443
444
445
446
447
448
449
450
451
452
453
454
455
456
457
458
459
460
461
462
463
464
465
466
467
468
469
470
471
472
473
474
475
476
477
478
479
480
481
482
483
484

ARTICLE IN PRESS

6 E. Kahana, B. Kahana/ Patient Education and Counseling 2075 (2003) 1-7

munication. It is clearly seen as desirable for physicians to

elicit their patients concerns and respond to them. We urge
improvements in health care delivery and physician educa-
tion, but believe that patients can enhance health commu-

nication “deficiencies” through proactive initiatives by so-
liciting, demanding, and reinforcing patient responsive care
[11].

Uncited reference

[66].
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