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Objective: Although prior research indicates that features of clinician–patient communication can
predict health outcomes weeks and months after the consultation, the mechanisms accounting for these
ﬁndings are poorly understood. While talk itself can be therapeutic (e.g., lessening the patient’s anxiety,
providing comfort), more often clinician–patient communication inﬂuences health outcomes via a more
indirect route. Proximal outcomes of the interaction include patient understanding, trust, and clinician–
patient agreement. These affect intermediate outcomes (e.g., increased adherence, better self-care skills)
which, in turn, affect health and well-being. Seven pathways through which communication can lead to
better health include increased access to care, greater patient knowledge and shared understanding,
higher quality medical decisions, enhanced therapeutic alliances, increased social support, patient
agency and empowerment, and better management of emotions.
Conclusion: Future research should hypothesize pathways connecting communication to health
outcomes and select measures speciﬁc to that pathway.
Practice implications: Clinicians and patients should maximize the therapeutic effects of communication
by explicitly orienting communication to achieve intermediate outcomes (e.g., trust, mutual understanding, adherence, social support, self-efﬁcacy) associated with improved health.
ß 2008 Elsevier Ireland Ltd All rights reserved.
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1. Introduction
Oneof the mostinteresting, butleastunderstood ﬁndings in health
communication is provided by studies that have established an
association between clinician–patient communication and patient
health outcomes [1–6]. Yet, researchers seldom try to test hypotheses
explaining how communication might impact patient health.
The purpose of this article is three-fold. First, we offer a brief
critique of current approaches to the study of communication and
health outcomes. Second, we identify speciﬁc pathways through
which communication can lead to better health. Finally, we
propose a research agenda to discover mechanisms that can
explain and inﬂuence ways in which communication affects
health. Relevant health outcomes include disease markers (e.g.,

* Corresponding author at: Department of Communication, Texas A&M
University, College Station, TX 77843-4234, United States.
Tel.: +1 979 845 0209; fax: +1 979 845 6594.
E-mail address: r-street@tamu.edu (R.L. Street Jr.).
0738-3991/$ – see front matter ß 2008 Elsevier Ireland Ltd All rights reserved.
doi:10.1016/j.pec.2008.11.015

blood pressure, tumor markers), survival, and quality of life (e.g.,
functioning and well-being in physical, psychological and social
domains).
2. Clinician–patient communication and outcomes: the state of
the science
Research linking communication to improved health outcomes
typically falls into two categories. First, a number of RCTs have
examined the effects of interventions designed to alter clinician
and patient communication and decision-making in medical
encounters [7,8]. In a review of these studies, Grifﬁn et al. [8]
demonstrated that communication interventions generally promoted physician and/or patient communication behaviors thought
to be desirable and effective (e.g., patients asking more questions;
physicians using more patient-centered communication), but less
than half (44%) of the studies were associated with improved
outcomes. Moreover, similar interventions had different effects
across studies, likely because the outcomes were measured
differently and were associated with small sample sizes.
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The second group consists of cross-sectional, descriptive
studies that have reported correlations between physician and
patient communication behaviors and different health outcomes.
For example, various features of patient-centered communication
– physicians’ clear explanations, physician compassion, active
patient participation, and patient involvement in decision-making
– have correlated with lower blood pressure [9], less patient
anxiety [10], less organ damage among patients with systemic
lupus erythematosus [11], and higher quality of life among breast
cancer patients [12]. However, other studies have found null to
mixed results regarding relationships between communication
and health outcomes [12–14].
The inconsistency of these ﬁndings from both RCT and crosssectional studies is likely due to a number of factors. First, research
to date has failed to explicate processes and fundamental
pathways linking communication to outcomes. As most of the
research is correlational, causal explanation can only be inferred.
For example, in one of our own early studies [15], patients with
diabetes had poorer metabolic control after consultations with
nurses who used more controlling communication (e.g., interruptions, directives, disagreement). One might infer that the nurses’
dominance prevented patient involvement in decision-making
which in turn led to less adherence and understanding of the
treatment regimen. However, an alternative explanation may be
that nurses were more controlling with less cooperative and
adherent patients (i.e., patients at higher risk of poor control). Thus,
it is not clear which came ﬁrst, patient lack of follow-through or
nurse’s controlling behavior, or whether this represented a cycle of
escalating dysfunctional communication.
Second, it remains unclear what elements of communication
are associated with speciﬁc outcomes. Several researchers have
identiﬁed key functions of patient-centered communication
including information exchange, managing uncertainty, enabling
patient self-management, responding to emotions, fostering the
clinician–patient relationship, and making decisions [3,16,17].
However, the manner in which a particular communication
function might or might not lead to improved health remains
untested. For example, in a RCT of a clinician communication
intervention to promote physician active listening and negotiation
skills with their patients with diabetes, patients in the intervention
group reported greater satisfaction with communication and
greater well-being. However there was no effect on metabolic
control, and these patients tended to gain more weight than the
control group [18]. In short, the intervention led to patients having
better feelings about their health, but no improvement in clinical
markers of disease and poorer management of risk factors. Thus, a
general statement that better outcomes are associated with better
communication would be uninformative because it fails to specify
which elements of communication are associated with which
health outcomes.
Third, researchers rarely address, if even acknowledge, the need
to situate clinician–patient communication within the broader
context of physiological, personal, and social determinants of
health. Once the patient leaves the consultation any number of
factors may affect subsequent health. The communication that led
to a decision to undergo chemotherapy would be associated with a
positive health outcome if the patient had transportation to receive
the treatment, could afford the treatment, was able to tolerate the
treatment, and the treatment was effective in curing the cancer.
Yet, that same communication might not lead to a good outcome if
the patient terminated treatment because of side effects, had
unreliable transportation, substituted questionable herbal remedies for chemotherapy, or the cancer did not respond to treatment.
Research to date has not adequately examined how the relationship between communication and health may be mediated
through the effects of communication on behavior change,

adherence, and self-efﬁcacy or how communication might
moderate the relationship of well known social determinants of
health, the nature of which will depend on the clinical context.
Fourth, measurement matters. At the most basic level, different
operational and conceptual deﬁnitions of the variables to be
measured are problematic. For instance, two recent reviews
revealed that there is no shared deﬁnition of shared decisionmaking [19,20]. Further, different methods of measuring communication (e.g., self-report vs. observer coding) may generate very
different assessment of the behavior [21]. For example, even
though an observer coding system indicated that the clinician
provided treatment information, it may not have been understood
by the patient, or perceived as having been informative [22].
Similarly, patient reports of involvement in decision-making may
not correspond with observers’ judgments about whether participation had occurred [23].
Explaining how and why communication contributes to health
outcomes requires a deeper understanding of how speciﬁc, welldeﬁned aspects of communication are linked to speciﬁc outcomes,
as well as an understanding of how contextual factors – within the
clinical setting as well as family and social factors extrinsic to the
clinical setting – moderate or mediate the effects of communication on health. This requires that investigators move beyond
descriptive conceptual frameworks to formulate theoretical
explanations linking communication to health. Moreover,
researchers must also recognize and try to account for the fact
that outcomes, especially those related to cancer and chronic
disease, are likely less inﬂuenced by a single clinician–patient
encounter, and more by the cumulative effect of the patient’s
communication over time with their physicians, others on the
health care team, families, and friends.
3. Linking communication to improved health
3.1. What improves physical health?
Physical health status includes pain and other symptoms,
disease markers (e.g., hemoglobin A1C, blood pressure, weight,
prostate-speciﬁc antigen), functional capacity (e.g., ability to
walk) and subjective self-ratings of health. There are essentially
four types of therapeutic regimens that lead to improved physical
health—chemical (e.g., medication), mechanical (e.g., surgery),
behavioral (e.g., smoking cessation, diet) and psychological (e.g.,
placebo effects, cognitive therapy). For example, a patient could
experience improved physical health because he or she received
medication that controlled the disease, received necessary
surgical intervention (e.g., a stent), adopted healthier exercise
routines, or believed that the treatment was effective [24,25].
Thus, communication could lead to better physical health if
conversation between clinician and patient helped to identify the
correct diagnosis and appropriate treatment plan, led to following
through with treatment or self-care, and/or affected patients’
health beliefs.
3.2. What improves psychosocial aspects of health?
Psychosocial health is a function of the degree to which an
individual has more positive beliefs and feelings, harbors fewer
negative beliefs and feelings (e.g., worry, anger, anxiety, fear,
despair), and has a well-functioning social network. Psychological
well-being, vitality, self-efﬁcacy, and social functioning [26] are
typically measured by patient (sometimes family) self-report.
Positive psychosocial outcomes can be the direct result of
communicative encounters (including those with clinicians) from
which patients feel known, validated, hope, worthy, reassured, and
comforted [27,28] and indirectly through diagnosis and treatment
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Fig. 1. Direct and indirect pathways from communication to health outcomes.

of mental disorders (e.g., depression) and reinforcing social
support.
4. Communication pathways to improved health outcomes
To understand why communication may lead to better or worse
health outcomes, researchers must identify the pathway through
which communication inﬂuences health and well-being. As shown
in Fig. 1, the pathways through which clinician–patient/family
communication can inﬂuence health outcomes may be direct. For
example, talk can be therapeutic in that a physician who validates
the patient’s perspective or expresses empathy may help a patient
experience improved psychological well-being—fewer negative
emotions (e.g., fear, anxiety) and more positive ones (e.g., hope,
optimism, and self-worth) [10,29,30]. Talk may affect physical
symptoms as well. In one study, for example, empathic communication lowered physiological arousal and pain in patients with
irritable bowel symptoms [31]. Finally, nonverbal behaviors, such
as touch or tone of voice, may directly enhance well-being by
lessening anxiety or providing comfort [32–34].
However, in most cases, communication affects health through a
more indirect or mediated route through proximal outcomes of the
interaction (e.g., satisfaction with care, motivation to adhere, trust in
the clinician and system, self-efﬁcacy in self-care, clinician–patient
agreement, and shared understanding) that could then affect health
or that could contribute to the intermediate outcomes (e.g.,
adherence, self-management skills, social support) that lead to
better health (see Fig. 1) [1,3]. For example, a clinician’s clear
explanations and expressions of support could lead to greater
patient trust and understanding of treatment options (proximal
outcomes). This in turn may facilitate patient follow-through with
recommended therapy (an intermediate outcome), which in turn
improves a particular health outcome (e.g., disease control,
emotional well-being). Or, patient participation in the consultation
could help the physician better understand the patient’s needs and
preferences as well as discover possible misconceptions the patient
might have about treatment options. The physician can then
communicate risk information in a way the patient understands
which in turn could lead to a mutually agreed upon, higher quality
decision that best matches the patient’s circumstances.
In a recent National Cancer Institute monograph [3], we proposed
that clinician–patient communication can contribute to improved

health through at least seven ‘pathways’—access to needed care,
increased patient knowledge and shared understanding, enhancing
therapeutic alliances (among clinicians, patient, and family),
enhancing emotional self-management, activating social support
and advocacy resources, increasing the quality of medical decisions
(e.g., informed, clinically sound, concordant with patient values, and
mutually endorsed), and enabling patient agency (self-efﬁcacy and
empowerment). Although these pathways were explored with
respect to cancer care, they are certainly applicable to other health
conditions as well.
4.1. Access to care
In the USA, access to care is poor for many patients, particularly
for poorer, less health literate, and uninsured patients [35]. While
barriers to care often are economic, they also involve other factors.
For example, many patients may not be aware that a problem
requires medical attention. Many more may need assistance
navigating a complex health system. Clinicians can contribute to
improved access to care by not only communicating the need for a
test or treatment, but also providing information about where to
get speciﬁc health services, facilitating collaboration among health
professionals, and advocating on behalf of the patient for needed
clinical and community services [35–37]. Patients, in turn, may
need coaching to disclose barriers to access (e.g., lack of
transportation, family resistance) and engage with clinicians in
suggesting potential solutions.
4.2. Patient knowledge and shared understanding
Patients must have an understanding of illness, risks, and
beneﬁts of various treatment options in order to make informed
decisions about medical care [38]. Clinicians also need to understand a patient’s values, preferences, and beliefs about health.
However, achieving a shared understanding can be difﬁcult
because clinicians and patients often understand health and
illness through different lenses [39,40]. Clinical evidence is
typically in the form of probabilities applicable to populations,
not individual patients [41]. Patients’ understandings are idiosyncratic and based on the combination of personal experiences,
interpretation of scientiﬁc evidence (e.g., acquired through the
mass media or internet), and ‘common sense’ understandings of
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health and illness [42] (e.g., hypertension medicines are taken
when feeling tense [43]; surgery can spread cancer [44]). Similarly,
clinicians’ ‘truths’ are a mixture of personal experience, unexamined heuristics, and clinical evidence.
Both clinicians and patients need the skill to present their own
frame-of-reference, and see the others’ point of view, as well as the
ability to explore their own health beliefs, understand relevant
clinical evidence, and articulate their values and preferences [45].
When successful, effective management of information can
increase satisfaction [46], facilitate participation in the consultation [47], increase the patient’s ability to cope with illness [48],
promote greater trust in their clinicians [49], all of which could
increase the patient’s commitment to treatment [50].
4.3. Enhancing the therapeutic alliance
The therapeutic alliance includes the interrelationships among
the patient and multiple health care professionals, friends, family
members, and caregivers [51,52]. Indicators of a strong therapeutic
alliance include mutual trust among all parties, coordinated and
continuous health care, and the patient’s perception of feeling
respected and cared for [3]. These alliances are ‘therapeutic’
because the quality of these relationships can affect health
outcomes in two respects. First, a patient’s perception that he or
she has good care, will not be abandoned, and is understood can
promote emotional well-being [53–55], especially when facing
serious and life-threatening illness [56]. Second, a patient’s trust in
his or her clinicians and the health care system can have an indirect
effect through better continuity of care, patient satisfaction with
decisions, and patient commitment to treatment plans [57–60].
The clinician–patient alliance is enhanced when clinicians are
optimally informative and show empathy with the patient’s
circumstances, when patients have an opportunity to express their
concerns, and when the patient receives consistent messages and
coordinated care from the clinical team [3].
4.4. Enhancing patients’ ability to manage emotions
A patient’s concerns about health may elicit a number of negative
emotions (anger, sadness, fear, worry) that can threaten emotional
well-being and even physical health [61,62]. Clinicians can help
patients manage these emotions in ways that directly or indirectly
attenuate or alleviate suffering. First, providing clear and thorough
explanations about health and treatment options can help patients
gain a greater sense of control, be more hopeful, and manage
uncertainty [30]. Second, eliciting, exploring, and validating
patients’ emotions can reduce patient anxiety and depression
[10,63–65]. Third, communication that enhances the patient’s sense
of worth, conﬁdence, and hope may confer meaning, motivation, and
energy needed to pursue work or leisure activities, and allow the
patient to enjoy greater quality of life despite the disease [66].
Success in helping patients manage negative emotions is often
difﬁcult because clinicians are not particularly good judges of the
emotions patients are experiencing [61,62,67,68], patients often try
to hide or mask their distress, and some patients think the discussion
of negative feelings fall outside the boundaries of clinician–patient
relationships [69–71]. Clinicians can facilitate the patient’s ability to
manage emotions by presenting diagnostic and treatment information clearly and honestly [72], by showing interest in the patient’s
life [73], by attentive listening, and by validating patient’s
expressions of feelings [65,74].
4.5. Improving family and social support
Social support consists of patient’s access to emotional, ﬁscal,
and tangible resources within their social network [75]. Social

support can affect physical health and quality of life in several
ways. First, the perception of having social support may directly
affect physiological processes such as lowering arousal and
reversing the effects of overactivation of hypothalamic-pituitary
axis and psychologically induced immunomodulation [76,77].
Social support can enhance a patient’s emotional well-being by
providing a sense of connectedness with others and opportunities
to discuss difﬁcult situations [78]. Social support networks can also
provide instrumental help (e.g., transportation), ﬁnancial
resources, encouragement, and advocacy in gaining access to
needed health services [79,80].
Although social support typically is treated as a resource
external to clinical settings, clinician–patient communication can
contribute to social support in several ways. First, the clinician’s
communication itself is a form of support that can offer
encouragement, praise, reassurance, advice, and advocacy [3].
Second, clinicians can talk with patients about ways to strengthen
existing social networks to provide tangible help, emotional
support; they can also suggest new sources of support such as
online support networks [81]. Finally, clinicians could potentially
counter, or at least help address the effects of ‘negative’ social
support (e.g., peer pressure to engage in unhealthy behaviors;
well-intentioned nagging) [82].
4.6. Enhancing patient empowerment and agency
Clinician–patient communication also can improve health by
empowering patients to be active, capable agents in managing
their health. Patient ‘agency’ requires skills across the spectrum of
participation in care, ranging from active participation in medical
encounters and decision-making to self-care skills for managing
everyday health-related activities [83]. Patient involvement can
lead to higher quality decisions that are better suited to the
patient’s unique needs and circumstances. Clinicians can facilitate
patient involvement in the decision-making process by helping
patients actively seek information, clarify treatment goals [84,85],
and express concerns and feelings [86]. Topics discussed during the
clinician–patient conversation could focus on autonomy, selfefﬁcacy, speciﬁc skills in managing one’s health, and where to get
access to self-care resources (e.g., websites, community groups)
that in turn lead to greater ability and motivation to solve healthrelated problems, cope with complications, and follow-through
with treatment [87–90]. The importance of enhanced patient
agency has been demonstrated in several studies. For example,
cancer patients’ sense of control over disease has been linked to
emotional well-being and coping during survivorship [12,91]. In
diabetes, more effective self-management has led to better
metabolic control and improved functioning [92].
4.7. Higher quality decisions
Patients will more likely experience better health when they
and clinicians reach decisions that are based on the best clinical
evidence, are consistent with patient values, are mutually agreed
upon, and are feasible to implement [3,93,94]. Charles et al. [47]
propose that medical decision-making proceeds through three
stages—information exchange, deliberation, and making the
decision. Information exchange consists of sharing clinician and
patient perspectives, such as the clinical evidence pertinent to the
patient’s condition and the patient’s expression of beliefs, values,
preferences and expectations. Deliberation involves discussion
focused on ﬁnding common ground, reconciling differences of
opinion and beliefs, addressing uncertainty, and achieving a shared
understanding of the patient’s health status and the risks and
beneﬁts of different treatment options. The ﬁnal stage is making
the decision. Although Charles et al. contend that these three
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stages are distinctively different with respect to paternalistic,
informed, and shared decision-making styles, we [3] argue that
there can be considerable ﬂexibility as one proceeds through these
stages. For example, some patients may be actively involved in
information exchange and deliberating, but choose to defer the
decision to the clinician; other patients may be relatively passive
by listening to the clinician’s information and opinions, but choose
to make the decision themselves.
Clinician and patient efforts to achieve high quality decisions
often face challenges. First, many decisions are complicated by the
lack of clinical evidence or evidence that is ambiguous or
inconsistent [45]. For example, different experts may give
conﬂicting recommendations (e.g., surgeons favor surgery for
prostate cancer, while radiation oncologists favor radiation
therapy), and patients may be forced to choose among different
sources of authority. Second, many patients have difﬁculty in
understanding clinical information, and clinicians may struggle to
place that information in the context of the patient’s unique health
situation. Finally, clinicians and patients often understand risk
differently. Clinicians typically approach risk analytically by
focusing on epidemiological evidence, while patients may perceive
risk based on personal experience and associational meanings [95].
Lack of shared understanding of risks and beneﬁts associated with
different treatments and how the treatment options ﬁt within the
patient’s values and life circumstances may lead to medical errors,
treatment plans that are not feasible, and lower patient commitment to treatment [96].
Thus, the decision quality pathway to better health requires
clinical encounters where patients (and families) and clinicians
present and understand one another’s perspectives, ﬁnd common
ground, reconcile differences, achieve consensus on treatment and,
when differences cannot be reconciled, negotiate a mutually
acceptable plan.

concerns about side effects, and being actively involved in the
decision-making. Other communication responses of importance
for both interactants might be periodic checks for understanding,
negotiating a speciﬁc treatment plan, and explicit statements of
agreement on the plan.

5. Directions for future research

5.3. End-of-life care

Future research on the relationship between communication
and outcomes should strive to identify the particular pathways
through which the events of the consultation can affect subsequent
health and well-being. In fact, researchers might be advised to
identify the outcome of interest ﬁrst, then work backwards to
ascertain the relevant proximal and intermediate outcomes which
should be measured, and ﬁnally determine what aspects of
clinician–patient communication should be analyzed to predict
the success of that pathway. Consider examples of how this might
be done.

The decision to change focus from disease-modifying treatment
to comfort care places considerable stress on patients and their
families. Health outcomes pertinent to end-of-life care include the
emotional well-being of the family as well as the comfort of the
patient. Two pathways that can contribute to these outcomes are
(a) an enhanced therapeutic alliance of physicians, skilled nurses,
hospice workers, pastoral care, and family and (b) activating the
social support system of the patient and family. Proximal outcomes
of the consultation that can contribute to these outcomes include
trust in the clinicians and health care facilities, patient and family
‘feeling heard and known’ regarding fears and concerns, and
patients feeling reassured about not being abandoned. The
communication that contributes to these proximal outcomes
would include responding and validating patient/family emotions,
describing the coordination of care the patient will receive,
attentive listening, addressing the uncertainty of prognostic
information in terms of time left, and discussing social support
resources with the patient/families social network.

5.1. Hypertension control
In a study of hypertensive patients, researchers might assume
that hypertension medications taken appropriately effectively
lower blood pressure to normal levels thereby reducing the
patient’s risk of cardiovascular mortality and morbidity. One
pathway through which clinician–patient communication could
lead to this health outcome is patient adherence to the appropriate
medication regimen. To test this pathway, researchers would
determine the key proximal outcomes that inﬂuence adherence
such as clinician–patient agreement on the patient’s risk and the
medication as well as patient understanding of the treatment plan.
Clinician–patient communication that enhances the likelihood of
achieving these proximal outcomes might be physician-speciﬁc
communication behaviors such as nonverbal attentiveness to
signal interest in the patient’s perspective and clear, jargon free
explanations about clinical risk, the need for treatment, treatment
goals, and side effects. Important patient communication behaviors might be sharing beliefs about hypertension, expressing

5.2. Pain management in cancer care
Patients with cancer often experience pain that has a negative
effect on quality of life. Thus, the primary health outcomes a
researcher might be interested in would be the patient’s self-report
on pain control and the degree to which pain interferes with
functioning. An intermediate outcome would be the patient’s skills
for managing pain. Proximal outcomes of the consultation that
could lead to pain management skills might be the patient’s
conﬁdence in his/her ability to use pain medication effectively
(e.g., without worry of dependency), understanding the dosage and
how to titrate dosage to avoid over medicating, and learning
strategies to minimize or cope with constipation (e.g., use of
laxatives). With respect to the clinician, proximal outcomes might
include understanding of the patient’s beliefs about pain, the
patient’s concerns about pain medication (fear of addiction,
unwanted side effects), and conﬁdence in the patient’s ability to
use pain medication appropriately. Clinician–patient communication behaviors that could accomplish these proximal outcomes
include discussing the severity of the patient’s pain, eliciting the
patient’s beliefs (and possible misconceptions) about cancer pain
(e.g., ‘just have to live with it as part of having cancer’) and
medications (‘I do not want to get addicted’), clear explanation of
what to expect from pain medication and possible side effects,
clinician support and encouragement, active patient participation
in formulating the treatment plan, and communication that
conﬁrms mutual agreement on treatment plan.

6. Conclusion
In this article, we focus on the relationship between communication and health outcomes. We have tried to illustrate ways in
which theory can inform communication practice and assist with
the design of studies that examine the relationship between
speciﬁc communication behaviors and proximal and intermediate
outcomes that contribute to health outcomes that are meaningful
to patients. We have proposed a simple, pragmatic model that can
inform hypotheses to guide future research; speciﬁcally, communication can inﬂuence health outcomes by direct and indirect
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pathways, and there are relevant intrinsic and extrinsic contextual
modiﬁers of these relationships. Although we have proposed a
number of pathways through which communication can lead to
improved health, we also recognize that the relative importance of
a particular pathway will depend on the outcome of interest, the
health condition, where the patient is in the illness trajectory, and
the patient’s life circumstances. Yet, these factors must be taken
into account when hypothesizing the means through which
communication can contribute to improved health and wellbeing. More rigorous approaches to integrating theory, context,
and measurement are needed if we are to make signiﬁcant gains in
our understanding of how clinician–patient communication
contributes to healing and well-being.
Acknowledgements
This work was in part supported by a contract to the senior and
lead authors from the Outcomes Research Branch of the Applied
Research Program in the Division of Cancer Control and Population
Sciences, National Cancer Institute, NIH and in part by the Houston
VA HSR&D Center of Excellence (HFP90-020).
Conﬂict of interest
The authors have no conﬂict of interest in the authoring of this
manuscript.
References
[1] Arora NK. Interacting with cancer patients: the signiﬁcance of physicians’
communication behavior. Soc Sci Med 2003;57:791–806.
[2] Stewart MA. Effective physician–patient communication and health outcomes: a review. Can Med Assoc J 1995;152:1423–33.
[3] Epstein RM, Street Jr RL. Patient-centered communication in cancer care:
promoting healing and reducing suffering. Bethesda, MD: National Cancer
Institute; 2007 [NIH Publication No. 07-6225].
[4] Kaplan SH, Greenﬁeld S, Ware Jr JE. Assessing the effects of physician–patient
interactions on the outcomes of chronic disease. Med Care 1989;27:S110–27.
[5] Jackson JL. Communication about symptoms in primary care: impact on
patient outcomes. J Altern Complement Med 2005;11:S51–6.
[6] Stewart M, Brown JB, Donner A, McWhinney IR, Oates J, Weston WW, Jordan J.
The impact of patient-centered care on outcomes. J Fam Pract 2000;49:796–
804.
[7] Rao JK, Anderson LA, Inui TS, Frankel RM. Communication interventions make
a difference in conversations between physicians and patients: a systematic
review of the evidence. Med Care 2007;45:340–9.
[8] Grifﬁn SJ, Kinmonth AL, Veltman MW, Gillard S, Grant J, Stewart M. Effect on
health-related outcomes of interventions to alter the interaction between
patients and practitioners: a systematic review of trials. Ann Fam Med
2004;2:595–608.
[9] Orth JE, Stiles WB, Scherwitz L, Hennrikus D, Vallbona C. Patient exposition and
provider explanation in routine interviews and hypertensive patients’ blood
pressure control. Health Psychol 1987;6:29–42.
[10] Fogarty LA, Curbow BA, Wingard JR, McDonnell K, Somerﬁeld MR. Can 40 seconds of compassion reduce patient anxiety? J Clin Oncol 1999;17:371–9.
[11] Ward MM, Sundaramurthy S, Lotstein D, Bush TM, Neuwelt CM, Street Jr RL.
Participatory patient–physician communication and morbidity in patients
with systemic lupus erythematosus. Arthritis Rheum 2003;49:810–8.
[12] Street Jr RL, Voigt B. Patient participation in deciding breast cancer treatment
and subsequent quality of life. Med Decis Making 1997;17:298–306.
[13] Putnam SM, Stiles WB, Jacob MC, James SA. Patient exposition and physician
explanation in initial medical interviews and outcomes of clinic visits. Med
Care 1985;23:74–83.
[14] Gabbay M, Shiels C, Bower P, Sibbald B, King M, Ward E. Patient–practitioner
agreement: does it matter? Psychol Med 2003;33:241–51.
[15] Street Jr RL, Piziak VK, Carpentier WS, Herzog J, Hejl J, Skinner G, McLellan L.
Provider–patient communication and metabolic control. Diabetes Care
1993;16:714–21.
[16] de Haes H, Teunissen S. Communication in palliative care: a review of recent
literature. Curr Opin Oncol 2005;17:345–50.
[17] Smets E, van ZM, Michie S. Comparing genetic counseling with non-genetic
health care interactions: two of a kind? Patient Educ Couns 2007;68:225–34.
[18] Kinmonth AL, Woodcock A, Grifﬁn S, Spiegal N, Campbell MJ. Randomised
controlled trial of patient centered care of diabetes in general practice: impact
on current wellbeing and future disease risk. The diabetes care from diagnosis
research team. Br Med J 1998;317:1202–8.

[19] Makoul G, Clayman ML. An integrative model of shared decision making in
medical encounters. Patient Educ Couns 2006;60:301–12.
[20] Moumjid N, Gafni A, Bremond A, Carrere MO. Shared decision making in the
medical encounter: are we all talking about the same thing? Med Decis
Making 2007;27:539–46.
[21] Rimal RN. Analyzing the physician–patient interaction: an overview of six
methods and future research directions. Health Commun 2001;13:89–99.
[22] Street Jr RL. Analyzing communication in medical consultations. Do behavioral
measures correspond to patients’ perceptions? Med Care 1992;30:976–88.
[23] Saba GW, Wong ST, Schillinger D, Fernandez A, Somkin CP, Wilson CC,
Grumbach K. Shared decision making and the experience of partnership in
primary care. Ann Fam Med 2006;4:54–62.
[24] Myers SS, Phillips RS, Davis RB, Cherkin DC, Legedza A, Kaptchuk TJ, Hrbek A,
Buring JE, Post D, Connelly MT, Eisenberg DM. Patient expectations as predictors of outcome in patients with acute low back pain. J Gen Intern Med
2008;23:148–53.
[25] Winter L, Lawton MP, Langston CA, Ruckdeschel K, Sando R. Symptoms affects,
and self-rated health: evidence for a subjective trajectory of health. J Aging
Health 2007;19:453–69.
[26] Coons SJ, Rao S, Keininger DL, Hays RD. A comparative review of generic
quality-of-life instruments. Pharmacoeconomics 2000;17:13–35.
[27] Thorne SE, Kuo M, Armstrong EA, McPherson G, Harris SR, Hislop TG. ‘Being
known’: patients’ perspectives of the dynamics of human connection in cancer
care. Psychooncology 2005;14:887–98.
[28] Hack TF, Degner LF, Parker PA. The communication goals and needs of cancer
patients: a review. Psychooncology 2005;14:831–45.
[29] Ong LM, Visser MR, Lammes FB, de Haes JC. Doctor–patient communication
and cancer patients’ quality of life and satisfaction. Patient Educ Couns
2000;41:145–56.
[30] Schoﬁeld PE, Butow PN, Thompson JF, Tattersall MH, Beeney LJ, Dunn SM.
Psychological responses of patients receiving a diagnosis of cancer. Ann Oncol
2003;14:48–56.
[31] Kwekkeboom KL. The placebo effect in symptom management. Oncol Nurs
Forum 1997;24:1393–9.
[32] Henricson M, Ersson A, Maatta S, Segesten K, Berglund AL. The outcome of
tactile touch on stress parameters in intensive care: a randomized controlled
trial. Complement Ther Clin Pract 2008;14:244–54.
[33] Knowlton GE, Larkin KT. The inﬂuence of voice volume, pitch, and speech rate
on progressive relaxation training: application of methods from speech
pathology and audiology. Appl Psychophysiol Biofeedback 2006;31:173–85.
[34] Weze C, Leathard HL, Grange J, Tiplady P, Stevens G. Evaluation of healing by
gentle touch in 35 clients with cancer. Eur J Oncol Nurs 2004;8:40–9.
[35] Institute of Medicine. Unequal treatment: confronting racial and ethnic disparities in health care. Washington, DC: National Academy Press; 2002.
[36] Dohan D, Schrag D. Using navigators to improve care of underserved patients:
current practices and approaches. Cancer 2005;104:848–55.
[37] Ayanian JZ, Zaslavsky AM, Guadagnoli E, Fuchs CS, Yost KJ, Creech CM, Cress RD,
O’Connor LC, West DW, Wright WE. Patients’ perceptions of quality of care for
colorectal cancer by race, ethnicity, and language. J Clin Oncol 2005;23:6576–86.
[38] Braddock CH, Edwards KA, Hasenberg NM, Laidley TL, Levinson W. Informed
decision making in outpatient practice: time to get back to basics. J Am Med
Assoc 1999;282:2313–20.
[39] Kleinman A. Patients and healers in the context of culture. Berkeley, CA:
University of California Press; 1980.
[40] Makoul G, Clayman ML, Lynch EB, Thompson JA. Four concepts of health in
America: results of national surveys. J Health Commun, in press.
[41] Lipkus IM. Numeric, verbal, and visual formats of conveying health risks:
suggested best practices and future recommendations. Med Decis Making
2007;27:696–713.
[42] Meyer D, Leventhal H, Gutmann M. Common-sense models of illness: the
example of hypertension. Health Psychol 1985;4:115–35.
[43] Blumhagen D. The meaning of hypertension. In: Chrisman N, Maretzki T,
editors. Clinical applied anthropology, 297–325. Dordrecht, Holland: Reidel;
1982.
[44] Gansler T, Henley SJ, Stein K, Nehl EJ, Smigal C, Slaughter E. Sociodemographic
determinants of cancer treatment health literacy. Cancer 2005;104:653–60.
[45] Epstein RM, Alper BS, Quill TE. Communicating evidence for participatory
decision making. J Am Med Assoc 2004;291:2359–66.
[46] Davidson R, Mills ME. Cancer patients’ satisfaction with communication,
information and quality of care in a UK region. Eur J Cancer Care (Engl)
2005;14:83–90.
[47] Charles C, Gafni A, Whelan T. Decision-making in the physician–patient
encounter: revisiting the shared treatment decision-making model. Soc Sci
Med 1999;49:651–61.
[48] Hagerty RG, Butow PN, Ellis PM, Lobb EA, Pendlebury SC, Leighl N, MacLeod C,
Tattersall MH. Communicating with realism and hope: incurable cancer
patients’ views on the disclosure of prognosis. J Clin Oncol 2005;23:1278–88.
[49] Gordon HS, Street Jr RL, Sharf BF, Kelly PA, Souchek J. Racial differences in trust
and lung cancer patients’ perceptions of physician communication. J Clin
Oncol 2006;24:904–9.
[50] DiMatteo MR, Sherbourne CD, Hays RD, Ordway L, Kravitz RL, McGlynn EA,
Kaplan S, Rogers WH. Physicians’ characteristics inﬂuence patients’ adherence
to medical treatment: results from the Medical Outcomes Study. Health
Psychol 1993;12:93–102.
[51] Boyle FM, Robinson E, Heinrich P, Dunn SM. Cancer: communicating in the
team game. ANZ J Surg 2004;74:477–81.

R.L. Street Jr. et al. / Patient Education and Counseling 74 (2009) 295–301
[52] Fuertes JN, Mislowack A, Bennett J, Paul L, Gilbert TC, Fontan G, Boylan LS. The
physician–patient working alliance. Patient Educ Couns 2007;66:29–36.
[53] Henman MJ, Butow PN, Brown RF, Boyle F, Tattersall MH. Lay constructions of
decision-making in cancer. Psychooncology 2002;11:295–306.
[54] Salkeld G, Solomon M, Short L, Butow PN. A matter of trust—patient’s views on
decision-making in colorectal cancer. Health Expect 2004;7:104–14.
[55] Thorne S, Hislop TG, Kuo M, Armstrong EA. Hope and probability: patient
perspectives of the meaning of numerical information in cancer communication. Qual Health Res 2006;16:318–36.
[56] Back AL, Curtis JR. Communicating bad news. West J Med 2002;176:177–80.
[57] Cabana MD, Jee SH. Does continuity of care improve patient outcomes? J Fam
Pract 2004;53:974–80.
[58] Kim SC, Kim S, Boren D. The quality of therapeutic alliance between patient
and provider predicts general satisfaction. Mil Med 2008;173:85–90.
[59] Martin RW, Head AJ, Rene J, Swartz TJ, Fiechtner JJ, McIntosh BA, HolmesRovner M. Patient decision-making related to antirheumatic drugs in rheumatoid arthritis: the importance of patient trust of physician. J Rheumatol
2008;35:618–24.
[60] Nutting PA, Goodwin MA, Flocke SA, Zyzanski SJ, Stange KC. Continuity of
primary care: to whom does it matter and when? Ann Fam Med 2003;1:149–
55.
[61] Ryan H, Schoﬁeld P, Cockburn J, Butow P, Tattersall M, Turner J, Girgis A,
Bandaranayake D, Bowman D. How to recognize and manage psychological
distress in cancer patients. Eur J Cancer Care 2005;14:7–15.
[62] Salmon P. The potentially somatizing effect of clinical consultation. CNS Spectr
2006;11:190–200.
[63] Iwamitsu Y, Shimoda K, Abe H, Tani T, Okawa M, Buck R. The relation between
negative emotional suppression and emotional distress in breast cancer
diagnosis and treatment. Health Commun 2005;18:201–15.
[64] Takayama T, Yamazaki Y, Katsumata N. Relationship between outpatients’
perceptions of physicians’ communication styles and patients’ anxiety levels
in a Japanese oncology setting. Soc Sci Med 2001;53:1335–50.
[65] Zachariae R, Pedersen CG, Jensen AB, Ehrnrooth E, Rossen PB, von der MH.
Association of perceived physician communication style with patient satisfaction, distress, cancer-related self-efﬁcacy, and perceived control over the
disease. Br J Cancer 2003;88:658–65.
[66] Rosenberg HJ, Rosenberg SD, Ernstoff MS, Wolford GL, Amdur RJ, Elshamy MR,
Bauer-Wu SM, Ahles TA, Pennebaker JW. Expressive disclosure and health
outcomes in a prostate cancer population. Int J Psychiatry Med 2002;32:37–
53.
[67] Butow PN, Brown RF, Cogar S, Tattersall MH, Dunn SM. Oncologists’ reactions
to cancer patients’ verbal cues. Psychooncology 2002;11:47–58.
[68] Levinson W, Gorawara-Bhat R, Lamb J. A study of patient clues and physician
responses in primary care and surgical settings. J Am Med Assoc
2000;284:1021–7.
[69] Detmar SB, Aaronson NK, Wever LD, Muller M, Schornagel JH. How are you
feeling? Who wants to know? Patients’ and oncologists’ preferences for discussing health-related quality-of-life issues. J Clin Oncol 2000;18:3295–301.
[70] Street Jr RL, Cauthen D, Buchwald E, Wiprud R. Patients’ predispositions to
discuss health issues affecting quality of life. Fam Med 1995;27:663–70.
[71] Clarke SA, Booth L, Velikova G, Hewison J. Social support: gender differences in
cancer patients in the United Kingdom. Cancer Nurs 2006;29:66–72.
[72] Fujimori M, Parker PA, Akechi T, Sakano Y, Baile WF, Uchitomi Y. Japanese
cancer patients’ communication style preferences when receiving bad news.
Psychooncology 2007;16:617–25.
[73] Fujimori M, Akechi T, Morita T, Inagaki M, Akizuki N, Sakano Y, Uchitomi Y.
Preferences of cancer patients regarding the disclosure of bad news. Psychooncology 2007;16:573–81.
[74] Geiser F, Bijani J, Imbierowicz K, Conrad R, Liedtke R, Schild H, Schuller H.
Disclosing the cancer diagnosis: what contributes to patient satisfaction?
Onkologie 2006;29:509–13.
[75] Albrecht TL, Goldsmith D. Social support, social networks and health. In:
Thompson T, Dorsey A, Miller K, Parrott R, editors. The handbook of health
communication. Mahwah, NJ: Erlbaum; 2003.

301

[76] Lekander M, Furst CJ, Rotstein S, Blomgren H, Fredrikson M. Social support and
immune status during and after chemotherapy for breast cancer. Acta Oncol
1996;35:31–7.
[77] Levy SM, Herberman RB, Whiteside T, Sanzo K, Lee J, Kirkwood J. Perceived
social support and tumor estrogen/progesterone receptor status as predictors
of natural killer cell activity in breast cancer patients. Psychosom Med
1990;52:73–85.
[78] Arora NK, Finney Rutten LJ, Gustafson DH, Moser R, Hawkins RP. Perceived
helpfulness and impact of social support provided by family, friends, and
health care providers to women newly diagnosed with breast cancer. Psychooncology 2007;16:474–86.
[79] Kahana E, Kahana B. Patient proactivity enhancing doctor–patient–family
communication in cancer prevention and care among the aged. Patient Educ
Couns 2003;50:67–73.
[80] Shields CG, Epstein RM, Fiscella K, Franks P, McCann R, McCormick K, Mallinger
JB. Inﬂuence of accompanied encounters on patient-centeredness with older
patients. J Am Board Fam Pract 2005;18:344–54.
[81] Street Jr RL. Mediated consumer–provider communication in cancer care: the
empowering potential of new technologies. Patient Educ Couns 2003;50:99–
104.
[82] Rice VH, Templin T, Fox DH, Jarosz P, Mullin M, Seiggreen M, Lepczyk M. Social
context variables as predictors of smoking cessation. Tob Control 1996;5:280–
5.
[83] O’Hair D, Villagran MM, Wittenberg E, Brown K, Ferguson M, Hall HT, Doty T.
Cancer survivorship and agency model: implications for patient choice, decision making, and inﬂuence. Health Commun 2003;15:193–202.
[84] Heisler M, Bouknight RR, Hayward RA, Smith DM, Kerr EA. The relative
importance of physician communication, participatory decision making,
and patient understanding in diabetes self-management. J Gen Intern Med
2002;17:243–52.
[85] Heisler M, Piette JD, Spencer M, Kieffer E, Vijan S. The relationship between
knowledge of recent HbA1c values and diabetes care understanding and selfmanagement. Diabetes Care 2005;28:816–22.
[86] Street Jr RL, Gordon HS, Ward MM, Krupat E, Kravitz RL. Patient participation in
medical consultations: why some patients are more involved than others. Med
Care 2005;43:960–9.
[87] Glasgow RE, Whitesides H, Nelson CC, King DK. Use of the Patient Assessment
of Chronic Illness Care (PACIC) with diabetic patients: relationship to patient
characteristics, receipt of care, and self-management. Diabetes Care
2005;28:2655–61.
[88] Glasgow RE, Emont S, Miller DC. Assessing delivery of the ﬁve ‘As’ for patientcentered counseling. Health Promot Int 2006;21:245–55.
[89] Williams GC, Rodin GC, Ryan RM, Grolnick WS, Deci EL. Autonomous regulation and long-term medication adherence in adult outpatients. Health Psychol
1998;17:269–76.
[90] Williams GC, McGregor HA, King D, Nelson CC, Glasgow RE. Variation in
perceived competence, glycemic control, and patient satisfaction: relationship
to autonomy support from physicians. Patient Educ Couns 2005;57:39–45.
[91] Taylor SE, Lichtman RR, Wood JV. Attributions, beliefs about control, and
adjustment to breast cancer. J Pers Soc Psychol 1984;46:489–502.
[92] Lorig KR, Ritter PL, Jacquez A. Outcomes of border health Spanish/English
chronic disease self-management programs. Diabetes Educ 2005;31:401–9.
[93] Committee on Quality of Health Care in America IoM. Crossing the quality
chasm: a new health system for the 21st century. Washington, DC: National
Academy Press; 2001.
[94] Sepucha K, Ozanne E, Silvia K, Partridge A, Mulley Jr AG. An approach to
measuring the quality of breast cancer decisions. Patient Educ Couns
2007;65:261–9.
[95] Hunt LM, Castaneda H, De Voogd KB. Do notions of risk inform patient choice?
Lessons from a study of prenatal genetic counseling. Med Anthropol
2006;25:193–219.
[96] Gattellari M, Voigt KJ, Butow PN, Tattersall MH. When the treatment goal is not
cure: are cancer patients equipped to make informed decisions? J Clin Oncol
2002;20:503–13.

The author has requested enhancement of the downloaded file. All in-text references underlined in blue are linked to publications on ResearchGate.

