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Abstract

This study examines distant caregiving relationships
to achieve a better understanding of the function of
compliance, outgroup typicality, and honest expla-
nations from an intergroup communication per-
spective. With more families living at a distance
due to our increasingly mobile society, long-dis-
tance caregiving (LDC) is a unique and growing car-
egiving situation that caregivers must face. LDC
differs for caregivers and patients in close geo-
graphic proximity due to lack of availability, lack of
intimate understanding of the caregiving needs at
hand, and unknown financial burdens. As family
residential distance increases, additional and
unknown stressors are placed on individuals who
provide distant care to an aging adult; however,
little is known about different accommodation
types used in situations of close-proximity as com-
pared with distance caregiving situations. A
sample of 130 self-identified distant family care-
givers completed an online survey about their com-
munication with their care recipient. This study is
one of the first known to examine communication
in the distant family caregiving context, and it
offers possibilities for future research on communi-
cation barriers and health issues that impact this
growing population.
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There are over 30 million Americans who are pro-
viding care for older family members with 15%
living more than one hour away from the care reci-
pient.1 Further, 29% of US adults, or roughly 65.7
million Americans, engage in informal care.2 Of
these, five to seven million provide care from a dis-
tance, a figure that is expected to double within 15
years.3

Caregiving is a potential public health issue that
will challenge society with caregivers who them-
selves suffer from various medical conditions.4

Distance caregiving differs from caregiving situ-
ations in which caregivers and patients are in close
geographic proximity in terms of lack of availability,
lack of intimate understanding of the caregiving
needs at hand, and unknown financial burdens.5

As family residential distance increases,6 stress is
often placed on individuals who provide distant
care to an aging adult; however, little is known
about different accommodation types used in situ-
ations of close-proximity as compared with distance
caregiving situations. It is important to note that
long-distance caregiving (LDC) is a unique family
communication situation that can be challenged by
shifting familial roles, the decline of care recipients’
physical and/or mental abilities, and difficulties in
obtaining sufficient, accurate health information,
difficulties in compliance, accommodation, and
truthful explanations of the care experience, which
can all be exacerbated by physical distance.5
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Having the ill family member at a distance creates
new stress and complications in the caregiver’s life,
including a lack of understanding the care needs,
the costs involved, and the time commitment to
provide adequate care. Distance is one of the most
difficult issues to manage in close relationships,7

and adds complexity in the LDC context.5 Distant
family caregivers must manage travel costs, work-
place accommodations, time constraints, and famil-
ial/relational difficulties while providing care
(NAC/MMMI). LDC communication is uniquely
constrained by geography.8,9 The emergence of
new technologies such as video chat and video-
phones10 can be helpful in many ways, but at the
same time does not solve the problem of immediate
care for emergencies and assistance with daily
needs5 (NAC/MMMI). Further, the American
College of Physicians’ ethical caregiver guidelines
suggest that providers ‘recognize that geographi-
cally distant caregivers may face unique challenges’
(p. 257).11

There are many barriers for the caregiver to
provide the care the care recipient needs, such as
increased expenses, time commitment, emotional
and physical ability to provide care, communication
competence, and distance. The distance and the time
it takes to reach the care recipient can provide issues
for the caregiver’s family members. Because of the
unique situation of this caregiving scenario, not a
lot of information is known about the adversities
distant caregivers and care recipients face in their
communication. Communication between the care
recipient and the caregiver is vital for the distant
caregiving population. Understanding the compli-
cations in distance caregiving communication can
help health communication specialists create better
guides and support groups to help caregivers and
care recipients deal with providing adequate care
that allows care recipients to continue living in
their homes.
How individuals accomplish the communicative

act of family caregiving is important for care recipi-
ent health outcomes. As a result of increased inter-
national mobility, adult children and their aging
parents more likely than ever before to move away
from their families.5,6,12. Individuals are living
longer, often with fewer long-term care options
available to them because of smaller family sizes,
reduced retirement savings, or economic hardship.
As Bevan and Sparks point out, caregiving experi-
ences are often transitional times for families who
must communicatively and behaviorally adapt as
they adjust in ways that enable them to manage
stressful family changes and emerge resilient and
emotionally intact. Although LDC is a growing

phenomenon with serious health and relational
implications, to our knowledge, the topic of distance
caregiving communication has yet to be seriously
considered. Taken from a larger LDC study that
examines a wide range of communication behaviors,
this paper examines which aspects of health-care
communication and related aspects of accommo-
dation may be present in the context of LDC, and
puts forth a health-care communication scale with
embedded elements of accommodation behaviors
existing in the health-care context.

Relatively few studies have approached the topic
of caregiving communication from intergroup
and/or social identity perspectives (see, however,
refs.13–16). This study examines the unique aspects
of health-care communication and related aspects
of accommodation that emerge in the caregiver–care
recipient relationship. Although atypical, we chose
to focus on caregivers’ perceptions of care recipients’
communication approaches because caregivers are
faced with sometimes difficult adherence and com-
pliance issues that emerge when caring for a
family member and the unique emotional relation-
ship that evolves across the lifespan.5 In addition,
caregivers’ perceptions of care recipients’ use of
different accommodation approaches and positive
relationships to perceptions of compliance, out-
group typicality, and honest explanations of care
are of increasing importance to understand, argu-
ably, because the care IS the relationship. The key to
the current study is the idea that recipients of accom-
modative behavior bring unique expectations for
optimal levels of accommodation to take place
because of the relationship. Because these expec-
tations may be based on stereotypes of those accom-
modating in a particular intergroup setting,17 we
posit that levels of perceived accommodative behav-
ior may reflect changes in group identity salience
and the family relationship, due to perceived stereo-
types and relational expectations of caregivers and
what constitutes appropriate caregiving encounters.
Also, in tapping into health-care communication
and aspects of accommodation, we anticipate that
perceptions of accommodation should predict
patient compliance.

When two individuals interact, a host of psycho-
logical, sociological, behavioral, and contextual vari-
ables play into decisions that those individuals
make about future interactions. For this reason, it
is vital to understand the processes through which
people form expectations for future interaction in
health-care contexts, especially in the distant care-
giver–care recipient relationship. Communication
Accommodation Theory (CAT) proposes that when
speakers from different social groups interact, they
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adjust or modify their verbal and nonverbal com-
munication in order to accommodate each other.18

People enter interactions with interpersonal and
intergroup goals, which are predetermined by each
individual’s tendency to view an encounter in inter-
group terms and the interpersonal history between
the interacting parties.15 CAT has been expanded
into a macro-level theory of communication inclus-
ive of all communication behaviors and has been
applied to a wide variety of contexts, motivations,
behaviors, strategies, and approaches, including
health.18,19 For instance, we are individuals, but
also we are members of multiple social groups
based on variables such as age, race, ethnicity,
socio-economic background, beliefs, attitudes,
values, and interests, and we are constantly in the
process of making judgments about other people
in terms of whether they are members of in-groups
(groups to which we feel we belong) or out-groups
(groups to which we feel we do not belong).
Caregivers and care recipients may be on the same
page when it comes to proper care, but also often
can be seen as members of different social groups
based on education, training, status, and percep-
tions of health and health care. Not only do care-
givers and care recipients have different care needs
and approaches to how care should be delivered,
but these differences may also reflect very different
perceptions of health and medicine.
These predispositions, attitudes, and views influ-

ence current interactions through accommodation to
each other via interaction. Specifically, how partici-
pants’ perceptions, speech behaviors, language
use, and subsequent responses are altered as they
negotiate meaning during an interaction to achieve
a desired social distance between themselves and
their communication partner? For example, partici-
pants may convert to their counterpart’s communi-
cation style by using the same language structure,
accent, dialect, speech rate, and lexical diversity as
their interlocutors in order to gain acceptance or
approval, or they may use such accommodation
approaches to distinguish themselves from com-
munication partners. There are several different
types of accommodation, including approximation,
discourse management, interpretability, and inter-
personal control.
There are two forms of approximation strategies

that may be used during interaction depending on
what the desired outcome is: convergence and
divergence. Both of these strategies are heavily
reliant on the behaviors of the person/s being
addressed.18,19 Convergence typically occurs with
interactants who wish to be more like their com-
munication partner. Individuals may modify

linguistic and nonverbal characteristics, such as
accents, dialects, pauses, utterance length, or
aspects of the communication exchange itself such
as information density and self-disclosure to be
more like their counterpart. Convergence is consist-
ently rated to be a positive accommodation
approach with a high probability of resulting in
compliance gaining, social attractiveness and pre-
dictability. However, sometimes it can be perceived
as insincere or over-facilitative, and can result in
misinterpretation of intent and miscommunication,
thus creating negative results.18,19 This process is
called overaccommodation, or a process where at
least one participant perceives a speaker to go
beyond a communicative style necessary for attun-
ing talk. For example, a younger health-care provi-
der may speak loudly or more slowly to an older
adult care recipient because they hold the stereotype
that older adults are hard of hearing or mentally
deficient. This type of communicative behavior is
often perceived as insensitive by the older adult
and may cause a communication breakdown
that limits effective discourse. In the caregiving
relationship, a communication breakdown of this
nature can be extremely harmful if it leads to the
care recipient not following directions for effective
treatment.
Divergence strategies are used by individuals to

distinguish their speech and nonverbal behaviors
from other’s behaviors to increase social distance
and to signal in-group and out-group member-
ship.18 Divergent interactions are often rated nega-
tively and are perceived to signal dislike and
disinterest in the person, conversation, or issue at
hand. The process of distinction may occur in one
of twoways: maintenance or speech complementary
strategies. Maintenance strategy occurs when one
continues her/his own speech style in a conversa-
tion regardless of how the interlocutor behaves.
Speakers maintain communicative behaviors to
avoid movement toward or away from other speak-
ers. For instance, during a doctor/patient conversa-
tion where the patient is calmly told s/he has stage
3 lung cancer, the patient may become upset and
scared. The doctor may maintain her/his calm
speech behavior so as not to further upset the patient
by becoming too emotional. Underaccommodation,
where at least one communication participant
perceives a speaker to be communicating in a
manner that is underplayed regarding needs or
wishes, can result during conversations in which
one person is using divergence strategies. An illus-
tration of this can be found in the previous mainten-
ance strategy example, where the patient may
perceive the doctor to be very insensitive because
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they offer no emotional support or sympathy while
s/he is upset about their cancer diagnosis.
Speech complementarity highlights sociolinguis-

tic differences between conversational partners
holding different roles, such as doctors and patients
or family caregivers.18,19 For example, in doctor to
doctor discussions, advanced vocabulary is often
used when describing illness or treatments. When
talking to patients about the same illness or treat-
ments, using the same complex words that a
patient/family caregiver may not understand can
lead to confusion and communication barriers.
Similar patterns of conversation can emerge in the
caregiving relationship.
Interpretability, discourse management, and

interpersonal control have also been explored
under the accommodation umbrella to examine
how a speaker can utilize accommodation in a con-
versation to control it. Interpretability focuses on
the receiver’s ability to interpret language perform-
ance occurring in the interaction.18,19 A conversation
participant utilizing this approach may speak more
loudly or slowly so the conversation partner under-
stands what is being said. The interpretability strat-
egy is common during conversations with older
adults who are stereotyped as being hard of
hearing and mentally deficient, and also frequently
occurs in cross-cultural conversations between
people whose primary languages are different. In
the caregiver relationship, caregivers must be
especially attuned to the special needs of care-recipi-
ents during communication about diagnoses and
treatments so as not to cause underaccommodation,
leading to decreased understanding due to the
inability to hear or understand instructions
because of language barriers.
Discourse management focuses on the receiver’s

conversational needs, and the receptor’s ability to
attune to those needs, such as topic selection,
face maintenance, backchanneling (noises like
humm, uh huh, um, etc. that people make during
conversation), or turn management.18,19 Discourse
management can be very important during com-
munication to show conversation partners that
they are being listened to and that the receptor
understands what they are trying to communicate.
This approach can be essential during telephone
conversations when interactants cannot see each
other’s nonverbal behavior. Behaviors like back-
channeling let the speaker know that the listener is
still there and paying attention. It is important for
family members and health-care providers commu-
nicating with cancer patients via phone conversa-
tions to employ discourse management to ensure
that the patients can discuss their needs and

concerns accordingly, especially older adults who
may not be as mobile and must rely heavily on tele-
phone interaction.

Interpersonal control approaches attempt to
control the direction or nature of the communication
interaction by using interruptors or other forms of
talk.18,19 Family members who do not want to face
facts about illness often engage in interpersonal
control when they sugar coat, ignore, or cut off com-
ments or discussion from cancer patients about their
illness, thereby downplaying their need to express
their feelings. This practice can result in reduced
communication or depression in older patients
who often feel that they are being ignored and are
not able to express themselves.

If the doctor/patient/family caregiver relation-
ship is to be a successful one, all parties must have
a good understanding of the socially and contex-
tually determined expectations for appropriate
conversational behavior and practice it in their
accommodation styles. Selection of appropriate
accommodation is highly dependent on the context
in which the interaction occurs and the caregiving
relationship certainly plays an important role as
well. Important variables for consideration are
power structure of the relationship, gender, and cul-
tural/ethnic background of the interactant, and age.

Accommodation predicts that our perceptions of
members of out-groups will influence our com-
munication behaviors in a variety of ways. Since
communication accommodation theory seeks to
describe and explain the ways people modify their
communication behaviors according to situational,
personal, and interactional variables, LDC presents
a logical context for examining these factors since
the caregiver/care recipient relationship is marked
by unique circumstances and often complex inter-
action histories. It is useful to begin by looking
at previous research on communication between
caregiver and care recipients in different contexts.
Communication accommodation has been exam-
ined in terms of patient compliance and satisfac-
tion15 as outcome factors in patient–provider
relationships, suggesting that accommodation may
play an important role in health-care outcomes.
Seeing that accommodation is often a part of
health communication, it is beneficial to consider
how accommodation plays a part in distance care-
giving. According to Giles and Ogay,20 accommo-
dation behavior is linked with the amount of
support patients receive and how the support
affects the patient’s self-esteem. Perceived emotional
support is often linked with accommodating beha-
viors. For example, if a family caretaker shows no
accommodation by neglecting the patient, the
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patient will often feel inadequate and experience
lower self-esteem. In another example, if a physician
shows accommodation by speaking to a patient as a
normal person, it will make the patient feel less inse-
cure, but if the physician uses a lot of medical jargon
(and therefore little accommodation), the patient
may feel overwhelmed and ignorant for not being
able to understand the physician. Health-care com-
munication and aspects of accommodation, then,
may also impact caregiver and care recipient
emotional health. Further, as Burleson and
Greene’s21 research points out, a health-care provi-
der’s accommodative flexibility may also encompass
their communicative competence and, in this way,
elements of accommodation could potentially be
associated with a very wide range of individuals’
uses of communicative actions in the health-care
environment.
Hajek et al.13 examined the effect of accommo-

dation between physicians and patients in relation
to patient compliance. They reasoned that when
physicians show more accommodation, patients
are more satisfied, and this will result in a higher
rate of patient compliance. Hajek et al. found
patients are more likely to follow treatment rec-
ommendations when physicians display more
accommodating behavior. With these various
health communication contexts as examples of the
impact of accommodation on patient satisfaction,
compliance, and health outcomes, it is reasonable
to assume that accommodation will influence yet
another emerging health communication context:
LDC. As such, a broader range of variables, all of
which have relevance to LDC and the continued
provision of care at home, and some of which
might be relevant to accommodation, are examined.
Since research on accommodation in LDC has not
been investigated to date, we test a broader family
of variables via the following research question:

RQ1: What aspects of accommodation, as gauged
by a health-care communication scale, are present
in LDC relationships?

In addition, accommodation has received little atten-
tion in health contexts13 and no attention in the care-
giving environment, which suggests that there is
currently no valid and reliable scale that taps into
some of the communicative accommodation aspects
of healthcare. Subsequently, this study also attempts
to develop a compact, valid, and reliable instrument
to assess health-related communication behaviors in
the caregiving context. A 23-item scale was con-
structed using the extant literature as a guide for
item creation.13,17 Because health-care

communication is an important construct to under-
stand in the complex, unique health care environ-
ment, it was deemed necessary to develop such a
scale to expand our knowledge of this research
area. As such, the following research question was
developed to assist in construct validity for this
new scale that taps into aspects of communication
accommodation, via a broader family of variables:

RQ2: Will distant caregivers’ perceptions of care
recipients’ communication accommodation be
positively related to perceptions of compliance,
outgroup typicality, and honest explanations?

Method

Participants and procedures
This study was conducted in the United States
via an online questionnaire posted on
SurveyMonkey.com, a secure Web-based survey
program. Inclusion criteria for participants was
that they were at least 18 years old and considered
themselves to be an unpaid distant caregiver of an
individual who is 55 years or older within the past
year. Three participants who reported a trivial dis-
tance and easy accessibility to the care recipient at
his or her home (i.e., used an automobile to travel
five or less miles) and two respondents whose care
recipients were younger than 55 were removed,
leaving a final sample of 137 distant caregivers.
The majority of caregiving participants were

female (n= 95, male n= 10, did not respond n=
32) and white/Caucasian (n= 94, African
American n= 4, Hispanic n= 3, Asian n= 1,
Native American n= 1, did not respond n= 34).
Care recipients were also predominantly female
(n= 65, male n= 35, did not respond n= 37) and
white/Caucasian (n= 89, African American n= 3,
Hispanic n= 2, Asian n= 2, Native American n=
1, did not respond n= 40). Participants averaged
49.4 years of age (SD= 10.58, range= 26–70) and
their care recipients averaged 79.2 years (SD=
10.56, range= 55–98). Distance between caregiver
and care recipient averaged 811 miles (SD=
1234.80, range= 8–10 000). Participants served as a
distant caregiver for an average of four and a half
years (M= 54 months, SD= 46.39, range= 3–240
months), with most currently serving as distant
caregivers (n= 104, no longer providing distance
care n= 29, don’t know n= 2, did not respond n=
2). Levels of involvement in distant caregiving
varied (only caregiver n= 9, main caregiver n= 32,
equally shared with another n= 35, assisted a
main caregiver n= 59, did not respond n= 2).

Sparks et al. – Public perceptions of health-care reform

16 Journal of Communication in Healthcare 2012 VOL. 5 NO. 1



Distant caregivers most frequently care for their
biological parent (n= 100, grandparent n= 7,
parent-in-law n= 7, aunt n= 5, other relative n=
4, non-relative/friend n= 4, multiple care recipients
n= 7, and did not respond n= 2). Participants
reported contacting their care recipients multiple
times per day (n= 21), once per day (n= 23), a
few times a week (n= 48), once a week (n= 24), a
few times a month (n= 9), monthly (n= 4), once
every few months (n= 3), or once a year or less
(n= 3; did not respond n= 2). Participants visited
their care recipients at their residences once per
day (n= 5), a few times a week (n= 13), weekly
(n= 10), a few times a month (n= 13), monthly
(n= 29), once every few months (n= 49), or once a
year or less (n= 17; did not respond n= 1).
Because there is no database of distant caregivers,

participants were a convenience sample recruited by
the research team using their extended social and
professional networks via email, Facebook, and
Twitter. Respondents were mostly from across the
United States (n= 100), but also reported living in
England (n= 1), Canada (n= 1), Romania (n= 1),
Belgium (n= 1; did not respond n= 34). In addition
to these networks, participants were also recruited
using public online message boards (e.g., Caring
from a Distance Group Discussion and Message
Board, AARP Online Community Caregiving
Group, FamilyCaregiving101.org), listservs (e.g.,
Caregiving Discussion Group – Family Caregiver
Alliance, National Center on Caregiving, National
Alliance for Caregiving), and websites (e.g., www.
SilverPlanet.com). When necessary, moderator or
website/listserv administrator permission was
gained prior to posting. The Internet was primarily
used to recruit participants due to the unique and
specific nature of the population.
Upon clicking on the survey link, participants

were taken to a page that explained that the
purpose of the study was to learn more about their
interactions and experiences as a distant caregiver.
After reading the consent form, participants gave
their informed consent by clicking through to
begin the survey. After completing the 15–20
minute survey, participants who provided their
email address were compensated with a $10
Amazon.com gift card. The study was confidential;
after compensation was emailed to participants, all
identifying information was removed from the data.

Measures

Health-care communication
The construct of health-care communication was
measured with 23 7-point, Likert-type items

adapted by the authors from Giles et al.17 and
Hajek et al.13 because of their foci on communication
accommodation in general, and how accommo-
dation plays out in the health-care context. Items
from multiple scales that assessed perceived accom-
modation, trust, inclination to comply, legitimate
authority, perceived outgroup typicality, and
additional items that tapped into satisfaction,
respect, and trust were carefully selected and mini-
mally adapted to capture multiple aspects of
health-care communication and relevant aspects of
accommodation that may play out in the distant
caregiving context. While answering these items,
participants were asked to ‘please think about a
specific caregiving experience you have had with
someone whom you consider to be a loved one,
family member or close friend whom you have
served in the role of primary caregiver from a
distant location – one that you remember very
well. (This may be your most recent visit or
interaction.)’

Results

Principal components analysis
To answer RQ1, the 23 health-care communication
items were subjected to an exploratory factor analy-
sis (principal component analysis [PCA]) that
employed varimax rotation. Criteria for factor selec-
tion included a .55 primary loading with all other
loadings under 45, an eigenvalue of at least one, a
minimum of two items per factor, and a reliable
Cronbach’s alpha. Five factors totaling 21 items
initially emerged, explaining 66.94% of the cumulat-
ive variance. The remaining two items loaded across
factors.

The first factor (eigenvalue= 7.95, 34.57% of the
variance explained) was comprised of eight items
that included four of the five items used by Hajek
et al.13 to measure perceived accommodation and
four items that Giles et al. (2006) employed to
assess trust. Taken together, these items reflect
accommodation, respect, and politeness and this
factor was thus labeled perceived accommodation
(α= 0.94, M= 5.24, SD= 1.40).

Factor two (eigenvalue= 3.24, 14.07% of the var-
iance explained) was made up of five items: the
three items that comprised Hajek et al.’s inclination
to comply with recommendations scale as well as
two items from Giles et al.’s legitimate authority
scale that measured obedience. As such, this factor
represents inclination to comply (α= 0.81, M= 3.76,
SD= 1.46).

The third factor (eigenvalue= 2.03, 8.34% of the
variance explained) included all four items from
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Hajek et al.’s13 perceived outgroup typicality scale (α=
0.71, M= 4.60, SD= 1.13).
Factor four included two of Hajek et al.’s

additional two items (How much respect did you
have for the care recipient? How satisfied were
you with the services you provided to the care reci-
pient?), but these items did not result in a reliable
scale (α= 0.58). This factor was thus eliminated.
The fifth and final factor (eigenvalue= 1.00,

4.36% of the variance explained) included two
items – one each fromHajek et al.’s perceived accom-
modation scale and Giles et al.’s (2006) trust
measure. This factor was labeled honest explanation
(α= 0.67, M= 4.94, SD= 1.46). See Table 1 for
items and factor loadings for each factor.
To answer RQ2, one-tailed correlation tests were

conducted. The perceived accommodation variable
was positively related to both inclination to
comply (r= 0.24, P< 0.01) and honest explanation
(r= 0.64, P< 0.001) but was unrelated to perceived
outgroup typicality (r= 0.09, P= 0.17). Inclination
to comply was significantly related to honest expla-
nation (r= 0.25, P< 0.01) but not to perceived out-
group typicality (r=−0.08, P= 0.21). Perceived
outgroup typicality and honest explanation were
not significantly related (r= 0.09, P= 0.17). See
Table 2 for correlations between emergent factors.

Discussion

The first factor, perceived accommodation, explained
34.57% of the variance and taps into accommo-
dation, respect, politeness, and trust, which seem
to indicate these components’ increasing level of
importance in the LDC setting. It is interesting to
note that the items in the health-care communication
accommodation scale measure the degree to which
the caregivers perceive the care recipients to be
accommodating, which is the reverse of many pre-
vious studies that examined how provider accom-
modation impacted patient adherence and health
outcomes. The perceived accommodation factor,
then, suggests that caregiver perceptions of recipient
accommodation and trust of the care recipient may
play a much larger role than we completely under-
stand. Perhaps perceived care recipient accommo-
dation may impact caregiver assessments of
quality of care as well as stress and health outcomes.
This could be particularly relevant since the
National Alliance for Caregiving and the Metlife
Mature Market Institute14 report that 18% of
distant caregivers reported negative health effects
as a result of providing distant care. Given the
strength of the perceived accommodation factor in the
context of LDC, it would be interesting to see how

such aspects of perceived accommodation hold up
in a variety of health-care environments from
cancer to dementia to everyday illnesses as well as
to tease out intergenerational and intergroup
approaches to health care (see also ref.22).
Factor two – inclination to comply – explained

14.07% of the variance, tapping into issues of com-
pliance and obedience, which also play an impor-
tant role in health-care environments such as
caregiving. Indeed, caregiving health-care contexts
require increasing amounts of compliance from the
homebound care recipient, but also caregivers
must create a communicative environment that
sets the tone for compliance. In the case of the incli-
nation to comply factor, the components suggest that
caregivers feel a need to comply with the requests
and demands of their care recipients. Perhaps
distant caregivers think that an important aspect of
providing good care at home is listening to care reci-
pients and making efforts to accommodate their
requests, or perhaps caregivers believe that their
care recipients deserves to have a certain degree of
control over their own health-care decisions. In
any case, it is clear that compliance plays an impor-
tant role in LDC. Managing this compliance is a
delicate balance between the care recipient and
caregiver(s), both informal and formal, in order for
both positive relational maintenance and desirable
health outcomes.
The third factor, perceived outgroup typicality,

explained 8.34% of the variance revealing slightly
less importance in this setting, but still appears to
be worthy of consideration as being in the outgroup
may affect care satisfaction and other needs in
unknown ways. Specifically, distant caregivers
who perceive their care recipients to be similar or
dissimilar to other care recipients may have
varying perceptions of care recipient accommo-
dation. Perhaps if distant caregivers expect care reci-
pients to be accommodating to their caregiving
needs, and their care recipients defy these expected
norms, caregivers may see their care recipients as
belonging to an outgroup. In turn, these ingroup/
outgroup conceptualizations may impact distant
caregivers’ perceptions of quality of care. These
relationships should be explored in future research.
The final factor – honest explanation – explained

4.36% of the variance, which may indicate that per-
ceived honesty explanation indeed plays an impor-
tant role, but perhaps not the most important
when it comes to the complex caregiving environ-
ment, which holds a unique position when it
comes to the variety of patient and provider com-
munication settings.22 This honesty may relate to
distant caregivers’ assessments of their ability to
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provide quality care. Burleson and Greene’s21

research supports this notion, as their research indi-
cates that accommodative flexibility is connected to
communicative competence in important ways,
especially because aspects of accommodation
could be related to a variety of communication
activities in the health-care situation.

Historically, the concept of ‘convergence’ has
been CAT theory’s most studied accommodative
approach, and may be manifested in behaviors
such as politeness, pleasantness, clarity and/or
honesty of explanation, and respect for a conversa-
tional partner.17 These variables appear to support
aspects of our findings related to honesty of

Table 1: Scale items and factor loadings for health-care communication accommodation items.

Item

Factor loading

I II III IV V

Perceived accommodation
5. How pleasant overall was your experience in serving as a

distant caregiver in terms of what you saw (care recipient’s
attitude toward you in your caregiving role)?

0.742 0.154 0.043 0.041 0.285

7. How accommodating was the care recipient (that is, how
well do you think she/he listened to you, took your views
into account, and wanted to understand your needs and
unique situation)?

0.811 0.189 −0.040 0.041 0.301

10. How respectful was the care recipient? 0.859 0.048 0.089 0.212 0.044
13. How polite was the care recipient? 0.799 0.075 0.016 0.370 −0.033
14. To what degree did you feel proud of the work that the care

recipient was doing when you could not be there?
0.724 0.089 0.125 0.105 0.222

16. To what degree do you feel that the care recipient treated
you fairly?

0.853 0.013 0.025 0.201 0.020

18. To what degree do you feel that the care recipient protected
your rights as a distant caregiver?

0.869 0.126 0.111 −0.049 0.009

19. How respectful of you was the care recipient? 0.826 0.021 0.001 0.280 0.129
Inclination to comply
3. Talking with the care recipient, I got the feeling that I should
obey what he/she recommended for treatment, even if what
he/she suggested went against what I thought was right

−0.107 0.773 0.113 −0.129 −0.030

6. I knew from the beginning that I would try to follow what
the care recipient said I should do, even if I thought it was
wrong

0.156 0.751 −0.132 −0.181 0.169

11. Disobeying the care recipient’s recommendations would not
have been justified

0.106 0.737 −0.057 0.211 0.210

15. It would be difficult to disobey the care recipient’s
recommendations for treatment, and still keep my self-
respect

0.168 0.634 −0.039 0.020 −0.210

17. I felt compelled to obey the care recipient because he/she
had legitimate authority for his/her health decisions

0.020 0.831 −0.044 0.136 0.039

Perceived outgroup typicality
1. How similar was your distance caregiving experience to

other general distant caregiving experiences?
−0.014 −0.266 0.692 −0.042 0.175

4. To what extent was your distance caregiving experience
typical of distant caregivers in general?

−0.088 0.107 0.747 0.042 0.255

8. Was this care recipient representative of her/his social group
of patients in this situation?

0.114 −0.052 0.721 0.052 −0.318

12. To what extent was your care recipient like other care
recipients in this situation?

0.234 −0.001 0.753 0.065 −0.051

Unreliable scale items – factor eliminated
How much respect did you have for the care recipient? 0.354 0.063 0.121 0.763 −0.046
How satisfied were you with the services you provided to the
care recipient?

0.227 −0.080 −0.015 0.636 0.353

Honest explanation
2. How well did the care recipient explain things to you about

his/her needs (that is, talk to you in a way that ‘sat right’
with you, and in language that you could understand)?

0.430 0.220 −0.021 0.145 0.647

9. To what degree do you think the care recipient was honest? 0.404 0.008 0.160 0.170 0.614

Note: Numbers indicate the suggested order in which the items should be placed in a survey.
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explanation in terms of distant caregivers’ percep-
tions of self-efficacy to provide adequate and
honest quality care for their care recipients. This is
an interesting and complex variable worthy of
further examination in this unique patient and pro-
vider relationship. Emotion and relational aspects
of the caregiving situation create a unique environ-
ment for understanding how some elements of com-
munication accommodation play out. It certainly
may also be the case that variance accounted for
is simply an index of how much of the
variance within your items is accounted for by one
of your factors, which is also worthy of consider-
ation here.

Conclusions

Additional future directions to consider in this rich,
yet under-researched, research area would include
understanding the role of health accommodation
in mediated LDC contexts. For example, telemedi-
cine in home care involves using the Internet and/
or videoconferencing and monitoring technologies,
and allows care recipients to not only remain at
home but also to communicate remotely with their
distant caregivers as well as health-care providers.23

Such new technologies (e.g., Skype) are increasingly
becoming available, accessible, inexpensive, and
easy, allowing individuals of all skill levels and
ages to stay connected.

Demeris et al.10 also point out that informational
technology can alleviate the geographically distant
adult child’s stress that accompanies moving
parents into a residential facility. Specifically, par-
ticipants who were asked to interact via videophone
at least once per week reported appreciating having
a sense of closeness, seeing each other’s expressions,
including the resident in family interactions, and the
resident being able to see new family members or
friends to still feel as if they are a part of the
family. These findings suggest that focusing on
mediated communication and aspects of health
informatics research in LDC can allow researchers
to identify potential benefits and barriers to
various forms of technology, as well as examine
how technology may impact the ability of caregivers
and care recipients to engage in more accommodat-
ing behavior.
Distance is certainly one of the most difficult

issues to manage in close relationships,7 and may
be particularly true in LDC.5 Indeed, though
distant adult children reported feeling helpless,
nervous, frustrated, angry, depressed, drained,
worried, and overwhelmed,8 most LDCs do not
feel as if they are doing enough for the care recipient
who remains at home.24,25 While the correlations
obtained for the Health-Care Communication
Accommodation Scale lend support to the validity
of this measure, additional research needs to be
done in various health contexts. Future studies

Table 2: Correlations between emergent health communication accommodation factors.

Correlations

Accommodation
and trust
composite
variable

Inclination
to comply
composite
variable

Perceived
outgroup
typicality
composite
variable

Explanatory
composite
variable

Accommodation and
trust composite
variable

Pearson
correlation

1 0.241* 0.093 0.637*

Sig. (1-tailed) 0.006 0.168 0.000
N 111 108 108 111

Inclination to comply
composite variable

Pearson
correlation

0.241* 1 −0.078 0.253*

Sig. (1-tailed) 0.006 0.213 0.004
N 108 108 106 108

Perceived outgroup
typicality composite
variable

Pearson
correlation

0.093 −0.078 1 0.092

Sig. (1-tailed) 0.168 0.213 0.172
N 108 106 108 108

Explanatory composite
variable

Pearson
correlation

0.637* 0.253* 0.092 1

Sig. (1-tailed) 0.000 0.004 0.172
N 111 108 108 111

*Correlation is significant at the 0.01 level (one tailed).
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should correlate this scale with other measures that
tap into health-care encounters from patient and
provider interaction to caregiving communication
situations.
In addition, scholars interested in studying social

aggregates and social networks should find this
scale useful in their research on health organiz-
ational behavior, health-care teams, and various
health-care interactions as this scale could be
useful in terms of unpacking subtle accommodation
behaviors in such delicate medical contexts. Further,
the HCCAS may help to clarify the interactions that
occur between aggregates and network members
with so-called ‘strong links.’ Strong links may
employ higher levels of health-care accommodation
strategies than weak link aggregates or network
members who may be less inclined to accommodate
or show nonaccommodative behaviors. Future
research could also tap into perceptions of health-
care communication accommodation and relation-
ships to cultural competence and potential cultural
barriers.
Interestingly, in light of the above findings,

although compliance is one of the goals in the care-
giving encounter, accommodating communication
is relatively ignored in the increasingly important
caregiving context. It is an empirical question as to
what extent repeated appointments, time issues, as
well as costly intervention could be avoided, if
appropriate accommodative skills were engaged
more often. Our findings regarding the importance
of accommodative practices in confirming group-
based expectations, and in gaining compliance par-
ticularly, suggest that more attention should be
directed at developing communication skills in
general, and accommodative skills in particular in
the complex caregiving relationship.
This analysis reveals that various facets of accom-

modation are present in LDC relationships,
suggesting that health communication researchers
should examine these findings further to test the
health communication accommodation scale as
well as to better understand how caregiver percep-
tions of care recipient accommodation are likely to
impact assessments of quality of care and health
outcomes for caregivers.
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