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Abstract9

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.
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1. Introduction20

In attempting to improve communication between doc-21

tors and patients related to cancer prevention and care, there22

have been relatively little patient-driven data, particularly23

based on elderly patients, to help in developing better com-24

munication guidelines[1,2]. Present recommendations are25

largely based on expert (physician) opinions about desirable26

approaches to communication[3,4]. We present a model that27

aims to address this gap in knowledge. Our discussion goes28

beyond the typical focus of the health communication liter-29

ature on only dyadic interactions, to consideration of inter-30

actions among members of a health care triad of physician,31

patient and health significant other (HSO).32

Research has documented that older adults are an un-33

derserved population in terms of communication regarding34

cancer prevention and control[5]. In terms of prevention,35

doctors are less likely to discuss preventive practices and36

recommend cancer screening tests to elderly patients than37

to middle aged individuals[6,7]. In terms of cancer care,38

physician communication has been found to be largely in-39

adequate in meeting older patients’ needs, based on both40

insufficient information given to patients[4,8] and informa-41

tion presented in a manner too difficult to understand[9].42

∗ Corresponding author. Tel.:+1-216-368-2700; fax:+1-216-368-2676.
E-mail address: exk@po.cwru.edu (E. Kahana).

To better understand factors influencing cancer prevention43

and care in elderly populations, we propose a comprehen-44

sive and testable model of health communication (Fig. 1). 45

2. Overview of the health care partnership model 46

The health care partnership (HCP) model we have devel-47

oped is focused on understanding the influence of commu-48

nication among health care partners on patient outcomes in49

both cancer prevention and cancer care. This model consid-50

ers not only content and relational aspects of doctor–patient51

communication[10], but also the proactive roles played by52

patients in information gathering and communication[11]. 53

The role of health significant others in providing advocacy54

and support is also explored. Communication has been iden-55

tified as the primary process that can close the gap in power56

between health care providers and consumers[12]. Thus, we 57

are particularly interested in ways that proactive communi-58

cation by patients and involvement of HSOs in communica-59

tion can improve patient outcomes. 60

The proposed model stops short of including commu-61

nication between non-physician health care providers (e.g.62

nurses or social workers) and physicians or patients. Never-63

theless, it strives for greater comprehensiveness than typical64

in empirical research on doctor–patient communication. We65

recognize that there are both divergences and overlap in the66

types of variables and causal linkages relevant to communi-67

1 0738-3991/03/$ – see front matter © 2003 Published by Elsevier Science Ireland Ltd.
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Fig. 1. Health care partnership model of doctor–patient communication with the aged in cancer prevention and care[1,2].

cation in cancer prevention and in cancer care. Our model68

affords flexibility in considering relationships salient to each69

of these two areas of communication. At the same time, it70

maps how communication may span these two distinct areas.71

Based on longitudinal studies, researchers can test causal72

sequences proposed in our HCP model of doctor–patient73

communication (including reciprocal causal relationships).74

Our HCP model builds on prior conceptual models. Thus,75

we incorporate elements from Andersen and Newman’s[13]76

Health Care Utilization model, as we consider the “enabling77

factors” of continuity and access to medical care and the78

“need factors” represented by cancer risk or comorbidity.79

We draw on the Health Belief model[14,15], as we consider80

the role of patient beliefs in susceptibility to illness and of81

benefits and deterrents of interventions as they influence ad-82

herence to physician’s recommendations regarding cancer83

prevention or cancer care. We also apply Query and Kreps’84

[16] Relational Health Communication Competence model85

to older patient provider communication. We focus on two86

key dimensions proposed in Query and Kreps’[16] commu-87

nication model: content and relationship. Query and Kreps’88

[16] model, which posits that the consumer is at the center of89

the “communication wheel”, is further developed in our de-90

piction of the mutual influences among health care partners.91

Because we visualize older people as crafting strategies to92

optimize their health that synthesize lay and professional re-93

sources[17], we move from a passive model of health care94

to a participatory, or collaborative, view, which recognizes95

opportunities for active participation and proactive adapta-96

tions by patients[18,19]. 97

2.1. Rationale for model components 98

Fig. 1outlines the key causal relationships posited in our99

model, including reciprocal causal relationships occurring in100

communication among health care partners. Shaded boxes101

in the center section ofFig. 1 (boxes C–E) designate cen-102

tral study components representing communication among103

the three health care partners. The model depicts antecedent104

as well as sequelae of health care provider communication.105

However, given space limitations and a desire for ease of106

presentation, our model does not depict all hypothesized107

causal linkages and particularly links between antecedents108

and health outcomes, which are not mediated by communi-109

cation (e.g. relationships between patient characteristics and110

health-related quality of life). Moderating relationships and111
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expectations of congruence reflecting interaction terms are112

also not depicted in the model.113

The focus of our model is on communication among114

health care partners (boxes C–E) and the sequelae of their115

communication in terms of patient outcomes (boxes F–H).116

A secondary focus of the model is on antecedents of health117

care partner communication, but rationale for these linkages118

will only be briefly touched upon in this article (boxes A and119

B). Our consideration of patient health outcomes is multi-120

dimensional, encompassing patient satisfaction, practice use121

(also referred to as adherence)[20], and health-related qual-122

ity of life.123

Physician communication is defined by two elements pro-124

posed in Query and Kreps’[16] communication model: con-125

tent and relational aspects of communication. For influenc-126

ing practice use, the content of communication (i.e. the spe-127

cific practices recommended by the physician) is most im-128

portant[29], with relational aspects of communication, such129

as enthusiasm in recommending a screening test, also play-130

ing a role[30].131

3. Relationship of health care partnership to patient132

outcomes133

3.1. Physician communication (component C)134

3.1.1. Prevention135

Efforts at cancer prevention subsume risk assessment,136

early detection, and preventive practice advice. Early137

detection may be accomplished by screening practices,138

recommendations for patient self-examination, and early139

symptom reporting. Preventive health behaviors refer to140

protective lifestyles, involving risk avoidance[21,22]. There141

is consensus about appropriate cancer prevention recom-142

mendations for many common cancers, particularly breast,143

colorectal, and skin cancer[23]. Yet, there is insufficient144

“evidence-based” information for making recommendations145

to persons in old age groups to permit clear prevention146

guidelines for physicians[24]. Nevertheless, studies in-147

dicate [25] that even when the scientific basis for using148

screening tests for older patients is uncertain, the standard149

of care in US communities includes administration of tests150

generally recommended by the American Cancer Society.151

In making preventive recommendations, physicians must152

consider potential costs and benefits of cancer screening, as153

well as values and preferences of the patient[26]. Thus, com-154

munication between older patients and physicians assumes155

particular importance. Risk assessment and patients’ health156

beliefs, as well as patient initiatives in discussing prefer-157

ences regarding preventive practices, can influence specific158

preventive recommendations made by the physician and also159

patient adherence to recommendations[27,28].160

Physicians’ communications to their patients during med-161

ical visits are an important determinant of satisfaction with162

care (path 9 inFig. 1) [33]. Physicians who elicit patients’163

opinions about diagnostic or treatment options receive higher164

ratings of patient satisfaction with care[34]. Physician com- 165

munication also impacts on preventive practice use (path 10).166

Patients are more likely to adhere to instructions and advice167

from physicians who give clear and enthusiastic communica-168

tion, and who show emotional support and concern[34,35]. 169

The supportiveness and respectfulness of physicians’ com-170

munication are also expected to contribute to an improved171

health-related quality of life among patients[36] (path 8). 172

The type of advice given is likely to differ depending on173

perceived familial or lifestyle-related risk of a given patient174

for the type of cancer being considered[31], and based on175

costs and benefits of screening practices recommended[32]. 176

3.1.2. Care 177

In the cancer care component of our model, we primar-178

ily focus on the patient’s experience with three key content179

areas of physician communication: disclosure about cancer180

diagnosis and prognosis, and discussions about maintenance181

of quality of life and decision sharing about treatments.182

Both content and relational aspects of communication are183

expected to influence patient outcomes in cancer care (paths184

8–10). We consider content of communication in terms of185

the amount of information disclosed by the physician and186

types of corrective practice advice provided about treatment187

and lifestyle modifications. Decision sharing orientation of188

the physician is reflected in the degree to which the patient189

and his or her family are involved in decision making about190

treatment and general patient care. Additionally, relational191

components of communication are considered in terms of192

affective components of support, respectfulness, and hope-193

fulness expressed by the physician. 194

Most patients want to be told about the diagnosis of can-195

cer and the nature of their disease[37]. Most physicians in 196

the US disclose the cancer diagnosis to patients, but there197

are inconsistencies in the amount and type of information198

provided to patients about prognosis, treatment options, and199

quality of life [38]. Because patients diagnosed with cancer200

are typically in a crisis situation, the content of physicians’201

communication is anticipated to be more complex than in202

encounters dealing with prevention[39,40]. Relational com- 203

ponents of communication, such as support and reassurance204

as well as decision sharing orientation, are expected to as-205

sume particular importance[38]. 206

Physician communication affects patients’ satisfaction207

with cancer care (path 9). For example, physicians who208

communicate personal interest, empathy, mutual respect,209

and honesty, and are not overly pessimistic, are more likely210

to have satisfied patients[4], and these patients adhere to211

treatment regimens and lifestyle modifications[41] (path 212

10). 213

Communication of information to patients about their214

disease and treatment options is important in allowing pa-215

tients to gain a sense of control and maintain better quality216

of life (path 8) [41], and maintain psychological well be-217

ing [42]. Because all cancer patients are expected to ben-218
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efit from affective support, positive relational communica-219

tion is expected to have a “main effect” on outcomes. In220

contrast, patients differ in their preferences for communica-221

tion of information, and hence, the latter construct is viewed222

in “interaction” terms. Multiple physicians, including sur-223

geons, procedural specialists, and oncologists, are likely to224

be involved in cancer diagnosis and care. We anticipate that225

the support patients perceive from formal health care part-226

ners (e.g. primary care physician and oncologist) should be227

cumulative in its positive effects on outcomes. In testing the228

proposed model, studies should ideally incorporate data on229

health care partner communications including the key treat-230

ing physicians.231

3.2. Patient proactivity in communication232

(component D)233

3.2.1. Prevention234

The HCP model of communication is predicated on the235

understanding that the more actively patients are involved in236

health communication with their physicians, the better their237

health outcomes will be[43]. We recognize that content of238

communication of patients may range widely from symptom239

description to expressions of concerns about their illness. In240

terms of patient proactivity, we focus on two key, relational241

elements of patient’s health communication: initiative and242

assertiveness. These qualities are reflected in patients seek-243

ing out medical information from multiple sources, includ-244

ing HSOs and the media[12]. Additionally, patient proac-245

tivity in communication involves assertiveness in acting as246

health care consumers and in seeking to take an active role247

in medical decision making[11]. While older patients may248

be less proactive than their younger counterparts, increas-249

ingly educated cohorts of older adults have been assuming250

more active orientations in their interactions with their doc-251

tors [44].252

We anticipate that patients’ proactivity in communicat-253

ing with their physicians and HSOs will affect the com-254

munication they receive as well as their satisfaction, prac-255

tice use, and quality of life. Patients who elicit the ac-256

tive involvement of their physicians are likely to receive257

encouragement for expressing their screening preferences258

(paths 5a and 5b). We recognize that the medical socio-259

logical and health services literature typically places re-260

sponsibility on the physician for assessing patients’ prefer-261

ences[34]. Nevertheless, there is growing evidence about262

the limited initiatives physicians take to solicit patient input263

[45]. Consequently, we present a consumer-focused model264

of patient–physician communication suggesting patient em-265

powerment, proactivity, and initiative as critical facilitators266

of satisfactory doctor–patient communication and impor-267

tant avenues for enhancing patient-responsive care[11]. Pa-268

tients who actively solicit opinions from their HSOs are ex-269

pected to receive more advice on asking physicians the ap-270

propriate questions (paths 6a and 6b). Furthermore, patients271

who are more assertive and involved in communication with272

their physicians are expected to be more adherent to can-273

cer screening recommendations[46] (path 11). A patient’s 274

proactivity in communication with his/her HSO is likely to275

play a secondary, but still important, facilitative role in con-276

tributing to patient satisfaction with care, adherence to pre-277

ventive practice recommendations, and a higher quality of278

life. 279

Seeking information from the media is an important strat-280

egy utilized by proactive patients. The Internet provides281

ready access to desired information about cancer prevention.282

In fact, searching for health information or health-related283

support is among the most frequent reason for older adults’284

use of the Internet[47]. Even as we acknowledge the value285

of information available through the media, it should also286

be noted that accurate and user-friendly information is not287

available for many important decisions involved in cancer288

prevention or cancer care[48]. 289

3.2.2. Care 290

Proactive information-seeking behavior is also a useful291

coping strategy for those living with cancer[49] and is gener- 292

ally expected to elicit responsiveness in communication from293

both physicians and HSOs (paths 5a and 6a). The stressful294

impact of cancer at times makes it difficult for patients to295

play proactive roles, so the extent of patient proactivity may296

change with phases of the illness and of treatments. Ma-297

jor areas of investigation concerning physician–patient com-298

munication in cancer care involve information sharing and299

the treatment decision-making process. While most patients300

want to be given full information about their condition, peo-301

ple vary in how much they wish to participate in making de-302

cisions about their treatment[8,50]. Even though doctors are303

preferred as a source of information about cancer treatment,304

information from the media is also widely used[51]. Older 305

adults who have been socialized not to challenge medical306

authority may be more comfortable in seeking answers to307

their care-related questions from informal sources, such as308

self-help groups and the Internet[52]. Information obtained 309

from informal sources may be incorporated into patients’310

discussions with their physician (path 5a). Accordingly, the311

older cancer patient, who is an informed health care part-312

ner and who shares the decision-making role with his or her313

physician, is becoming a more common reality[53]. Such 314

informed patients are also likely to demonstrate greater lev-315

els of adherence to treatment regimens[54] (path 11). 316

3.3. HSO communication (component E) 317

3.3.1. Prevention 318

Family members and friends serve as powerful influences319

on the health behaviors of older adults. They provide infor-320

mational, affective, and instrumental support, which facil-321

itate the pursuit of healthy lifestyles and adherence to the322

preventive practice recommendations of physicians[55,56]. 323

HSOs may also facilitate proactive consumer roles by pa-324

tients, by helping them obtain health information from the325
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media (path 6b). HSOs advocate during medical visits and326

make consumerist statements in triadic interactions (path 7b)327

[43]. The patient may also arrive at the physician’s office328

armed with questions relevant to screening or other preven-329

tive services based on suggestions by their HSO. HSOs can330

also play helpful roles in supporting lifestyle changes that331

can contribute to prevention of cancer (e.g. using protection332

in the sun), as well as in secondary prevention activities,333

such as self-examination and screening (path 12)[57]. HSOs334

can also influence health beliefs in the efficacy of preven-335

tive practices, by recommending for or against such services336

[25].337

3.3.2. Care338

When older patients are dealing with cancer diagnosis or339

treatment, the role of the HSO gains further importance as340

part of a health care communication triad, comprised of the341

elder, their physician, and health significant other[58]. The342

HSO (who may also act as a caregiver) is often an integral343

part of visits to the physician during discussions of treat-344

ment plans (paths 7a and 7b)[59], and may facilitate pa-345

tient adherence to physician recommendations about treat-346

ment and lifestyle modifications[54] (path 12). HSOs often347

play an important role in influencing patient decision mak-348

ing by encouraging or discouraging adjuvant chemotherapy349

or radiation therapy[60]. During medical visits, HSOs may350

act as allies or advocates for the patient (path 7b), and may351

encourage patient proactivity (path 6b). HSOs also typically352

accompany patients for radiation and chemotherapy treat-353

ments and communicate support, enhancing patients’ qual-354

ity of life (path 14). The involvement of an HSO is gen-355

erally viewed by patients as facilitative and they often turn356

to HSO’s to consult them on treatment decisions (path 6a).357

However, at times HSO involvement could also have a neg-358

ative impact, as it may reinforce patients’ feelings of depen-359

dency and loss of personal control, and may be perceived as360

interfering with communication with physicians[61].361

4. Antecedents to physician communication and362

patient proactivity363

Structural aspects of the medical care context play an im-364

portant role in the content of preventive recommendations365

of physicians (path 1). For example, out-of-pocket costs366

and lack of supplemental insurance coverage constitute ma-367

jor barriers to obtaining preventive cancer screening, such368

as mammograms[62]. Structural constraints on physicians’369

time may limit attention delivered to both content and re-370

lational aspects of communication in dealing with patients371

diagnosed with cancer[63].372

Patient characteristics and particularly personal resources373

influence physician communication about prevention and374

care (path 2). Minority status, low income, and limited ed-375

ucation are thus related to obtaining less extensive commu-376

nication from physicians[64].377

Demographic, health and psychological characteristics of378

patients are also related to their proactivity in communica-379

tion (path 3). For example, patients’ psychological charac-380

teristics are likely to impact their orientation to informa-381

tion seeking and decision making. Specifically, older adults,382

men, individuals with less education, and those of lower so-383

cioeconomic status prefer to receive less information about384

preventive care, their conditions, or about chance of cure385

from their physicians[41,65]. Similarly, older adults, men,386

individuals with less education, and people with multiple387

co-morbidities prefer to let the doctor decide on the best388

preventive screenings or treatment options[41,65]. 389

The personal characteristics of older adults are also likely390

to affect their practice use. The health beliefs of patients391

about susceptibility to illness and efficacy of screening serve392

as powerful influences to deter or facilitate patient adherence393

to preventive recommendations[67]. 394

5. Antecedents to HSO communication 395

More educated older adults and those with higher incomes396

tend to be provided with more extensive information by their397

HSOs and are invited to play more proactive and assertive398

roles in communicating with their physicians[68] (path 4). 399

Among cancer patients, women, less educated persons[68], 400

patients who are in treatment longer[69], and patients with 401

mental health problems[70] have been shown to be given402

more support by HSOs. 403

6. Conclusion 404

The framework we propose here aims to provide a testable405

model for describing antecedents, components, and seque-406

lae of communications related to cancer prevention and care407

among aged patients and their formal and informal health408

care partners. It is our hope that the availability of such mod-409

els will facilitate empirical research to enhance scientific410

understandings of cancer relevant communication in health411

services research. Although our model is focused on elderly412

patients and their health care partners, we believe that model413

components are applicable to cancer patients of all ages.414

Our ultimate hope is that model development, research, and415

dialogue among professionals interested in communication416

about cancer prevention and cancer care will lead to devel-417

opment of guidelines for policy and clinical practice which418

will further better health and quality of life for patients with419

cancer. 420

The focus of this paper has been on previously little-421

emphasized opportunities that patients have in influencing422

communication with their health care providers, and partic-423

ularly, with their physicians. Our interest in highlighting the424

proactive role of the consumer is not based on a disregard425

for the critical roles of the physician, of other health care426

providers, and of family and friends in fostering good com-427
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munication. It is clearly seen as desirable for physicians to428

elicit their patients concerns and respond to them. We urge429

improvements in health care delivery and physician educa-430

tion, but believe that patients can enhance health commu-431

nication “deficiencies” through proactive initiatives by so-432

liciting, demanding, and reinforcing patient responsive care433

[11].434
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