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Having a usual source of health care has been consistently associated with greater use of preventive services, decreased use of emerg-
ency services, and with patients’ ratings of quality and satisfaction with care. Ongoing patient–provider relationships may be, in part,
fostered by patient-centered communication. Growing evidence demonstrates that positive patient-centered communication improves
adherence to treatment recommendations, management of chronic disease, quality of life, and disease-related outcomes. We aimed to
determine how patient-centered communication between patients and physicians might mediate the relation between having a source
of usual care and ratings of health care quality. We analyzed data from Cycle 1 of the fourth iteration of the Health Information
National Trends Survey. Data were collected through mailed questionnaire in October 2011 through February 2012 (N¼ 3,959).
Overall, individuals with a usual source of care reported more patient-centered communication experiences and had higher ratings
of quality of care. Parameter estimates for each pathway in the mediation model were estimated through regression analysis. Results
confirm the importance of patient-centered communication in shaping patients’ perceptions of the quality of their care, accounting for
a significant portion of the observed relation between having a usual source of care and ratings of quality.

Having an ongoing relationship with a health care provider
or a usual source of health care has been associated with
greater use of preventive services, decreased use of
emergency services, and with patients’ ratings of quality
and satisfaction with care (Blewett, Johnson, Lee, & Scal,
2008; Center, 2000; DeVoe, Saultz, Krois, & Tillotson,
2009; DeVoe, Tillotson, Lesko, Wallace, & Angier, 2011;
DeVoe, Tillotson, Wallace, et al., 2011; DeVoe, Tillotson,
Wallace, Lesko, & Pandhi, 2012; Rodriguez, Bustamante,
& Ang, 2009; Spatz, Ross, Desai, Canavan, & Krumholz,
2010; Winters, Tancredi, & Fiscella, 2010). While the asso-
ciations between having a usual source of health care and
positive patient outcomes has been well documented (DeVoe
et al., 2009; DeVoe, Tillotson, Wallace, et al., 2011; DeVoe
et al., 2012), little attention has been given to understanding
the mechanisms through which having a usual source of care
improves patient satisfaction and ratings of care.

Ongoing patient–provider relationships may be, in part,
fostered by patient-centered communication. Patient-centered

communication involves the content, processes and outcomes
of exchanges between patients and clinicians (Epstein, 2007).
Patients’ interactions and relationships with health care
providers and health service organizations are at the core of
patient-centered care, and influence the quality of patient
care (Rutten, Arora, Bakos, Aziz, & Rowland, 2005). A
growing body of research demonstrates that patient-
centered communication results in improvements in
adherence to treatment recommendations, improvements
in the management of chronic disease, and improvements in
quality of life and disease-related outcomes (Arora, 2003;
Epstein, 2007; Epstein, Fiscella, Lesser, & Stange, 2010;
Kaplan, Greenfield, & Ware, 1989; Lewin, Skea, Entwistle,
Zwarenstein, & Dick, 2001; Stewart et al., 2000). Effective
patient-centered communication can be particularly impor-
tant for patients diagnosed with complex chronic conditions,
such as cancer (Epstein, 2007). In these situations, physicians
are oftentimes faced with communicating bad news, assisting
their patients in dealing with the emotional effect of a
life-threatening illness, as well as helping them to navigate
the health system, understand complex and incomplete
health information, and make critical health decisions
(Epstein, 2007; Epstein & Gramling, 2013; Han, Klein, &
Arora, 2011).
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A framework for patient-centered communication was
developed by Epstein and Street (2007) describing six
communication functions that guide clinical interactions:
fostering healing relationships, exchanging information,
responding to emotions, managing uncertainty, making deci-
sions, and enabling patient self-management (Epstein, 2007).
Fostering healing relationships through patient-centered com-
munication is characterized by the cultivation of shared
understanding, mutual trust, and empathy (Epstein, 2007).
Exchanging information enables the integration of clinical
information with patient’s beliefs and expectations through
responsiveness to patients’ information needs and sensitivity
to issues of literacy, numeracy, and culture (Epstein, 2007).
The patient-centered communication core function of
responding to emotions involves acknowledgment, validation,
and support for the range of emotional reactions that patients
may experience during their illness, treatment, and recovery
(Epstein, 2007). It is often the case in medicine that disease
trajectories are unpredictable, treatment choices are ambigu-
ous, and prognoses are uncertain; therefore, a central aspect
of patient-centered communication is supporting patients
and their families in managing uncertainty (Epstein, 2007;
Han et al., 2011). Making decisions involves the promotion
of information exchange and open consideration to engage
patients and other decision makers in the decision-
making process (Epstein, 2007, 2009; Epstein & Gramling,
2013). Last, enabling patient self-management involves encour-
aging patient autonomy and self-care outside of the clinical
encounter by helping patients navigate the health care system
and identify community resources (Epstein, 2007).

Using data from a nationally representative sample of
adults in the United States, we evaluated the interrelations
among having a usual source of care, the patient-
centeredness communication between patients and clinicians,
and patients’ ratings of care quality. We hypothesized that
the association between usual source of care and ratings of
health care quality would be mediated by patient-centered
communication.

Method

Data Collection and Response Rates

We analyzed data from Cycle 1 of the fourth Health Infor-
mation National Trends Survey (HINTS 4 Cycle 1). HINTS
is a nationally representative survey of the U.S. adult
population that tracks attitudes, knowledge, and behavior
relevant to health communication and related outcomes.
(Nelson et al., 2004). Data collection for HINTS 4 Cycle 1
was initiated in October 2011 and concluded in February
2012 (N¼ 3,959). HINTS 4 data were collected using a
self-administered mailed questionnaire using a comprehensive
national listing of addresses available from the U.S. Postal
Service. The sample design was a two-stage, stratified sample
where addresses were selected from a file of residential
addresses, and individual respondents were selected from each
sampled household (Finney Rutten, 2011). The final response
rate, calculated as per American Association for Public
Opinion Research (2011) standards, was 36.7%. Further

details on survey design and sampling strategies have been
published elsewhere (Finney Rutten, 2011).

Measures

Usual Source of Health Care

Respondents were asked the following question to assess
whether they have a usual source of health care: ‘‘Not
including psychiatrists and other mental health profes-
sionals, is there a particular doctor, nurse, or other health
professional that you see most often?’’ Response options
for this item were yes or no.

Patient-Centered Communication

Several items were included on the HINTS survey to assess
the specific components of patient-centered communication
identified by Epstein and Street in their 2007 National
Cancer Institute Monograph (Epstein, 2007). Respondents
were asked several questions about their communication with
health care professionals to assess various aspects of the
patient centeredness of their communication with their health
care providers. Specifically, respondents were asked to con-
sider the communication that they had with all ‘‘doctors,
nurses, or other health professionals . . . during the past 12
months.’’ To assess the core functions of patient-centered
communication (fostering healing relationships, exchanging
information, responding to emotions, managing uncertainty,
making decisions, and enabling patient self-management)
respondents were asked to rate the frequency with which doc-
tors, nurses, or other health care professionals did the follow-
ing: ‘‘Give you the chance to ask all the health-related
questions you had’’; ‘‘Give the attention you needed to your
feelings and emotions?’’; ‘‘Involve you in decisions about
your health care as much as you wanted?’’; ‘‘Make sure
you understood the things you needed to do to take care of
your health?’’; ‘‘Explain things in a way you could under-
stand’’; ‘‘Spend enough time with you?’’; and ‘‘Help you deal
with feelings of uncertainty about your health or health
care?’’ Respondents were also asked, ‘‘During the past 12
months, how often did you feel you could rely on your
doctors, nurses, or other health care professionals to take
care of your health care needs?’’ Response options for the
patient-centered communication items were rated on a
4-point scale ranging from 1 (never) to 4 (always). Responses
to these eight items were summed to create a composite score
with a potential range of 8–32, with higher scores indicating
more positive communication and more patient-centered
interactions (Cronbach’s a¼ .94). Only respondents who
reported that they had seen a health care provider during
the past 12 months were asked these questions (n¼ 3,317).

Ratings of Health Care Quality

Respondents were asked: ‘‘Overall, how would you rate the
quality of health care you received in the last 12 months?’’
Response options for this item were on a 5-point scale ran-
ging from 1 (excellent) to 5 (poor). For our analyses, we
recoded responses such that higher scores indicate higher
ratings of quality. Again, only respondents who reported
that they had seen a health care provider during the past
12 months were asked this question.

760 L. J. Finney Rutten et al.



Heath Insurance and Frequency of Health Care Use

Health insurance status was assessed with the following
item: ‘‘Do you have any of the following health insurance
or health coverage plans?’’: insurance through a current or
former employer or union (of you or another family mem-
ber); insurance purchased directly from an insurance com-
pany (by you or another family member); Medicare;
Medicaid, Medical Assistance, or any kind of government
assistance plan for those with low incomes or disability;
TRICARE or other military health care; VA (including
those who have ever used or enrolled for VA health care);
or Indian Health Service. Responses were recoded as yes=
no, where yes was given to respondents who endorsed having
any of the insurance coverage options listed. Frequency of
health care use was assessed with the following item: ‘‘In
the past 12 months, not counting the times you went to
the emergency room, how many times did you go to a doc-
tor, nurse, or other health professional to get care for your-
self?’’ Responses options included none, 1 time, 2 times,
3 times, 4 times, 5 to 9 times, and 10 or more times.

Sociodemographic Variables

Sociodemographic variables included gender, age (18–34,
35–49, 50–64, 65–74, and 75þ years), education (less than
high school, high school graduate, some college, and college
graduate), race=ethnicity (Hispanic, non-Hispanic White,
non-Hispanic Black, and non-Hispanic other), and annual
household income (less than $35K, $35K to less than
$75 K, and $75 K or more).

Data Analyses

We used SUDAAN version 9.0.1 to analyze the complex
survey data and obtain correct variance estimates (Research
Triangle Institute, 2008). All data were weighted to provide
representative estimates of the adult U.S. population. Using
Baron and Kenny’s (1986) method to assess whether patient-
centered communication mediates the association between
usual source of care and patient ratings of health care
quality, four multiple linear regression equations were esti-
mated to assess the following requisite conditions: the out-
come variable (ratings of health care quality) should be
predicted by the independent variable and the mediator
variable; the mediator variable (patient-centered communi-
cation) should be significantly associated with the inde-
pendent variable (usual source of health care); and when
the outcome variable is regressed on to the independent vari-
able while controlling for the mediator variable, complete
mediation occurs when the independent variable is no longer
significantly associated with outcome variable, and partial
mediation occurs when the observed association between
the independent variable and the outcome is significantly
reduced. For our analysis, partial mediation was assessed
using the Sobel (1982) test.

Results

There were significant differences across sociodemographic
variables by usual source of care (see Table 1). There were

significantly fewer men among those with a usual source of
care compared with those without usual care, and those with
a usual source of care were generally older. A higher percent-
age of those with a usual source of care reported being
non-Hispanic White. Those with a usual source of care were
significantly more educated, had health insurance, and gen-
erally had higher incomes compared with those without a
usual source of care. Those with a usual source of care gen-
erally had significantly more visits to health care providers
during the past year, had higher ratings of health care
quality, and had more patient-centered communication,

Table 1. Weighted population estimates of sociodemographic
and health care access characteristics of respondents, by usual
source of care (N¼ 3,898)

Usual source of care

Yes
(n¼ 2,770)

No
(n¼ 1,128)

Gender (p< .01)
Male 45.5 54.2
Female 54.5 45.9

Age (years) (p< .0001)
18–34 24.3 41.4
35–49 24.4 32.4
50–64 29.6 17.6
65–74 11.3 5.0
75þ 10.3 3.6

Annual income (p< .001)
<$20,000 21.0 28.8
$20,000 to <$35,000 15.2 21.1
$35,000 to <$50,000 12.8 13.6
$50,000 to <$75,000 18.6 14.6
$75,000 to <$100,000 11.8 10.1
$100,000 or more 20.7 11.9

Race=ethnicity (p< .0001)
Non-Hispanic White 70.5 53.2
Non-Hispanic Black 9.4 13.5
Hispanic=Latino 9.8 20.1
Non-Hispanic other 5.7 9.6
Missing 4.7 3.5

Education (p< .01)
Less than high school 9.7 17.3
High school 21.4 25.4
Some college 31.8 30.8
College graduate 37.2 26.5

Health insurance (p< .0001)
Yes 90.6 65.7
No 9.4 34.3

Visits to health care
provider during past
12 months

(p< .0001)

1 15.3 36.4
2 22.6 28.4
3 17.0 15.5
4 14.8 7.6
5–9 18.7 8.1
10 or more 11.7 4.0
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compared with those who did not have a usual source of care
(see Table 2).

Figure 1 illustrates the mediation between usual source of
care and ratings of health care quality by patient-centered
communication. Parameter estimates for each pathway are
indicated above each arrow, along with their statistical
significance. Results from regression analyses testing each
pathway provided evidence for partial mediation. A total
of four regression analyses were conducted each controlling
for sex, age, race=ethnicity, education, income, health
insurance status, and frequency of health care use. Model
1: Usual source of care was significantly and independently

associated with higher ratings of health care quality. None
of the other variables in the model assessing the association
between usual source of care and ratings of quality were sig-
nificant. Model 2: After adjustment, having a usual source of
care was significantly and independently associated with
more patient-centered communication. None of the other
variables in the model were significantly associated with
patient-centered communication. Model 3: Patient-centered
communication was significantly associated with higher
ratings of health care quality. Age was also significantly
associated with ratings of care quality; compared with those
aged 18–34 years, those aged 35–49 years (b¼�0.20,

Table 2. Ratings of quality care and patient-centeredness of care, by usual source of care

Usual source of care

Yes No

Ratings of health care quality (mean on a 5-point scale)
4.1 3.7 p< .0001

Reports of patient-centeredness of communication (mean)
Summed composite scale (min¼ 8, max¼ 32)

Cronbach’s a¼ .94
23.6 21.5 p< .001

Items Range M (SD)
During the past 12 months, how often did doctors, nurses, or other health

professionals . . . ..? (always, usually, sometimes, never)
Give you the chance to ask all the health-related questions you had? 1–4 3.5 (0.7)
Give the attention you needed to your feelings and emotions? 1–4 3.2 (0.9)
Involve you in decisions about your health care as much as you wanted? 1–4 3.3 (0.8)
Make sure you understood the things you needed to do to take care of your health? 1–4 3.5 (0.7)
Explain things in a way you could understand? 1–4 3.6 (0.9)
Spend enough time with you? 1–4 3.2 (0.9)
Help you deal with feelings of uncertainty about your health or health care? 1–4 3.1 (0.9)
During the past 12 months, how often did you feel you could rely on your

doctors, nurses, or other health care professionals to take care of your health care needs?
1–4 3.4 (0.7)

Note. The sample was limited to respondents who had reported that they had seen a health care provider in the past 12 months (n¼ 3,317). A higher score
indicates more positive communication and more patient-centered interactions, proposed to mediate the relation between usual source of care and patients’
health care ratings.

Fig. 1. Path model depicting patient-centered communication as a partial mediator of the association between usual source of
health care and ratings of health care quality. �Sobel test statistic: 4.82, p< .0001. Regression analyses control for gender, age, edu-
cation, income, race=ethnicity, health insurance status, and frequency of health care use.
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p< .01) reported lower ratings of care quality. Model 4: In
the presence of patient-centered communication, the predic-
tor variable (usual source of care) remained significant; how-
ever, the parameter estimate was attenuated, showing
evidence of partial mediation. This partial mediation was
determined to be significant (Sobel test statistic: 4.82,
p< .0001). Age was also significantly associated with ratings
of quality of care wherein those aged 35–49 years (b¼�0.20,
p< .01) reported lower ratings of care quality compared with
those aged 18–34 years.

Discussion

In the rapidly evolving health care landscape, the healing
bond between patients and health care providers may be
more important than ever. Within the context of account-
able care organizations, usual source of care is at the heart
of the patient-centered medical home. Our results showed
that having a usual source of is associated with better ratings
of health care quality, and this relationship is explained, in
part, by higher ratings of patient-centered communication.
Having a usual source of care varied, in predictable ways,
across sociodemographic factors. Having a usual source of
care followed an educational and economic gradient; parti-
cipants with higher education and higher income more fre-
quently reported having a usual source of care. This
suggests that lower socioeconomic status populations might
be more vulnerable to negative health outcomes as the result
of less continuity in care. Substantial evidence indicates that
low socioeconomic status populations are disproportio-
nately burdened by adverse health outcomes and lower
health literacy (Adler & Stewart, 2010; Chen, 2012; Pampel,
Krueger, & Denney, 2010; Phelan, Link, & Tehranifar,
2010), and an additional risk factor for the traditionally
underserved is higher likelihood of being uninsured. The
effect that we observed of usual source of care on ratings
of care quality appears to be independent of insurance sta-
tus. This is consistent with other studies showing that lack
of usual source of care is associated with greater risk for
adverse health outcomes, even among patients who have
health insurance (Spatz et al., 2010). Continued attention
will need to be given to these disadvantaged populations.
In addition to ensuring access to health insurance, access
to usual source of care and effective patient-centered com-
munication is critical to addressing health disparities and
promoting health.

The effect of usual source of care on ratings of care qual-
ity was hypothesized to operate through patient-centered
communication, and our results supported this hypothesis.
We found that having a usual source of care was associated
with significantly more positive reports of patient-centered
communication and more patient-centered communication
was, in turn, associated with how patients rated their quality
of care. To our knowledge, no other study has confirmed
this pathway. These results have important implications
for longitudinal and intervention studies that investigate
the effect of having a usual source of care, particularly as
health care policies drive changes in the process of health

care delivery. For example, the patient-centered medical
home, of which having a usual source of care is an integral
component, is as much a process of delivering care as it is
a model for delivering care (Epperly, 2011). The results
presented here suggest that one way that this process leads
to high-quality health care is through its facilitation of trust-
ing relationships between patient and providers where
clinical encounters are characterized by patient-centered
communication.

In addition, having a usual source of care may lead to
improved care quality by facilitating more consistent com-
munication between patients and providers, even outside
of traditional face-to-face clinical encounters. For example,
since the Veteran’s Health Administration has implemented
a patient-centered medical home, technology-mediated
patient–provider communication (i.e., phone, electronic
messaging, and personal health record use) has significantly
increased (Rosland et al., 2013). A recent review of the
emerging literature on use of secure messaging and patient
access to their own health information suggests that secure
messaging improves patient satisfaction and certain health
outcomes (Goldzweig et al., 2012). Related to concerns
around disparities and disadvantaged populations, this
literature review also provided moderate evidence that use
of patient portals is lower among those with lower levels
of literacy and education and among certain racial and eth-
nic groups, particularly African Americans (Goldzweig et al.,
2012). Leveraging information technology to improve care
coordination and communication with patients (Kellerman,
2009), and using technology to improve patient access to
their own health information is a core component of the
Meaningful Use standards for electronic medical record
use (Blumenthal & Glaser, 2007; Blumenthal & Tavenner,
2010). It stands to reason that when patients and providers
communicate more consistently and more frequently, the
chances of achieving patient-centered communication is
higher, as both the patient and the provider can come to
know one another better and manage expectations of the
other’s behavior.

Future research should continue to carefully consider the
role of communication—its frequency, medium, quality, and
equitable distribution—in promoting quality care in the con-
text of models of care delivery. Research is needed better
understand how to engage patients who are reluctant to
use emerging communication technologies to communicate
with their health care providers to ensure that said technol-
ogies do not widen existing disparities in health knowledge
and outcomes.

Several limitations of our study should be considered. The
HINTS data are cross sectional, and therefore, causal rela-
tionships analyzed in this study need to be further assessed.
In addition, the assessment of the patient–physician relation-
ship can be nuanced and complex. We were not able to
examine how patient personality traits or psychological
well-being might affect, or confound, the relation between
usual source of care, patient-centered communication, and
health quality ratings. It is not known whether an underlying
factor, such as a patient’s personality, could actually affect
the direction of our proposed pathway. For example, a
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person who is intrinsically positive and organized might bet-
ter adhere to treatment, and thus might be more likely to
rank their clinical experiences in a positive light. They may
also be more inclined to report better clinical interactions
and seek out a usual source of care. A study that examined
the effect of physician variation found that differences in
clinical experiences actually might reflect patient personality
traits as opposed to physician styles and outcomes (Franks
et al., 2005). It will therefore be important to consider
patient characteristics and their effect on usual source of
care and patient-centered communication in future studies.

Our study reports findings that support the importance of
usual source of care and patient-centered communication,
and has implications for how new policies and associated
processes of care should be implemented. With incredibly
high and increasing rates of chronic disease in the United
States, which have associated complex care regimens and
higher associated degrees of uncertainty, patient-centered
communication may be more important than ever before
(Centers for Disease Control and Prevention, 2013; Han
et al., 2011). It should be noted that while having a usual
source of care appears to promote patient-centered com-
munication and higher ratings of care quality, both health
care consumers and their providers should not take com-
munication processes for granted. Fostering healing, trust-
ing, and effective patient–provider relationships takes
significant effort on the part of patients and their medical
team. Research that continues to investigate how to promote
patient-centered communication and that evaluates its effect
will play an increasingly important role in our efforts to
reduce chronic disease and improve population health
(Adler & Stewart, 2010; Chen, 2012; Pampel et al., 2010;
Phelan et al., 2010).
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