
ORIGINAL INVESTIGATION

Hidden in Plain Sight

Medical Visit Companions as a Resource for Vulnerable Older Adults

Jennifer L. Wolff, PhD; Debra L. Roter, DrPH, MPH

Background: Sicker patients are less satisfied with the
quality of health care they receive than their healthier
counterparts.

Methods: A sample of 12 018 community-dwelling Medi-
care beneficiaries 65 years or older from the 2004 Medi-
care Current Beneficiary Survey was studied. Multivar-
iate regression was used to describe whether beneficiaries’
self-reported satisfaction with their usual-care physi-
cian was related to the presence or functions assumed
by visit companions.

Results: Overall, 38.6% of beneficiaries reported being
typically accompanied to routine medical visits. Accom-
panied beneficiaries were older, less educated, and in
worse health than their unaccompanied counterparts.
More than 60% of companions facilitated visit commu-
nication by recording physician instructions (44.1%), pro-
viding information regarding patients’ medical condi-
tions or needs (41.6%), asking questions (41.1%), or
explaining physicians’ instructions (29.7%). After con-
trolling for sociodemographic and health differences, ac-

companied beneficiaries were more highly satisfied with
their physician’s technical skills (odds ratio [OR],1.15;
95% confidence interval [CI], 1.02-1.30), information giv-
ing (OR, 1.19; 95% CI, 1.05-1.35), and interpersonal skills
(OR,1.18; 95% CI, 1.03-1.35) than unaccompanied ben-
eficiaries. Accompanied beneficiaries whose visit com-
panions were more actively engaged in communication
rated physician information giving (OR,1.42; 95% CI,
1.14-1.77) and interpersonal skills (OR,1.29; 95% CI,
1.05-1.59) more favorably. This relationship was stron-
gest among beneficiaries with the worst self-rated health.

Conclusions: Visit companions are commonly present
in older adults’ routine medical encounters, actively en-
gaged in care processes, and influential to patients’ sat-
isfaction with physician care. More systematic recogni-
tion and integration of visit companions in health care
processes may benefit quality of care for a particularly
vulnerable patient population.
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C ONCERNS REGARDING DEFI-
cits in care quality and ris-
ing health care costs have
grown in recent years,
fueled in part by antici-

pated, demographically driven increases
in health services use. In response, nu-
merous quality improvement activities
have been undertaken, including ad-
vances in information technology, the cre-
ation of novel chronic care delivery mod-
els, and performance-based physician

payment schemes. Yet few of these en-
deavors have successfully addressed defi-
ciencies in quality of care1 or dissatisfac-
tion with care2,3 among those patients who
are the sickest. Moreover, these initia-
tives seldom address the experience of pa-
tients and their families during face-to-
face medical encounters, even though these
experiences are thought to represent “true
north” in quality care.4

There has been a growing apprecia-
tion of families’ relevance to patient care5-8;
however, specific knowledge is limited re-
garding what attributes of their involve-
ment are valued or helpful to patients or
efficacious in terms of quality-of-care out-
comes. Likewise, information regarding the
frequency, characteristics, and impact of
family involvement during medical visits
has thus far been limited to small stud-
ies9-11 with restricted samples of patients.
This study contributes to knowledge on
the topic by presenting population-based
estimates of the number and characteris-
tics of Medicare beneficiaries who report
being typically accompanied to routine
medical visits. Attributes of family mem-
bers and friends who accompany pa-
tients (for simplicity, referred to as visit
companions) and the functions that they
perform are also described. Finally, we
examine whether accompaniment status
of beneficiaries, or functions assumed by
visit companions, have a bearing on ben-
eficiaries’ satisfaction with their usual
physician.
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METHODS

The Medicare Current Beneficiary Survey (MCBS) is a rotating
panel survey of a nationally representative sample of Medicare
beneficiaries. The sample for this study consists of 12 018 com-
munity-dwelling Medicare beneficiaries 65 years or older who were
continuously enrolled throughout the 2004 calendar year. In-
person interviews were conducted with the beneficiary or with
his or her proxy if the beneficiary was unable to respond. With
sample weights, study participants are representative of approxi-
mately 30 million community-dwelling Medicare beneficiaries.

MEASURES

Accompaniment status was ascertained by the participants’ re-
sponses as to whether they are “usually” accompanied to their
usual source of care. Visit companion identity refers to the re-
lationship of the accompanying individual to the study par-
ticipant. Respondents endorsed up to 9 functions indicating the
reasons for which participants were accompanied, including
assistance with logistics (transportation, physical assistance, ap-
pointment scheduling), engagement in care processes and visit
communication (taking notes, asking questions, providing in-
formation to the physician about the patient’s medical condi-
tion, explaining physicians’ instructions to the patient, and act-
ing as an English language translator), and the provision of
company and moral support.

Beneficiaries’ age, sex, education, self-rated health, as well
as 14 self-reported chronic conditions, hearing, and vision im-
pairment were reported. Disability was defined as having re-
ceived help with performing—or not performing owing to a
health or physical problem—any of 5 instrumental activities
of daily living (IADLs) or 5 activities of daily living (ADLs),
categorized as “not disabled,” “IADL disabled only,” or “ADL
disabled.” Total annual Medicare expenditures, summarized
from administrative claims data, are presented for the subset
of participants who were continuously enrolled in fee-for-
service Medicare throughout the calendar year.

Ratings of beneficiaries’ satisfaction with their usual phy-
sician were constructed from a series of 12 questions. Re-
sponses were elicited on a 4-point Likert scale and were re-
coded as necessary so higher values corresponded to more
favorable ratings of beneficiaries’ usual physician.

STATISTICAL ANALYSIS

Factor analysis was used to reduce the number of items and cre-
ate a coherent structure for measuring beneficiaries’ satisfaction
with their usual physician and functions performed by visit com-
panions. Responses regarding satisfaction with participants’ usual
physician were grouped into 3 subscales: “technical quality,” “in-
formation giving,” and “interpersonal skills” (range, 0-12; Cron-
bach �=0.85, 0.92, and 0.84, respectively), which is consistent
with other reports regarding the psychometric properties of these
measures.12 To construct more meaningful measures and to de-
lineate those beneficiaries who rated their usual physician most
favorably, we created dichotomous categorical variables for each
subscale at the top third of satisfaction ratings.

Aside from translating English language, the 4 functions de-
scribing companion engagement in visit communication (tak-
ing notes, asking questions, providing information to the physi-
cian about the patient’s medical condition, explaining physicians’
instructions to the patient) loaded on a single factor and dem-
onstrated good internal consistency (Cronbach �=0.77). These
items were combined to create a summary scale ranging from 0
to 4, indicating the number of aggregate communication func-
tions assumed by accompanied beneficiaries’ visit companions.

We employed �2 and t tests to examine the strength of differ-
ences in beneficiaries’ sociodemographic and health character-
istics by accompaniment status. Visit companions’ relationship
to beneficiaries was similarly examined, as well as tasks they
were reported to fulfill, stratified by the beneficiaries’ self-rated
health. Beneficiaries’ satisfaction with their usual physician was
examined, stratified by accompaniment status, and adjusted for
sociodemographicandhealthcharacteristicsof the2groups.Last,
multivariate regressionmodelswereconstructedtoexaminecom-
munication functions performed by visit companions in relation
to measures of accompanied beneficiaries’ satisfaction with their
usualphysician, adjusting for sociodemographicandhealthchar-
acteristics. All analyses were conducted with SAS statistical soft-
ware (version9.1; SAS Inc,Cary,NorthCarolina)usingsampling
weights in conjunction with SAS survey procedures to account
for the complex multistage survey design of the MCBS.

Analyses excluded 531 of the 12 018 participants (4.4%) who
refused or did not respond to the question regarding accompa-
niment to routine medical encounters. Proxy respondents
(n=956) are included in all analyses except those related to ben-
eficiaries’ satisfaction with their usual physician. Proxy respon-
dents were more likely to report for participants who were ac-
companied to routine medical encounters and who were older,
male, less educated, more disabled, and had received a diagno-
sis of stroke, dementia, hip fracture, Parkinson disease, psychi-
atric disorder, or had vision or hearing impairment. Sensitivity
analyses that separately included all participants regardless of item
nonresponse on physician satisfaction measures or reliance on
proxy respondents did not meaningfully change findings.

RESULTS

CHARACTERISTICS OF ACCOMPANIED
BENEFICIARIES

More than one-third (38.6%) of beneficiaries reported being
usually accompanied on medical visits by a companion
(Table 1). Accompanied beneficiaries were on average
more than 3 years older (77.7 vs 74.1 years) and approxi-
mately twice as likely to have less than a high school edu-
cation and to report fair or poor self-rated health than those
who were unaccompanied. Accompanied beneficiaries car-
ried a greater burden of aggregate chronic disease; each of
the 16 chronic conditions listed in Table 1 was more highly
prevalent among accompanied beneficiaries. Disability was
also substantially greater among accompanied beneficia-
ries, both in terms of IADL (20.0% vs 5.1%) and ADL (16.5%
vs 1.4%) impairment. Accompanied beneficiaries in-
curred mean annual Medicare expenditures that were more
than twice as high as their unaccompanied counterparts
($8326 vs $4097; P� .001 for all comparisons).

CHARACTERISTICS OF VISIT COMPANIONS

Visit companions were spouses (53.3%), adult children
(31.9%), other relatives (6.8%), roommates, friends, or
neighbors (5.2%), or nonrelatives (2.8%); less than 1%
of beneficiaries reported their visit companion to be a
nurse, nurse aide, or legal or financial officer (data not
shown). The relationship of visit companion to benefi-
ciary varied by health; with worse self-rated health,
spouses were significantly less likely, and adult chil-
dren or other nonrelatives more likely, to serve as visit
companion (P� .001).
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FUNCTIONS PERFORMED
BY VISIT COMPANIONS

As evident in Table 2, visit companions were com-
monly engaged in visit communication. They were re-
ported to record physician comments and instructions
(44.1%), communicate information about beneficiaries’
medical condition to their physician (41.5%), ask ques-
tions (41.0%), explain physicians’ instructions (29.7%),
and translate English language (3.3%). Most visit com-
panions (63.8%) engaged in at least 1 of these activities.
Visit companions who performed at least 1 of the activi-
ties were fairly evenly distributed across number of func-
tions performed, with 22.4% engaged in a single task,
26.6% in 2 tasks, and 24.4% in 3 tasks, and 26.7% per-
forming all 4 communication functions (data not shown).

Visit companions were also reported to be present for
company and moral support (28.4%) and to assist with lo-
gistics such as transportation (52.3%), scheduling appoint-
ments (16.6%), and the provision of physical assistance
(8.4%).Givenworse self-ratedhealth, visit companionswere
incrementally more likely to fulfill each of the specified func-
tions, with the exception of providing company and moral
support. This was reported most often among beneficia-
ries who rated their health to be “excellent.”

BENEFICIARIES’ SATISFACTION
WITH THEIR USUAL PHYSICIAN

The results of simple and multivariate logistic regression
models examining the relationship between beneficia-
ries’ accompaniment status and satisfaction with their usual
physician are displayed in Table 3. Accompaniment sta-
tus was unrelated to the likelihood of reporting high sat-
isfaction in unadjusted models. However, after adjusting
for sociodemographic and health differences in the 2
groups, accompanied beneficiaries were more highly sat-
isfied with their usual physician’s technical skills (odds ra-
tio [OR],1.15; 95% confidence interval [CI], 1.02-1.30),
information giving (OR,1.19; 95% CI, 1.05-1.35), and in-
terpersonal skills (OR,1.18; 95% CI, 1.03-1.35).

Multivariate regression models were constructed to ex-
amine the relative effects of patients’ sociodemographic
and health characteristics and the intensity of compan-
ion engagement in visit communication on accompa-
nied beneficiaries’ satisfaction (Table 4). Beneficiaries
whose visit companion performed more than 2 of 4 com-
munication functions were significantly more highly sat-
isfied with their physicians’ information giving (OR,1.42;
95% CI, 1.14-1.77) and interpersonal skills (OR,1.29; 95%
CI, 1.05-1.59) than those whose companions were less
active in visit communication. A similar, albeit weaker,
effect was found with regard to the relationship be-
tween actively engaged visit companions and beneficia-
ries’ satisfaction with physicians’ technical skills (OR,1.22;
95% CI, 0.98-1.52). Having less than a high school edu-
cation (compared with greater education) and “fair” or
“poor” self-rated health (compared with “excellent,” “very
good,” or “good” health) were also notable correlates of
accompanied beneficiary satisfaction, the former being
somewhat stronger than the latter across all 3 satisfac-
tion dimensions.

Table 1. Characteristics of 11 487 Older Adults by
Accompaniment Status to Their Usual-Care Physician

Characteristic

Accompaniment Status

Accompanied
(n=4725)

Not
Accompanied

(n=6762)

Weighted study sample,
No. (%)a

11 573 000 (38.6) 18 439 000 (61.4)

Mean age, y 77.7 74.1
Sex

Male 39.3 44.6
Female 60.7 55.4

Educationb

Less than high school 39.5 21.0
High school/vocational training 36.4 37.4
Some college or more 24.1 41.7

Self-rated healthb

Excellent/very good 35.0 52.7
Good 33.4 32.7
Fair/poor 31.3 14.5

Presence of chronic conditionb,c

Hypertension 66.6 61.7
Osteoarthritis 60.9 54.1
Other heart condition 39.3 30.0
Diabetes mellitus 24.9 18.1
Coronary artery disease 23.6 18.2
Osteoporosis 21.8 18.4
Cancer 20.0 17.9
Emphysema, asthma, or COPD 16.7 13.3
Psychiatric disorder 16.5 11.3
Stroke 15.9 8.2
Rheumatoid arthritis 13.0 9.4
Vision impairmentd 10.2 2.9
Hearing impairmente 9.5 3.7
Dementia 7.2 0.6
Hip fracture 5.3 2.4
Parkinson disease 2.3 0.7
Chronic conditions, mean No. 3.5 2.7

Disabilityf

Not disabled 63.5 93.5
IADL disability 20.0 5.1
ADL disability 16.5 1.4

Mean Medicare reimbursement,
$g

8326 4097

Abbreviations: ADL, activity of daily living; COPD, chronic obstructive
pulmonary disease; IADL, instrumental ADL.

aData are from the 2004 Medicare Current Beneficiary Survey (MCBS)
(see the “Methods” section) and are weighted to reflect the national
population of continuously enrolled community-dwelling Medicare
beneficiaries 65 years or older, and are given as percentages except where
noted. Sample includes 10 531 participants who self-reported survey
responses and 956 with proxy respondents. Beneficiaries who aged into
Medicare or who died during calendar year 2004 are excluded. P� .001 for
all comparisons except cancer, for which P� .01. Tests of difference
calculated using �2 or t tests as appropriate. Standard errors of estimates
take into account the complex sampling strategy employed by MCBS.

bLess than 1% of observations with responses of “don’t know,” “refused,”
or “not ascertained”; categorized as “less than a high school” education,
“poor” self-rated health, and absence of chronic condition.

cSelf- or proxy response to physician diagnosis for conditions, with the
exception of vision and hearing impairment.

dA lot of trouble seeing or no usable vision while wearing glasses or
contact lenses.

eA lot of trouble hearing or deaf (with a hearing aid).
fReceived help or did not perform for a health reason any of 5 IADL tasks

(using the telephone, light housework, meal preparation, shopping, paying
bills) or ADL tasks (bathing, dressing, eating, transferring, toileting).

gFee-for-service beneficiaries only; excludes 1884 (4.9 million weighted)
beneficiaries enrolled in Medicare Advantage plans.
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A graphic representation of this relationship is de-
picted in the Figure, stratified by beneficiaries’ self-
rated health. Accompanied beneficiaries in “fair” or “poor”
health whose companion was not reported to have
engaged in any communication functions rated all 3
aspects of satisfaction more negatively than their coun-
terparts in “excellent”/“very good” or “good” health. How-
ever, the inverse relationship between health status and
satisfaction diminishes incrementally with greater com-
panion engagement in communication processes. This
relationship is less apparent for beneficiaries’ ratings of
physicians’ technical skills than for other satisfaction
dimensions.

COMMENT

This study presents evidence regarding a potentially valu-
able but largely unrecognized quality of care resource.
Findings establish that visit companions, most often
spouses and adult children, are commonly present in older
adults’ routine medical encounters, actively engaged in
the exchange of health information between patients and
their physicians, and influential in patients’ perceptions
of physician interpersonal rapport and information giv-
ing. Moreover, visit companions tend to accompany pa-
tients who are especially vulnerable; in this study, ac-

Table 2. Functions Performed by Visit Companions in Routine Medical Encounters, Stratified by Medicare Beneficiaries’ Self-rated Health

Function
Overall

Sample, %a

Beneficiaries’ Self-rated Health

Excellent/
Very Good, % Good, % Fair/Poor, %

Direct engagement in visit communication
Write down what physician says/record instructions/take notes/remember 44.1 39.0 43.5 50.3
Give information/explain my medical condition or needs 41.6 35.0 40.2 50.2
Ask questions 41.1 38.0 38.3 47.4
Explain physician’s instructions 29.7 23.7 28.1 38.1
Translate language 3.3 3.1 2.9 4.0

Keep company/moral support 28.4 35.8 27.6 21.0
Logistical assistance

Transportation 52.3 45.3 52.9 59.4
Schedule appointments 16.6 13.5 15.1 21.7
Provide physical assistance 8.4 4.6 7.0 14.2

Abbreviation: MCBS, Medicare Current Beneficiary Survey.
aSample includes 3926 participants who self-reported survey responses and 799 participants with proxy respondents. P� .001 for all comparisons except

“translate language,” for which P =.23.
bData are from the 2004 MCBS (see the “Methods” section) and are weighted to reflect the national population of continuously enrolled community-dwelling

Medicare beneficiaries 65 years or older. Tests of difference calculated using �2 or t tests as appropriate. Standard errors of estimates take into account the
complex sampling strategy employed by MCBS.

Table 3. Simple and Multivariate Logistic Regression Analyses of Medicare Beneficiaries’ Satisfaction With Their Usual-Care
Physician by Accompaniment Statusa

Dimensions of Satisfaction

High Satisfaction With Usual Physician
Unadjusted OR

(95% CI)
Adjusted OR
(95% CI)bAccompanied Unaccompanied

Technical skillsc

Analytic sample, No. 3756 6294 0.97 (0.86-1.09) 1.15 (1.02-1.30)
Highly satisfied, % 28.1 29.1

Information givingd

Analytic sample, No. 3802 6350 1.04 (0.92-1.18) 1.19 (1.05-1.35)
Highly satisfied, % 29.2 28.5

Interpersonal skillse

Analytic sample, No. 3825 6417 1.03 (0.90-1.17) 1.18 (1.03-1.35)
Highly satisfied, % 28.1 27.6

Abbreviations: CI, confidence interval; MCBS, Medicare Current Beneficiary Survey; OR, odds ratio.
aData are from the 2004 MCBS (see the “Methods” section) and are weighted to reflect the national population of continuously enrolled community-dwelling

Medicare beneficiaries 65 years or older. Standard errors of estimates reflect the complex sampling strategy employed by the MCBS. The sample was restricted to
participants who self-reported responses to the MCBS.

bAdjusted for age, sex, education, self-rated health, number of chronic conditions, and functional disability.
cTechnical skill refers to physicians’ carefulness, competence and training, understanding of your medical history, and complete understanding of things wrong

with you (“highly satisfied” indicates a score �10 of 12).
d Information giving refers to “having your questions answered,” “confidence in your physician,” “being able to depend on your physician,” and “being told all

you want to know about your condition and treatment” (“highly satisfied” indicates a score �9 of 12).
e Interpersonal skills refers to “physician does not seem to be hurried,” “explaining your medical problems,” “physicians not acting as though they are doing

you a favor,” and “having your problems discussed” (“highly satisfied” indicates a score �8 of 12).
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companied patients were older, less educated, and in worse
health than their unaccompanied counterparts. We be-
lieve these results, taken together, merit the attention of
policy makers, physicians, and researchers interested in im-
proving quality of care for the sickest patients, who tend
to be least satisfied with the quality of their health care.

Our most notable finding was that accompanied ben-
eficiaries’ experience of care, as reflected by their satisfac-
tion with physicians’ interpersonal and information-
giving skills, was at least in part a function of the intensity
of companions’ involvement in visit communication. The
strength of this relationship was most notable among in-
dividuals with the worst self-rated health. Specifically, for
the sickest patients, the greater number of communica-
tion functions they reported being performed by their visit
companion, the more highly they rated the information giv-
ing and interpersonal skills of their usual-care physician.
That the inverse relationship between beneficiaries’ health
status and satisfaction with their usual physician was at-
tenuated with greater companion involvement in visit com-
munication suggests that the presence and actions of visit
companions may bridge communication barriers in the care
of especially vulnerable patients.

The dynamics of physician-patient communication
have been found to suffer with greater complexity of ill-
ness. Physicians have been found to less comprehen-
sively solicit information from sick patients,13,14 to be more
task-oriented in their interactions,3,15,16 and to be less apt
to engage in social dialogue.15,17,18 Physicians report lik-
ing sicker patients less than patients who are healthy; they
rate corresponding visits as less satisfying.17,18 In turn,
individuals in poor health like their physicians less and
are less satisfied with their care.2,3,18,19 This inverse rela-
tionship between patients’ health and satisfaction with
care is of concern in that satisfaction is a quality-of-care
indicator and is linked to valued outcomes for both pa-

tients and physicians, ranging from patient adherence and
appointment keeping, to physician satisfaction, burn-
out, and malpractice litigation.18,20,21

Because information in this study was limited to usual
behaviors for a defined set of tasks, we can only specu-
late as to the mechanism by which visit companions in-
fluenced participants’ perceptions of care. However, ob-
servational studies are consistent with our results and
provide further insight to the processes at play. Two par-
allel studies9,22 of audiotape-recorded medical encoun-
ters found visit companions to commonly facilitate phy-
sician and patient understanding by clarifying or
expanding on patient history, asking questions of the phy-
sician, and prompting patient involvement. Patients who
were older and in worse health held greater expecta-
tions for companion involvement,22 and their compan-
ions were in turn more verbally active.9,22 In 1 study,9

patients whose visit companions prompted their en-
gagement in medical dialogue were more than 4 times
as likely to be actively engaged in decision making. Col-
lectively, these studies suggest that the presence and
roles assumed by visit companions are salient to quality
of patient-physician communication and delivery of pa-
tient-centered care.

To our knowledge, this is the first study to draw from
a nationally representative survey to examine patient ac-
companiment to medical encounters, and results are con-
sistent with the published literature in documenting that
accompanied patients are not only disproportionately
older11,22,23 and in worse health,11,22,24 but that they also
tend to be less educated than their unaccompanied coun-
terparts.11,22,25 Health literacy deficits have been linked
to a host of unfavorable health and health services
outcomes, including suboptimal physician-patient com-
munication, as well as poor recall and understanding of
treatment recommendations.26 The extent to which the

Table 4. Multivariate Logistic Regression Analyses of Accompanied Medicare Beneficiaries’ Satisfaction With Their Usual-Care
Physician by Intensity of Visit Companion Engagement in Communicationa

Characteristic

Beneficiaries Reporting High Satisfaction With Their Usual Physician

Technical Skills,
AOR (95% CI)b

Information Giving,
AOR (95% CI)c

Interpersonal Skills,
AOR (95% CI)d

Age, y 0.98 (0.97-0.99) 0.98 (0.97-1.00) 0.99 (0.97-1.00)
Female sex 0.99 (0.86-1.14) 1.11 (0.94-1.32) 1.10 (0.95-1.27)
High school education or less 0.61 (0.52-0.72) 0.65 (0.54-0.77) 0.54 (0.46-0.64)
No. of chronic conditions 1.01 (0.98-1.05) 1.04 (0.70-1.08) 1.02 (0.98-1.07)
Fair or poor self-rated health 0.76 (0.62-0.93) 0.76 (0.62-0.92) 0.74 (0.61-0.89)
IADL or ADL disability 0.90 (0.76-1.08) 0.89 (0.74-1.07) 0.95 (0.80-1.13)
Visit companion highly engaged in communicatione 1.22 (0.98-1.52) 1.42 (1.14-1.77) 1.29 (1.05-1.59)

Abbreviations: ADL, activity of daily living; AOR, adjusted odds ratio; CI, confidence interval; IADL, instrumental ADL.
aData are from the 2004 Medicare Current Beneficiary Survey (MCBS) (see the “Methods” section) and are weighted to reflect the national population of

continuously enrolled community-dwelling Medicare beneficiaries 65 years or older. Standard errors of estimates take into account the complex sampling strategy
employed by the MCBS. The sample was restricted to 3926 participants who self-reported responses to the MCBS.

bTechnical skill refers to “physicians’ carefulness,” “competence and training,” “understanding of your medical history,” and “complete understanding of things
wrong with you” (n=3756).

c Information giving refers to “whether all questions were answered,” “confidence in your physician,” “depending on your physician to feel better physically and
emotionally,” and “being told all you want to know about your condition and treatment” (n=3802).

d Interpersonal skills refers to “physicians’ seeming to be in a hurry,” “not explaining your medical problems,” “acting as though they are doing you a favor,” “or
having problems that should be discussed with your physician but are not” (n=3825).

eMore than 2 of the following 4 functions performed by beneficiaries’ visit companion: taking notes, asking questions, providing information to the physician
regarding patient’s medical condition, explaining physicians’ instructions to the patient.
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presence of a visit companion has a bearing on the ame-
lioration of health literacy deficits merits further atten-
tion and research.

STUDY LIMITATIONS

As with any survey, information collected is only as good
as the questions asked and the interpretation, memory,
veracity, and accuracy of the respondents. In this re-
gard, we were restricted to questions fielded by the MCBS.
Some respondents may have interpreted “usually accom-
panied to your medical visit” as including companions
who remained in the waiting room. Because of this, we
could not accurately distinguish whether visit compan-
ions identified as providing only logistical assistance, such
as transportation, were actually present during the en-
counter. Therefore, we restricted our analyses of com-
panion functions to those specific to medical encounter
communication processes. In a similar vein, questions

regarding disruptive or unhelpful companion behaviors
were not included in the survey, and these may have acted
to impede rather than facilitate communication for some
patients. However, 2 observational studies found un-
helpful companion behaviors to occur less frequently and
to be of less consequence than facilitative behaviors, which
suggests that the absence of these questions may not have
dramatically changed our conclusions.9,22

Although we believe that it is the communication func-
tions assumed by visit companions, rather than their mere
presence in the visit, that are most influential to pa-
tients’ satisfaction, we cannot be sure of the causal mecha-
nism. It is possible that the relationship is due to un-
measured factors, such as physicians’ spending more time
with actively accompanied patients or physicians’ sim-
ply being more pleasant when a companion is perceived
to be an engaged advocate.

We recognize that patient ratings of satisfaction are
subjective in nature and may diverge from more objec-
tive indications of clinical quality.27 That said, patients’
satisfaction has been established as conveying meaning-
ful information regarding the experience of receiving care,
such as unmet expectations, quality of information
giving and communication, and patient-centered-
ness.21,28,29 The quality of patient-physician communica-
tion, in turn, has been shown to have clinically impor-
tant implications for a range of valued outcomes, such
as patients’ knowledge of their illness, treatment regi-
men adherence, and physiologic health outcomes.20,21,30

Findings from this study are limited to routine medi-
cal encounters among community-dwelling older adults.
For example, prenatal visits, oncology care, and treat-
ment for acutely ill, hospitalized, cognitively impaired,
or dying patients all may involve family members or
friends to varying degrees. Elucidating the frequency,
roles, and implications of visit companions to the expe-
riences of these populations is beyond the scope of this
study, although the positive observed effects may be op-
erable in broader health contexts.

CLINICAL IMPLICATIONS

For physicians, these data highlight the potential value
of visit companions to assist them in meeting the infor-
mational and interpersonal needs of their most vulner-
able older patients. In this regard, it is especially notable
that the magnitude of positive effect on patient satisfac-
tion related to having an engaged companion is compa-
rable to or greater than the negative impact of either low
education or poor health status. Those who fear that the
presence of a family member may intrude on the inti-
macy of the physician-patient relationship, jeopardize con-
fidentiality, or constitute an assault on patient au-
tonomy8,10 may be comforted and surprised by the
generally positive effect of visit companions on the care
experience of their elderly patients.

Given that patient-physician communication has been
shown to be amenable to improvement, educational in-
terventions that prepare physicians for interactions with
accompanied patients could enhance their ability to capi-
talize on the presence of visit companions. Similarly, in-
terventions that help companions clarify their functions
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Figure. Accompanied Medicare beneficiaries’ ratings of satisfaction with the
information giving, interpersonal skills, and technical skills of their
usual-care physician by number of communication functions performed by
their visit companion, stratified by self-rated health. A, Patient ratings of
physician information giving and companion’s engagement in visit
communication; B, patient ratings of physician interpersonal skills and
companion’s engagement in visit communication; C, patient ratings of
physician technical skills by companion’s engagement in visit
communication.
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in the visit and align these with patient expectations may
enhance the effect of their efforts.22 In light of the gen-
eral success of patient activation interventions,20,31,32 re-
liance on visit companions to facilitate patient activa-
tion merits consideration.

To the extent that visit companions’ involvement with
patients extends beyond the medical encounter, these find-
ings are relevant to initiatives aimed at improving pa-
tient safety and treatment adherence. To this point, a large
cohort study33 of Medicare enrollees found some 20% of
serious adverse drug events in the ambulatory setting to
be potentially avoidable and related to miscommunica-
tion and misunderstanding. It is also reasonable to sur-
mise that families and friends who are engaged in medi-
cal visit dialogue may be more knowledgeable and better
prepared to support health-related activities, such as medi-
cation compliance, in the community. In this regard, a
meta-analysis34 reported individuals who received prac-
tical assistance from others to be 3.6 times more adher-
ent to their treatment regimens.

Several successful innovations in geriatric care have
explicitly targeted high-risk older adults and their fami-
lies35-37 and suggest potential synergies emanating from
integrated partnerships between trained health profes-
sionals and older adults’ informal support networks. In
light of widespread fragmentation and quality deficien-
cies in health care, much may be gained from more ex-
plicitly recognizing and better integrating family visit com-
panions as contributing members of older adults’ health
care team. Results presented in this article suggest that
patients’ visit companions, hidden, but in plain sight, are
a valuable quality of care resource whose efforts, if fur-
ther optimized, could enhance the experience of care for
millions of vulnerable Americans.
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