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Purpose: The purpose of this article was to examine the relative importance of patients’ 

self-advocacy and perceived physicians’ advocacy for impacting patients’ satisfaction in terms 

of physician communication and physician–patient relationship. We also examine the influence 

of physicians’ emotional support and patients’ demographic as well as health characteristics 

on patients’ satisfaction.

Sample: Our sample includes interviews with 806 community dwelling older adults (mean 

age =77.82 years, SD=8.41). The sample included residents of a large retirement community 

in Clearwater, FL, USA. Respondents were also included from representative samples of older 

adults living in Orlando and Miami, FL, USA, and Cleveland, OH, USA.

Methods and results: Using multiple hierarchical regression analyses, we found that patients’ 

age and functional limitations were negatively associated with their care satisfaction. When 

compared with White patients, African-American patients were less satisfied with their physicians 

while Latino patients expressed greater satisfaction with their medical care. We found limited 

evidence of patients’ self-advocacy and such advocacy did not serve as a significant predictor 

of satisfaction with physicians. In contrast, patients’ perception of physicians’ readiness to act 

as patient advocates was a significant predictor of patients’ satisfaction. Emotional support of 

physicians was also associated with patients’ satisfaction.

Conclusion: These findings raise questions about consumer empowerment among older adults 

and underscore their desire for and appreciation of physicians’ advocacy. Findings are discussed 

in the context of power imbalance between elderly patients and their doctors.

Keywords: physicians’ emotional support, patient proactivity, patient-centered care, evaluations 

of medical care, paternalistic model of primary care

Introduction
Determinants of patients’ satisfaction have been extensively studied but pose unique 

challenges for understanding the primary care of older patients.1 For elderly patients, 

good communication with health care providers assumes particular importance.2 

With more chronic illnesses and health challenges, information sharing and sup-

portive care received from physicians can play a significant role in ensuring patients’ 

well-being.3

In considering older patients’ preferences and perspectives, older patients, those who 

are sicker (i.e., report more chronic health conditions) and minorities who have less 

access to health care, have been found to face particular challenges in obtaining respon-

sive care.4,5 However, there has been little focus on the relative importance of physicians’ 

advocacy in contributing to patients’ satisfaction with communication and medical care 
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in primary care situations. Beyond responsive communica-

tion with patients, physicians’ advocacy is recognized as an 

important physician responsibility.6 However, there is lack 

of consensus about parameters of physicians’ advocacy and 

prevalence of physicians engaging in patients’ advocacy.7 The 

medical model of health care is based on a paternalistic view 

of care wherein physicians offer support, advice, and care to 

their patients. Such physician-driven models for health care 

are especially prevalent in treating older patients.8

A paternalistic model of care offers opportunities for 

physicians to advocate for patients and champion their 

concerns, preferences, and well-being.9 Patients’ advocacy, 

reflecting professional initiatives on behalf of patients, has 

received attention both in medicine and in nursing.10 On one 

hand, the desirability of social responsibility of health care 

providers for patients’ well-being is recognized.7 On the 

other hand, health care providers’ advocacy may be viewed 

as limiting patient autonomy.10 Engagement of physicians 

in advocacy on their patients’ behalf has been advocated in 

medical education11 even as the costs involved in such advo-

cacy may pose a problem.12 Nevertheless, it is noteworthy 

that research on patients’ desire for physicians’ advocacy 

has not been undertaken. One qualitative study has identi-

fied patients’ desire for involved physicians that might point 

to positive views of physicians’ advocacy.13 Furthermore, 

there are useful suggestions about the value of similarities 

in patient and physician orientations to shared decision 

making.14 Examination of patient preferences for physicians’ 

advocacy is still lacking and requires study.

Patient proactivity in communication and taking initia-

tives to advocate for getting good health care can also enhance 

the responsiveness of care received and contribute to patients’ 

satisfaction.15 Patient initiative and health care advocacy are 

recognized as increasingly important factors in the consumer 

age of readily retrieved health information.16 Yet, because of 

their vulnerability on one hand and their socialization dur-

ing eras characterized by paternalistic approaches to patient 

care on the other hand, older patients may not fully share 

in patient involvement in shared decision making.3 Patient 

empowerment may be further limited among patients with 

less education and health literacy, including patients who 

are members of racial and ethnic minority groups.17 For 

example, our research with older adults who reported a prior 

cancer diagnosis revealed a passive orientation. Qualitative 

interviews indicated that these older adults were cautious in 

speaking up to their physicians. At the same time, they made 

proactive suggestions to other cancer patients to actively 

advocate on their own behalf.18

In this study, we explored the importance of both per-

ceived physicians’ advocacy and patients’ self-advocacy as 

determinants of elderly patients’ satisfaction with physician 

communication and with their relationship with their physi-

cian. Physicians’ emotional support was also considered as 

a potential determinant of patients’ satisfaction. Addition-

ally, we explored to what extent older patients’ demographic 

characteristics, health status (number of chronic health condi-

tions), and functional abilities impacted satisfaction outcomes 

including overall assessment of their relationship with their 

physician. In terms of health status and functional abilities, 

we anticipated that elderly patients who exhibit more com-

plex health problems and greater frailty would require more 

attention from busy physicians and may not feel that their 

needs were met as fully as would their healthier and less 

functionally limited counterparts.9

Methods
sample
The sample for this study is drawn from a longitudinal 

study of successful aging conducted by the Elderly Care 

Research Center, which focuses on the late-life adaptation 

and resilience of community dwelling older adults.19 The 

study was conducted in four different community settings of 

Clearwater, Orlando, and Miami, FL, USA, and Cleveland, 

OH, USA. The original study was first conducted in 1990 in 

Clearwater, and we recruited subsequent samples from the 

other three sites. At wave one of the study, 3,905 households 

were randomly selected from residential listings of the Clear-

water and Orlando retirement communities. At the baseline, 

1,000 respondents, representing 908 households, were 

recruited. Selected households were contacted by telephone 

to determine if a member of the household met eligibility 

criteria. Eligibility criteria included 1) age 72 years or older at 

baseline, 2) living in the community at least 9 months out of 

the year, and 3) reporting that they were “sufficiently healthy” 

to complete a 90-minute face-to-face interview. For the 

other two residentially stable urban communities of Miami 

and Cleveland, respondents were randomly selected from 

census-based listings. Inclusion criteria were age 65 years or 

older and reporting that they were “sufficiently healthy” to 

complete a 90-minute face-to-face interview. The structured 

interviews were 60–90 minutes in duration and were con-

ducted in respondent’s homes by trained interviewers after 

obtaining informed consent. The necessary ethical approval 

was obtained from the Institutional Review Board (IRB) of 

Case Western Reserve University (Protocol: 20070101), and 

all respondents signed written informed consent forms.
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For the present study, we utilized the 2005 survey to 

include the respondents from wave 16 of the Clearwater 

sample and the samples recruited in the same year from 

Miami, Orlando, and Cleveland to construct an analytical 

data file. The effective number of patients at the completion 

of 2005 interviews was 806 (for all four sites). The average 

age of participants was 77.8 years (SD =8.41).

Measures
Outcome variables
The outcome variables in this study included patients’ sat-

isfaction regarding communication with their primary care 

doctors and the doctor–patient relationship.

Doctor–patient communication satisfaction was assessed 

with a revised 4-item patient–physician communication sat-

isfaction scale.20,21 Participants reported to what extent they 

agree with specific statements, on a scale from 1 (strongly 

disagree) to 5 (strongly agree). These statements include 

“my doctor is good about explaining the reason for medical 

tests”; “my doctor uses medical terms without explaining 

them”; “I am allowed to say what I think is important”; 

and “my doctor ignores what I tell her/him”. After reverse 

coding the second and fourth items, the summation of the 

scale was utilized to measure communication satisfaction. 

Higher scores reflect better communication between patients 

and physicians. The total scores ranged from 4 to 20 (SD 

=2.84). Cronbach’s alpha is 0.86.

Doctor–patient relationship was measured with a single 

item of patient evaluation of their relationship with their 

primary care physicians. Patients’ assessment of the rela-

tionship was measured by asking “how would you rate your 

relationship with your doctor?” Ratings were made on a 

5-point Likert scale rating the relationship ranging from 

1 (very poor) to 5 (excellent). This item is similar to those 

used in other studies to measure patients’ satisfaction.4

Predictors
Physicians’ advocacy and patients’ self-advocacy are the 

main predictors of interest in this study. We also measured 

physicians’ emotional support.

Physicians’ advocacy was assessed based on responses 

to the question “to what extent does your doctor act as your 

advocate”. The responses ranged from not at all (1) to very 

much (5). For ease of interpretation, these variables were 

recoded into no (1–3) and yes (4–5).

Patients’ self-advocacy was assessed with a 6-item 

patients’ advocacy scale. Participants were asked how often 

do they do the following: “ask for a referral to a specialist 

from your doctor”; “request a specific medication from 

your physician”; “advocate for yourself, or family members 

to obtain better health care”; “request further explanation 

beyond that volunteered by your physician”; “express con-

cerns about any aspect of your health care to your physician”; 

and “email to health care providers”. Each item was rated on 

a 5-point Likert scale ranging from 1 (not at all) to 5 (often). 

The summation of these items was used to assess patients’ 

self-advocacy. The range of self-advocacy is from 6 to 30. 

Cronbach’s alpha is 0.68.

Physicians’ emotional support was assessed with the Phy-

sician’s Emotional Support Scale. Participants were asked 

to rate to what extent their physician’s communication style 

was concerned, caring, respectful, supportive, enthusiastic, 

or hopeful. Each item was rated on a 5-point Likert scale 

ranging from 1 (not at all) to 5 (very). Cronbach’s alpha of 

this scale is 0.81.

Since we developed these evaluation items specifically 

for this study, we examined the factor structure and internal 

consistency of the items. Exploratory factor analyses provide 

evidence that one factor forms the basis for the five items. 

The single factor accounted for 64% of the item variance. 

We summed the six items, which were treated as a scale-level 

variable in our analyses to allow the estimation of variability. 

The range of this variable is from 6 to 30.

Patients’ characteristics include socio-demographic 

characteristics and health conditions of the participants. 

Age, gender (0= male; 1= female), education (1= less than 

high school; 2= high school; 3= college), marital status 

(0= married; 1= others), and race/ethnicity (1= non-Hispanic 

White; 2= African-American; 3= Hispanic; 4= others) were 

utilized in our analyses as sociodemographic variables. Self-

rated health, instrumental activities of daily living (IADLs), 

and comorbidity were included in our study as indicators 

of patient health status. Participants were asked to report 

their evaluation of their health in the past year. We recoded 

self-rated health as “poor/fair”, “good”, and “very good”. 

IADLs were assessed by a 6-item IADLs’ scale that seeks 

information on whether participants can move from room 

to room, go out of doors, do housework, prepare meals, do 

shopping, and walk up and down stairs. Each item was rated 

on a 4-point Likert scale that inquired about the frequency 

of limitation patients experienced ranging from 1 (never) to 

4 (always). The mean scores of the six items were utilized 

to measure objective health of participants. Higher scores 

reflected higher levels of functional limitations.33 We 

calculated a comorbidity score by counting the total number 

of 12 conditions (arthritis, asthma, hypertension, stomach 
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disease, circulatory disease, diabetes, liver disease, kidney 

disease, heart disease, urinary tract disorder, stroke, and 

Parkinson’s disease).

Data analytic strategy
Multiple linear regression analyses were used to evaluate 

the association between patients’ perceptions of physicians’ 

advocacy and emotional support and patients’ reports of 

self-advocacy and the outcomes of patients’ satisfaction with 

communication and doctor–patient relationship. We also 

examined the influence of patients’ characteristics on their 

satisfaction and the doctor–patient relationship. Individual 

models were tested for each of the outcome variables. 

We modeled the prediction of doctor–patient satisfaction 

in three steps. Model 1 included the three major predictors, 

i.e., doctor’s emotional support, doctor’s willingness to act 

as patient advocate, and patient’s self-advocacy. In Model 

2, we adjusted for patients’ health status to examine the 

change of the effects of the three major predictors. Model 3 

included participants’ demographic characteristics. Ordinary 

Least Square regression and Ordinal Logit regression were 

used in our analyses.

Results
Descriptive analyses
Descriptive results of study participants are provided in 

Table 1. Participants were predominantly White (64%). 

African Americans and Hispanics accounted for 13% and 

15% of the participants, respectively. More than half of our 

participants (61%) were female, 22% of the participants were 

high school graduates, and 53% of the participants had at 

least some college education. Around half of the participants 

were married (53%). The mean age of the participants was 

77.8 years. In terms of health status, most participants (61%) 

rated their health as “good” or “very good”, while 39% rated 

their health as “poor/fair”. Respondents reported relatively 

few IADL limitations, indicating that most of the participants 

were in good functional health.

As for participants’ evaluation of doctor–patient commu-

nication, 53% of our participants rated their relationship with 

their doctor as “good”. Only 9% of the participants reported 

their doctor–patient relationship as “poor”. The mean score of 

satisfaction regarding communication with their physicians 

was 16.5 (4–20), indicating that most participants were satis-

fied with communication with their physicians.

With respect to patients’ assessment of physicians’ 

characteristics, the mean score of doctors’ emotional support 

was fairly high, that is 25.1 (6–30). More than 81% of the 

participants agreed that their physicians were acting as their 

advocates. We found that participants who were married, 

younger, with less than high school education and better 

health status, and Hispanic race are more likely to agree that 

their physicians were acting as their advocates. However, 

patients were unlikely to advocate for themselves. The mean 

score of self-advocacy was merely 11 (6–30).

regression analyses
In order to examine the relationship between the reported 

patient-centered care (physicians’ advocacy and emotional 

support) and patients’ satisfaction with communication and 

doctor–patient relationship, three multiple hierarchical regres-

sions were modeled in this study. Table 2 displays the ordinary 

least squares regression results of patient’s satisfaction with 

Table 1 Descriptive analyses of variables

Variables Mean/frequency SD/percentage Range

Patient satisfaction with 
communication

16.51 2.84 4–20

Doctor–patient relationship
Poor 70 8.68% 1–3
Fair 310 38.46%
good 426 52.85%

Doctor emotional 
support

25.13 3.38 6–30

Doctor acts as advocate
no 147 18.24% 0–1
Yes 659 81.76%

patient self-advocacy 10.97 4.36 6–30
gender 

Male 316 39.21% 0–1
Female 490 60.79%

Marital status
Married 429 53.32% 0–1
Others 377 46.77%

education
less than high school 200 24.81% 1–3
high school 179 22.21%
More than high school 427 52.98%

race
White 518 64.27% 1–4
African American 108 13.40%
hispanic 123 15.26%
Others 57 7.07%

self-rated health
Poor/fair 312 38.81% 1–3
good 309 38.43%
Very good 183 22.76%
Age 77.82 8.41 61–104

IADl 1.31 0.67 1–4
Comorbidity 2.32 1.61 0–8

Notes: n=806. Frequencies with percentages for categorical variables and means 
with standard deviations for continuous variables are reported.
Abbreviation: IADl, instrumental activity of daily living.
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communication after adjusting for age, gender, education, 

race/ethnicity, and health. We found that doctors’ emotional 

support and willingness to act as patient advocate were signifi-

cant predictors of patients’ satisfaction with communication. 

Across three models, the patterns are consistent even after 

adjusting for patients’ social-demographic characteristics.

In Model 3, we found that Hispanic patients reported 

more satisfaction with communicating with their doctors 

compared to their White counterparts (β=1.20, P,0.001). 

Patients with higher levels of functional impairment had 

more dissatisfaction with their communication with doctors 

(β=−0.52, P,0.001). Physicians’ emotional support (β=0.33, 

P,0.001) and willingness to act as patient advocates (β=1.39, 

P,0.001) were positively associated with patients’ satisfac-

tion with communication. Patients’ self-advocacy was not a 

significant predictor of their satisfaction with communicating 

with their doctors.

In terms of the doctor–patient relationship, we find a 

similar pattern. Table 3 illustrates the Ordinal Logit regres-

sion results between physicians’ advocacy and emotional 

support and assessment of the doctor–patient relationship. 

Participants’ health and doctors’ responsiveness were signifi-

cant predictors of participants’ evaluation of doctor–patient 

Table 2 linear regression analysis of patients’ satisfaction of 
communication

Variables Model 1 Model 2 Model 3

Doctor’s emotional support 0.3541*** 0.3401*** 0.3279***
(0.0277) (0.0276) (0.0273)

Doctor acts as advocate (ref = no) 1.5932*** 1.5141*** 1.3952***
(0.2425) (0.2384) (0.2357)

Patient’s self-advocacy −0.0136 −0.0192 −0.0066
(0.0192) (0.0189) (0.0207)

IADls −0.6086*** −0.5168***
(0.1350) (0.1379)

self-rated health (ref = poor/fair)
good 0.3393 0.3578

(0.1986) (0.1959)
Very good 0.0706 0.2569

(0.2363) (0.2352)
Comorbidity −0.0611 −0.0131

(0.0573) (0.0572)
race (ref = White)

Black −0.3107
(0.2541)

hispanic 1.1982***
(0.2561)

Others 0.7286*
(0.3371)

Marital states (ref = married) 0.0803
(0.1755)

education (ref = less than high school)
high school 0.2428

(0.2439)
More than high school 0.3829

(0.2170)
Age −0.0176

(0.0110)
gender (ref = male) 0.1279

(0.1758)
Intercept 4.8687*** 6.2150*** 7.1256***

(0.6655) (0.7256) (1.1703)

n 806 804 804
R2 0.307 0.341 0.373

Notes: Dependent variable is patients’ satisfaction with physicians. n=806. standard 
errors in parentheses are reported. *P,0.05 and ***P,0.001.
Abbreviations: IADls, instrumental activities of daily living; ref, reference.

Table 3 Ordinal logistic regression analysis of doctor–patient 
relationship

Variables Model 1 Model 2 Model 3

Doctor’s emotional support 0.4065*** 0.4060*** 0.4043***
(0.0328) (0.0333) (0.0338)

Doctor acts as advocate (ref = no) 1.5316*** 1.5340*** 1.5628***
(0.2321) (0.2338) (0.2371)

Patient’s self-advocacy 0.0242 0.0206 0.0158
(0.0190) (0.0192) (0.0215)

IADls −0.3357** −0.2481*
(0.1253) (0.1314)

self-rated health (ref = poor/fair)
good 0.0879 0.0848

(0.1890) (0.1927)
Very good 0.1378 0.2121

(0.2319) (0.2377)
Comorbidity −0.0740 −0.0360

(0.0548) (0.0563)
race (ref = White)

Black −0.4139
(0.2457)

hispanic 0.5882*
(0.2674)

Others 0.2669
(0.3368)

Marital states (ref = married) 0.1939
(0.1738)

education (ref = less than high school)
high school 0.3979

(0.2387)
More than high school 0.4731*

(0.2149)
Age −0.0267*

(0.0110)
gender (ref = male) −0.2304

(0.1755)

Constant 1 9.8926*** 9.2248*** 7.5634***
(0.7862) (0.8295) (1.2197)

Constant 2 13.2532*** 12.6768*** 11.1282***
(0.8687) (0.9077) (1.2664)

n 806 804 804

Notes: Dependent variable is doctor–patient relationship. n=806. standard errors 
in parentheses are reported. *P,0.05. **P,0.01. ***P,0.00.
Abbreviations: IADls, instrumental activities of daily living; ref, reference.
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relationship. High levels of emotional support (β=0.40, 

P,0.001) and higher levels of willingness to act as patient 

advocates (β=1.56, P,0.001) were positively associated 

with improved patient–doctor relationship. Participants who 

reported higher levels of functional limitations (β=−0.25, 

P,0.05) were less likely to report a good relationship 

with their primary care doctors. Again, Hispanics reported 

more satisfaction in terms of doctor–patient relationship 

(β=0.59, P,0.05). Education was also a significant predic-

tor of doctor–patient relationship. Participants with a college 

education reported a better relationship with their primary 

care doctors (β=0.47, P,0.05) compared with their less 

than high school counterparts. Older participants were less 

likely to assess their doctor–patient relationship as “good” 

(β=−0.03, P,0.05). Participants’ self-advocacy was not a 

significant predictor in the model.

In sum, after controlling patients’ socio-demographic 

characteristics, the reported physicians’ responsiveness 

(advocacy and emotional support) was a significant predictor 

of patients’ positive evaluation of physicians. The pattern 

was quite consistent across different models. Compared 

with patients’ self-advocacy, doctors’ perceived orientation 

to patient care was more important in predicting satisfaction 

with doctor–patient communication and with evaluation of 

the overall doctor–patient relationship.

Discussion
Findings of our study confirm prior research on doctor–

patient communication regarding the importance of physi-

cians’ emotional support for patients’ perception of positive 

communication and satisfaction with the physician.22,23 Such 

emotional support is likely to assume even greater importance 

for elderly patients who may be less confident about care that 

they receive due to ageism in medical care.24,25 Indeed, older 

patients and more impaired patients with more functional 

limitations expressed less satisfaction and provided less 

positive evaluations of their physicians in our study. Some 

prior research has pointed to greater satisfaction expressed by 

older patients. However, that research included a generally 

younger population.5

Sicker patients and those with greater functional impair-

ments have been found in prior research to express less 

satisfaction with their medical care. This may be attributed 

to the direct effect of poor health on satisfaction. Another 

explanation is based on the belief that poorer health care 

is provided to sicker patients.26 Older patients’ functional 

limitations are likely to pose challenges during medical visits 

and may require that the physician spend more time to deal 

with complex medical issues. Consequently, satisfaction may 

be diminished with physicians who are unable to adequately 

address the patients’ complex problems.2

Our findings regarding the lower satisfaction with phy-

sicians among less educated patients and among African 

American respondents are consistent with observations 

regarding challenges faced by patients who are negotiat-

ing health care in the face of multiple vulnerabilities.1 It is 

notable that prior research has generally found lower satisfac-

tion with medical care among minorities. Racism in health 

care has been noted as a likely underpinning of patients’ 

dissatisfaction.27 The greater satisfaction of Latino patients 

in our study may be attributed to the participation of Cuban 

elderly in Miami. These patients tended to receive care from 

Cuban physicians who were immersed in the same culture 

and often knew their patients outside the doctor patient 

encounter and interacted with them socially. It is also notable 

that we only included English-speaking Latino respondents 

in our study, and in prior research, English-speaking Latinos 

have shown higher levels of satisfaction with care than did 

their Spanish-speaking counterparts.28

Our findings indicate that older patients view their phy-

sicians as serving advocate functions on patients’ behalf. 

These patients appreciate and respond favorably to the 

advocacy of their physicians. It is remarkable that a very 

high proportion (87%) of our respondents reported that their 

physicians serve as advocates on their behalf. These findings 

are consistent with prior research results regarding prefer-

ences of older adults to have limited involvement in health 

care decision making.29 They are also consistent with prior 

observations that desire of older adults for shared decision 

making is heterogeneous30 and that the power imbalance in 

patient physician relationships may result in older adults’ 

preferences for physicians’ advocacy, rather than patients’ 

self-advocacy.

Our findings are even more remarkable when we consider 

the very limited reporting of self-advocacy by respondents in 

our study. The answer to the original question posed in the 

title of the study resoundingly favors physicians’ advocacy. 

Patients’ advocacy, in contrast, is reported to be both infre-

quent and as having limited relevance to elderly patients’ 

satisfaction with care. These findings suggest that elderly 

patients are comfortable viewing their doctors as their health 

care advocates. They appear to be far more concerned with 

physicians’ ability to help them navigate the system, and 

then, they are fearful about physicians disregarding patient 

autonomy. It appears that elderly patients believe in the 

empathic commitment of their doctors to promote patients’ 
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well-being and trust that their physicians will represent their 

best interests.31

The empowerment paradigm calling for greater patients’ 

advocacy does not appear to be consistent with understand-

ings and desires of the current cohort of elderly patients. 

According to recent qualitative research,29 preference of older 

adults for physicians’ advocacy may reflect a subtler form of 

participation that is intended to be respectful of health care 

providers and intended to foster partnerships with them.

There is currently a broader recognition in the field of 

primary care about the social responsibility of physicians 

to engage in health advocacy.32 Such advocacy is viewed 

as transcending day-to-day interactions with patients and 

also responds to broader societal factors that pose barriers 

to care. Patients’ advocacy, reflecting professional initia-

tives on behalf of patients, has received attention both in 

medicine and in nursing.10 On one hand, the desirability of 

social responsibility of health care providers for patients’ 

well-being is recognized. On the other hand, health care 

providers’ advocacy has been viewed as problematic as it 

may limit patient autonomy.

Conclusion
Our findings suggest that based on trust in their physicians, 

elderly patients are not overly concerned about curtailment 

of their autonomy. They do not seek more active roles 

through patients’ advocacy. There is much concern expressed 

currently in the nursing and medical literature about the 

ambiguity involved in professional roles as patient advocates. 

Our research suggests that older adults might offer pragmatic 

suggestion on the benefits they see in continued involvement 

of health care providers in advocacy roles.
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