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Abstract

Patients and health-care

providers bring a number of
expectations to the medical
encounter. Relational

expectations are especially
salient in this context given the
emphasis placed on the need for
effective communication.
Relational expectations vary
from one patient to the next and
can vary widely among health-
care professionals. These
expectations are based on an
individual’s past history of
similar relationships and a
perception of current conditions.
The purpose of this work is to
advance a model of relational

expectations based on the
cognitive and affective processes
that function before and during
the communication interaction.
A conceptual analysis will
synthesize previous work,
culminating in the construction
of a theoretical model of
relational expectations. Further,
implications of relational
expectations will be noted as
they affect the relationship
quality, communication patterns
and health outcomes of both

patients and providers.
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A SUBSTANTIAL BODY of literature exists

supporting the notion that communicators form
general and specific expectations about inter-
actions with others. Previous research sub-
stantiates that forming expectations plays a

fundamental role in how human interaction is

structured, perceived, evaluated, aligned and

negotiated. Understanding the cognitive and
affective expectations that patients and pro-
viders bring to the therapeutic context is a

precursor to understanding the relationship
between the psychological and communication
properties of this unique interpersonal relation-
ship. This article identifies the critical cognitive
and affective components of expectations that
patients and providers bring to the therapeutic
context. The Relational Expectations Model is
presented to illustrate how health-care delivery
is negotiated. The model serves to explain how
cognitive processes such as scripts, scenes,
relational schemata and the like form relational

expectations.

Forming expectations
Relational knowledge
The anticipation of interaction with someone
else invokes cognitive processes that search for
memory structures which develop representa-
tions approximating the expected communica-
tion episode. Depending on the anticipated
interaction, relational knowledge may be highly
structured containing vivid details based on

previous experiences, perceptions of roles, exist-
ing belief structures, emotional memory and

other elements of the persona that affect percep-
tual cognition. In the case of many health-care
consumer-provider relationships, relational

knowledge is assumed to be well-formulated
and expectations are likely to be specific and
resistant to change. On the other hand, antici-
pated interactions may not bring forth a level of
relational knowledge that is well-formulated. If
an individual has few experiences in a particular
communication context or has experienced a
wide range of disparate circumstances and out-
comes, relational knowledge may be vague or
uncertain. Expectations in this situation are

more likely influenced by situational or gener-
alized information emanating from the context.

Relational knowledge is assumed to exist in
multiple layers within knowledge structures

(Kellerman, 1995). These layers may vary
according to their level of abstractness and in
the types of association and event that are

related to particular relationships. For example,
relational knowledge can exist at a general level
of relationship type (e.g. physician, patient), at a
more specific level of specific relationships (e.g.
the relationship I have with my patients, with
my physician) or at a level pertaining to a

specific person (e.g. Dr Jones, Mr Craddock,
self). These layers or levels of relational knowl-
edge can overlap during cognitive processing to
influence the planning for, and conduct of,
social interaction. In the framework presented
here (the Relational Expectations Model), rela-
tional knowledge serves as the basis for generat-
ing cognitive and affective processes that pre-
cede interaction. Figure 1 illustrates the model

in graphic form.

Scenes and scripts
Relational knowledge is a general depiction of
how information (e.g. memory, beliefs, goals) is
organized for use in planning and conducting
interaction. Specific components of relational
knowledge have been identified that hold rela-
tional information. Kellerman (1995) is a propo-
nent of dynamic-memory theory which assumes
that memory is constantly changing in response
to experiences. ’Changes in memory occur by
creating, altering, and updating scenes, the

building blocks of memory. A scene is a

grouping of generalized actions with shared
salient goals; it is a collection of events whose
common features have been abstracted’ (Keller-
man, 1995, p. 183). For example, patients
develop scenes of dealing with office personnel
in the waiting room of a physician’s office. Not
all physicians’ offices and personnel are the

same, but the general abstraction of this scene
provides a fairly consistent and general memory
of what it is like to be in this context. Similarly,
health-care providers may develop scenes about
convincing patients to follow a treatment regi-
men.

Related to scenes are scripts. A script is prior
knowledge about something. ’At a very general
level, a ... script consists of standard roles, props
or objects, conditions and results’ (Reed, 1988, p.
233). A script can be general information, so
common that in some cases the script may be
shared with other people. Therefore, if someone
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Figure 1: The Relational Expectations Model.

asked how your trip to the doctor’s office was,
there would be no need to describe the waiting
room, the examining room or the doctor’s per-
formance, unless these actions violated a standard
norm (perhaps an overly luxurious waiting room,
excessively long waiting times or an unusual
procedure). Scripts may also be very situation-
specific, representing certain actions that pro-
vide detail for the scene. In other words, scenes
contain scripts which offer a more detailed and
precise means of thinking about events.

Bower, Black and Turner (1979) investigated
the amount of agreement among subjects in

various routine interactions. They asked partici-
pants (n = 24) to list approximately 20 actions
or events which typically take place during a trip
to the doctor’s office, and other routine events.
They found considerable agreement (split-half
reliability = .80). Their results appear below
(Table 1), where boldface letters denote items
mentioned by the most people (55-75 percent
agreement), items in italics by fewer subjects
(40-50 percent), and items in regular type text
by the fewest subjects (at least 25 percent
agreement).

Table 1: Bower, Black and Turner’s (1979) script for
visiting a doctor

 at UNIV OF OKLAHOMA LIBRARIES on January 20, 2016hpq.sagepub.comDownloaded from 

http://hpq.sagepub.com/


310

One can see the general agreement of the
sequence of events (a script) which constitutes a
doctor’s office visit. The script itself is multi-
purposed. First, it is present when the events are
taking place which cues the individual if there is
a violation of a norm, expected event, or goal-
sometimes referred to as obstacles or distrac-
tions (i.e. Schank & Abelson, 1977), expectancy
violations (Burgoon, 1978; Burgoon & Hale,
1988), or goal/planning disruption (Berger,
1995). Second, the script is also present during
the reconstruction of the scene. As can be
observed from the model, relational knowledge
is drawn upon in the construction of scripts and
scenes.

Memory organization packets (MOPs)
At a more global level, memory is structured by
arranging or organizing a set of scenes that
contribute to an overall goal. ’Scripts define a
sequence of actions within scenes. An ordered

array of scenes constitutes a memory organiz-
ation packet (MOP) that serves the function of
arranging plans for goal accomplishment. MOPs
represent the specific constellation of script-
subsuming scenes that identify various memory
structures’ (Honeycutt, Cantrill, & Allen, 1992,
p. 530). MOPs function as an assimilation
device designed to arrange specific instrumental
goals (found within scenes) into a higher order,
more complex goal (Kellerman, 1995). A patient
will develop an MOP about going to a labo-
ratory for blood tests. General scenes about

completing paperwork, having blood withdrawn
and interacting with a lab technician are ordered
into an array that produces the goal of comply-
ing with a request for a blood test. If during an
actual episode, some aspect of the situation

deviates from what is expected and driven by
the MOP, scenes and MOPs are updated with
the new information.

Although Kellerman (1995) argues for the

existence of three classes of MOPs (physical,
societal and personal), our purposes are best

served in this discussion by not distinguishing
among the classes but acknowledging that mul-
tiple MOPs of different types can be developed
simultaneously in anticipation of interaction.

Co-occurring multiple MOPs may overlap (Kel-
lerman, 1995), creating alternative descriptions
of anticipated interaction. MOPs serve the

important function of providing cognitive struc-

ture for the anticipatory stage of planned inter-
action. As the model illustrates, MOPs sequen-
tially follow the organization of scripts and

scenes and precipitate the development of goals
and plans.

Goals and plans
MOPs lay the groundwork for developing goals
and plans for social interaction. According to
Berger (1995, p. 143), ’goals are desired end
states toward which persons strive.’ Patients

develop goals for interaction with health-care
providers that range from specific communica-
tion tactics (e.g. ’I will get her to renew my
prescription.’ ) to general communication strate-
gies (’I hope he will spend enough time with me
during the exam.’). Health-care providers func-
tion similarly by employing specific and gener-
alized goals depending on the context. Care-

givers utilize their training to diagnose medical
conditions in a reductionistic manner with the

goal of improving the patient’s health-related

quality of life by finding solutions for the

specific cause of the patient’s condition (Street,
Gold, & McDowell, 1995). Goals provide intent
for social interaction and serve to put plans into
place. Obviously patients and providers may
develop multiple goals for any particular social
interaction, and some of these goals may be
more implicit (and even more subconscious)
than others.

Plans constitute the organizing framework of
actions that are necessary to accomplish goals
(Berger, 1995). Although plans are devised
based on goals, they do not always appear in the
form of specific stratagem. Some plans are

abstract and therefore are more flexible once
interaction takes place. For instance, a patient
may develop a plan that is broadly constructed
around the goal of establishing effective inter-
personal relations with the medical office staff.
As interaction ensues, the patient can adapt
according to the dynamics of the situation.

Obviously, abstract plans provide less structure
than do specific ones and would be more

susceptible to the plans promulgated by inter-
actional partners. Abstract plans also include the
luxury of flexibility and adaptation, whereas

highly specific plans would appear more like
game plans where moves, plays and counter-
moves are anticipated.
When individuals are faced with the opportu-
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nity to devise a plan for social interaction, a first
instinct is to search their memories for scripts
that contain goals and plans pertaining to pre-
viously enacted or hypothesized interactions

(Berger, 1995). The tendency to employ old
plans rather than formulating new ones makes
intuitive sense for several reasons. First, the

ability to work from a preformulated template
rather than beginning from scratch is a more
efficient use of cognitive effort. Second, pre-
vious plans may have met with success suggest-
ing that goal attainment could be achieved in a
similar manner. Third, situational arousal and/or
elevated cognitive load may lead an actor to
seek familiar cognitive territory to cope more
effectively with the situation. A likely scenario
is one where a person retrieves an old plan and
adapts it according to the parameters of the

anticipated situation.

Generating relational expectations
Expectations not only serve the purpose of

making plans more tangible but also serve as a
conduit between plans and interaction. Expecta-
tions guide goal-driven plans toward an antici-
pated end result, and, therefore, expectations
influence communication behavior in a direct

way. Although not all expectations are reflected
in behavior (some are simply not played out),
and not all behavior is expectation-directed
(spontaneous behavior), expectations do play a
large role in how interaction is structured and
negotiated. In addition to plans as an impetus for
generating expectations, other cognitive struc-

tures are likely to influence the formation of
relational or situation expectations.
One of the largest bodies of literature regard-

ing the influence of expectations on interaction
is that of categorization. One of the frequently
recurring themes of this categorization literature
is the complex cognitive process of stereotyping
(e.g. Allport, 1979; Devine, 1989; Devine, Mon-
teith, Zuwerink, & Elliot, 1991; Hummert, Sha-
ner, & Garstka, 1994). The formation of the
stereotype or strict adherence to a preconceived
script may indeed effect the dynamics of the
patient-caregiver interaction.
Humans organize their thoughts, emotions,

beliefs and experiences with objects into rough
categories, sometimes referred to as a ’schema’
(Myers, 1990). Schemata are formed both for
concrete objects and for social groups. The

former poses utility in that it allows for analo-

gous learning and prepares both patient and
caregiver to react by learning from past experi-
ences. For instance, a caregiver may learn that a
common flu virus produces symptoms analo-
gous to pneumonia. When a patient exhibits
these symptoms, it is reasonable for the care-

giver to form expectations that the patient is

suffering from the common flu, and not neces-
sarily pneumonia. Similarly, if you were to visit
a doctor who was recommended by a friend as a
’good’ caregiver, you may have some pre-
conceived expectations that the caregiver’s
behavior would exceed your standard caregiver-
patient script, based on your belief that the

caregiver is ’good’. This preconceived belief
may govern your expectations of the caregiver’s s
performance. Actual performance would then
be compared with the expectations of the

interaction. The confirmation of the expected
script behaviors reinforces the stability of the
script.

Additionally, belief structures are likely to

influence the formation of expectations. This is
particularly true for situations involving health-
care delivery. In her meta-analysis of medical
models, Perry (1993) provides an overview of
17 different models, each with a focus on

provider dominance, patient dominance or

mutually symmetrical participation. Among the
four traditional models are the Sick Role Model

(Parsons, 1951), the Balint Model (Balint,
1957), the Biopsychosocial Model (Engel, 1978)
and the Health Belief Model (Becker, 1976).

Parsons’ Sick Role Model states that patients
should assume the role of a sick person, with the

physician playing a patemalistic/matemalistic
role. Also known as the Medical Model, this
asymmetrical relationship is the model that was
traditionally taught by most medical schools.

Physicians’ medical expertise is behaviorally
reinforced as they are taught to assume the
dominant role while patients are to assume a
subordinate role.
The Balint Model recognizes the ongoing

relationship between provider and patient and
that the interaction will be situation specific. For
example, the nature of the illness and the
duration of the relationship both will influence
the interaction. New relationships or short-term
consultations will be less symmetrical, while
established relationships or illnesses of a chronic
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nature will encompass more provider-patient
symmetry.

Engel’s Biopsychosocial Model is approached
from a systems perspective whereby the patient
is viewed as a whole entity that can be impacted
from the subcellular level to a societal level, and
disruption at any level can bring about illness.
Rather than viewing the etiology of the disease
from biological factors alone, psychosocial con-
cerns are included in the conceptualization of
the disease. Although this model addresses

outside factors, the physician, though open to
collaboration, still assumes a paternalistic/
matemalistic role in the interaction.
The Health Belief Model views patients as

basically responsible for their own health. Thus,
the physician recognizes the patient as an active
participant in his or her health care. The

patient’s perceptions of the illness and the
beliefs that she or he brings into the interaction
significantly influence the method of treatment.
In addition, factors such as the provider-patient
relationship, prior experiences and social vari-
ables affect the patient’s costs/benefit analysis in
assessing health advice.
Whichever model is at work in the inter-

action, both the provider and the patient bring
previous experiences to the interaction, and

previous experiences in a particular relational
context can have a profound influence on expec-
tations. Persons with limited experiences are

less likely to develop specific expectations about
relationships compared to those with a back-
ground in these relationships (Honeycutt &

Cantrill, 1991). For example, Honeycutt, Can-
trill and Allen (1992) found that people who had
been in several relationships before were more
likely to generate expectations for future rela-
tionships compared to those people who had
developed very few or no relationships. Fur-
thermore, a more extensive relational back-

ground was associated with faster cognitive
retrieval of memory structures used to generate
expectations (Honeycutt & Cantrill, 1991; Hon-
eycutt et al., 1992). It is expected that persons
with a limited relational background will have to
depend on cultural stereotypes or stereotypical
roles as a means for generating expectations.

Role-oriented relational expectations
Most scholars in the relational communication
area assume that in the absence of specific

relational knowledge about a partner or situa-
tion, a person must rely on information associ-
ated with stereotypes and roles. Furthermore,
when relying on general, more abstract plans,
stereotypes and beliefs, individuals are more

likely to produce relational expectations that are
based on the roles taken by fellow interlocutors.
Similar to the notion of universal scenes

advanced by Kellerman (1995), role-oriented

expectations are based on generic conceptualiza-
tions of the anticipated situation and the roles
inherent in that context. Since specific expecta-
tions cannot be generated from roles, behaviors
will follow a more culturally prescribed path.
Role-oriented communication will be the norm.

Patients who have little experience with partic-
ular health-care providers will most likely for-
mulate expectations based on the roles that are
usually assumed by people in similar positions
(Kreps, 1988). For instance, a patient who has
been referred to a specialist by her or his family
practitioner, and who has never been to a

specialist, will generate expectations based on
the roles played by previous physicians. These
roles will be called up in the form of scripts and
the communication behaviors expected will be
generated by role-oriented MOPs.

In addition to occupational roles such as

patient or caregiver, other roles recognized by
society will come into play during the formation
of relational expectations. Gender, socio-econ-
omic status, age and even physical appearance
can influence the plans and expectations of
relational partners (Kreps & Kunimoto, 1994).
For example, the fact that a physician is female
will create different relational and communica-
tion expectations than if the physician is male
(Klingle & Burgoon, 1995), and elderly patients
generate different expectations among caregiv-
ers than do children or adult patients (O’Hair &

McNeilis, 1993). It is quite likely that physi-
cians from different cultures will generate rela-
tional and communication expectations that are
different from physicians who share the same
cultural background with a patient.

Person-specific relational expectations
Quite often, persons will have specific relational
knowledge, person specific knowledge or what
is known as relational history of a particular
individual. Relational history will be retrieved
from memory, and MOPs will be constructed
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based on previous interactions with that individ-
ual. Goals and plans will be tailored in a more
definitive manner. Relational expectations in
this case will be more structured and detailed,
with greater confidence in their fulfillment.

Ensuing interaction based on these expectations
will carry a greater degree of predictability
about the other person and the relationship. A
patient who anticipates an appointment with a
familiar and trusted physician will generate
expectations that predict interaction sequences
of a similar nature. Even specific styles of
communication (verbal strategies, non-verbal

behavior) are likely to be expected in this type
of situation.

Assumptions about patient expectations
Thus far we have set the stage for revealing how
expectations are formed in anticipation of social
interaction. Based on previous literature, we can
make some assumptions about the expectations
that patients may develop about interactions
with health-care providers, particularly physi-
cians. Most individuals have prior relational

experience with caregivers. This relational his-
tory, as we have mentioned, acts as a formative
agent for relational and communicative expecta-
tions. However, unlike other relationships with a
history, patients must negotiate their expecta-
tions within the context of the health-care

delivery system which is often perceived as

intimidating, uninviting, cold and sterile. There-
fore, relational and communicative expectations
are tempered by the situation and context.

Expectations, especially of roles, can also
evolve through the course of interaction. As

McNeilis, Thompson, and O’Hair (1995) point
out, ’physicians and patients are exchanging
messages to reveal the nature of the medical

condition, negotiate the treatment plan, and
establish a relationship that is mutually nego-
tiated. Traditional roles will often give way to
negotiated roles that transpire from interaction’
(p. 291).

Previous research indicates that patients pre-
fer certain styles of communication and that
their preferences are actually expectations
(O’Hair, 1982). Most patients prefer caregiver
communication that is affectively positive
(O’Hair, 1986), especially younger and older
patients (O’Hair, Behnke, & King, 1983). Most
adults prefer and expect caregiver communica-

tion that contains a high level of information
(O’Hair, et al., 1983). In general, patients expect
a communication style that contains both psy-
chosocial and informative elements. Whereas
the caregiver’s principal concerns center on

bodily functions, the patient’s principal concerns
may involve other social and psychological
aspects of health (Street et al., 1995).

Non-verbal behaviors will play an important
role in the generation of expectations. Most
patients appear to expect and prefer caregiver
behavior that is moderately involved (normative
levels of immediacy, expressiveness and prox-
emic distance) and vocalic patterns that are

neutral to pleasant in nature (LePoire & Parrott,
1988, 1989). Physicians demonstrating highly
involved non-verbal patterns or behaviors that
communicate low involvement would likely
violate patient expectations (LePoire & Bur-

goon, 1994).
In addition to the content elements of commu-

nication, some patients will form expectations
about the relational components of communica-
tion messages. Relational communication refers
to the means by which communicators recipro-
cally define their relationship. Communicators
define their relationships by the types of mes-
sage they expect and actually send to their

partner. Of the three aspects of relational com-
munication (control, trust and intimacy), rela-
tional control receives the most attention in the

patient-provider literature. Communicators
exert control over relationships by sending
messages that define, direct and often dominate
the relationship. How do patients exert control
over their relationships with caregivers? Mes-
sage-control techniques include those that are
confrontational, question authority, make asser-
tions, disconfirm, change topics, initiate or ter-
minate interactions and provide instruction or
answers to inquiries (O’Hair, 1989). Relational
control techniques that allow definition or con-
trol of the relationship include supporting types
of messages, asking questions and providing
approval and confirmation. For the most part,
patients communicate a low-to-moderate style
of relational control (McNeilis & Thompson,
1995; O’Hair, 1989; Von Friederichs-Fitzwater,
Callahan, Flynn, & Williams, 1991), except in
instances when they are acting as an advocate
for another patient such as a daughter or mother
(O’Hair, 1989; O’Hair & McNeilis, 1993).
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Assumptions about provider expecta-
tions Not only do patients enter into the

physician-patient encounter with given expecta-
tions about the interaction, but physicians also
bring their own expectations into the interper-
sonal exchange. However, physicians are taught
the mechanics of the medical interview through
their medical school training and, consequently,
are afforded an advantage in the exchange. Most
patients have only their personal experiences or
vicarious experiences (as related by others) on
which to base their expectations. For example, it
is unusual to find a patient who has been taught
relational control techniques specific to the
medical setting.

Another prevailing assumption among both
patients and physicians is that physicians are

expected to exert authoritative control over the
relationship and patients are expected to accept
control (Ragan, Beck, & White, 1995; Smith,
1992). Street, Gold and McDowell state

’although patients may ask questions and

express their concerns, doctors typically control
(and are allowed to control) the visit by initiat-
ing most of the discussion topics, interrupting
to ask questions, offering opinions, directing
the patient through the physician examination,
and prescribing a course of action for the patient
to follow’ (p. 211). Compared to physicians,
patients take a broader perspective to their
health and well-being. Patients are more likely
to relate health issues to the psychological
and social aspects of their lives, and they
consider the effects of health on important
aspects of their lives such as work, family,
recreation and other normal activities (Leven-
stein et al., 1989; Street et al., 1995). The social
structure of medicine is largely responsible
for the expectations that both physicians
and patients have about their respective
roles and the resulting imbalance in relational
control.

Only as US society shifted from an agrarian
society to that of an industrialized one did
medicine move from folk and home remedies to

the highly technical science that prevails today
(Starr, 1982). Physicians’ training became stan-
dardized as technological advances increased,
eventually requiring licensing. According to

Starr (1982), standardized education and licens-
ing, in combination with patients’ dependency
on physicians’ expertise,

has given a definite structure to the relations
of doctors and patients that transcends person-
alities and attitudes. This social structure is

based, not purely on shared expectations
about the roles of physicians and the sick, but
on the institutionalized arrangements that
often impose severe costs on people who wish
to behave in some other way. (pp. 20-21)

In addition to the expectations about authority
and roles that have been promulgated by society
and medical training, physicians bring other

expectations with them into the physician-
patient encounter. These expectations include
assumptions about time, patients’ competence,
wishes and decision-making as well as expecta-
tions regarding what constitutes a ’good’
patient.

Because medicine is a market-based com-

modity (Starr, 1982), physicians can afford to
spend only a given amount of time with each
patient. Therefore, physicians expect patients to
make the visit as succinct as possible and not
turn it into a social foray.

Relative to competence, physicians expect
patients to possess fundamental, rudimentary
medical knowledge. For example, Gorovitz

(1982) relates a story of a woman who gave
birth to a critically ill baby. When he told the
mother that the baby ’did not make it’ and asked
for her permission to do an autopsy, she said
okay and signed the necessary forms. When the
doctor visited her the next day, she asked how
her baby was and if the autopsy helped. She
obviously had not understood the euphemism
’did not make it’ and did not know what an

autopsy was. Furthermore, a study by Guttman
(1993) found a gap between what practitioners
think their patients know and what they actually
know about their health care.

Because of increased concerns about medical

malpractice, physicians are moving more toward
involving their patients in the decision-making
process regarding treatment. Therefore, physi-
cians expect patients to be honest and cooper-
ative and provide all pertinent information so
they can make accurate diagnoses, assess all

available alternatives and minimize medical

errors (Gorovitz, 1982). In addition, given that
patients can be kept alive mechanically, often
for an indefinite amount of time, physicians
expect that patients will make their wishes
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known relative to treatment and end-of-life
decisions (Cousins, 1988).

Each medical encounter is as varied as are the

patients themselves. However, because of this
variation, physicians have an expectation of
what constitutes a ’good’ patient. Although
consensus is that ’good’ patients comply with
the treatment plan, other qualities include pla-
cing no excessive demands on medical staff and
having a pleasant disposition (Day, 1992;
Gorovitz, 1982).

Because patients are so varied, individual
characteristics can affect physicians’ expecta-
tions. Roter and Hall (1992) specify several
characteristics or stereotypes that have the

potential of affecting physicians’ expectations
about patients, including age, gender, social

class, ethnicity or culture, physical appearance
and attitude. Studies show that each of these
factors contributes in some way to the physi-
cian-patient encounter (Beisecker & Beisecker,
1990; Hooper, Comstock, Goodwin, & Good-

win, 1982; Koopman, Eisenthal, & Stoeckle,
1984; Roter 1991; Waitzkin, 1985).

The effect of expectations on
interaction

Regardless of the number, valence and salience
of expectations that patients and providers bring
to the interaction, expectations have a direct
influence on the messages that are sent and
received. Taylor and Crocker (1981) report that
expectations function as perceptual filters

through which communicators evaluate mes-

sages. Although most of the research on rela-
tional expectations has focused on the receiver
of messages (e.g. how messages are evaluated
by targets), it stands to reason that expectations
will guide the production of messages as well.
Kellerman (1995), for example, argues that the
number of scenes retrieved from memory to be
used in a conversational episode are dependent
on the expectations a communicator has about
the length of the anticipated conversation. A
physician who is running behind schedule may
enact MOP that employs an abridged rapport
building stage when interacting with a patient.
Furthermore, given the relationship between

plans and expectations, communicators will

develop messages that conform to preformulated
action sequences that are based on relational

knowledge. The exact nature of these messages
(content, relational) can take a turn at any point
depending on whether expectations are con-

firmed or violated.
Based on research reviewed earlier, expecta-

tions of both patients and caregivers are likely to
be well-formulated regardless of the level of
role-oriented or person-specific attributions
made in anticipation of the interaction. Monitor-
ing for expected behavior will be engaged to
confirm cognitive and affective predispositions
based on relational knowledge processes. In
some instances, the search for behaviors con-

forming to expectations may distract one from
objectively observing behaviors that are unex-
pected or conceal verbal or non-verbal cues that
lead to expectancy violation. In other instances,
expectations are formed with the recognition
that violations may occur during the inter-
actional episode.

The effect of interaction on
expectations
As patients and caregivers interact, the process
of expectancy evaluation begins. At the risk of
oversimplifying the process, communicators can
choose from two alternative evaluation modes;
they can decide that expectations were either
confirmed or violated.

Confirming expectations
Expectations are confirmed when information
from the environment, situation and fellow
communicators conform to predispositions for-
mulated by relational knowledge, MOPs, goals
and plans. In spite of countervailing information
or feedback that violates expectations, commu-
nicators may choose to ignore such information
and focus exclusively on information that sup-
ports expectations. Consequently, expectations
can be confirmed by accepting pro-expectancy
feedback or by ignoring counter-expectancy
feedback.

Accepting pro-expectancy feedback In

the process of exchanging messages, patients
and caregivers may accept or ignore the feed-
back they receive about their expectations. Not
all information received and evaluated that

fulfills relational expectations is accepted by
communicators. When pro-expectancy feedback
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is accepted, it is based on two evaluation factors.
First, is the information or feedback about

expectations delivered in a sincere manner? If a
patient feels that a caregiver is demonstrating
immediacy behaviors as expected because that is
her or his natural style, pro-expectancy feedback
can be judged sincere. Second, pro-expectancy
feedback is evaluated based on its plausibility.
Does the immediacy behavior that was expected
really make sense in this context or situation? In
other words, when expected behavior is pre-
sented that seems reasonable for the commu-
nication context, expectations are satisfied.
When plausibility and sincerity criteria are

satisfied, pro-expectancy feedback will lead to a
confirmation of expectations.
One caveat should be discussed regarding

pro-expectancy feedback. Confirming expecta-
tions based on pro-expectancy feedback does
not necessarily produce the type of communica-
tion that leads to good health care. Patients may
feel that physicians are unable to improve their
medical condition leading to expectations that
are pessimistic and unrewarding. Observing
physician behavior during the interaction that
confirms their pessimism may cause a patient to
withdraw and become less involved in the
structure of conversation. In cases such as these,
violations of expectations could break the pat-
tern of pessimism and lead to a more productive
pattern of communication (e.g. inquisitiveness,
interrogation, etc.).

Ignoring counter-expectancy feedback
Quite often a communicator will receive

counter-expectancy feedback and choose to

ignore it. Ignoring the type of information that
would normally lead to expectancy violation is
based on the same criteria previously described.
In the first instance, counter-expectancy feed-
back may be judged as insincere. Patients who
initially expect caregivers to demonstrate a

caring and supportive manner only to observe
the physician as cold and aloof may choose to
ignore this information as being a strategy
employed by the caregiver for a specific pur-
pose. The patient may infer, for example, that
the caregiver is acting in a counter-expectancy
manner to call attention to the seriousness of the

situation, thereby demonstrating care and sup-
port, albeit in a strategic way. Violation of

sincerity criteria invalidates the counter-expect-

ancy information, causing the patient to ignore
some of this feedback. Or, consider the example
of a caregiver who observes a cooperative
demeanor from a patient who is typically (and
expectedly) recalcitrant during treatment.

Although a normal reaction may be to evaluate
this information as counter-expectancy feed-

back, based on previous behavior and detection
of non-verbal cues, the caregiver concludes that
the patient is being cooperative to avoid addi-
tional treatment episodes.

Additionally, a patient may see counter-

expectancy information as implausible for the
situation and discount it. Using the same exam-
ple, we see that if a patient observes a caregiver
who is cold and aloof (which is contrary to her
or his normative and expected behavior), the
patient may simply attribute this data to external
conditions (’she is having a bad day, it has

nothing to do with me’) that have no relevance
for the present relationship. In other words,
counter-expectancy feedback is not viewed as
plausible in this case and the information is

ignored, causing the original expectations to

remain intact.

Reacting to confirmed expectations
When expectations are confirmed, either retro-
spectively or on-line, a number of cognitive
processes are engaged. First, although the con-
firmation of expectations is not believed to be a
highly arousing event (unlike expectancy viola-
tion), some low level of arousal is likely to be
initiated leading to neutral or positive affective
evaluation of the communication episode. As a
result, relational knowledge is verified and

thereby strengthened. The resulting authentica-
tion of employed scripts, scenes and MOPs are
reinforced and primed for utilization in future
episodes of a similar nature. The level of
confidence will increase for developing expecta-
tions of this type.
Beyond the corroboration of scripts and

MOPs and the verification of relational knowl-

edge, confirmation of expectations will also act
as a motivating force for moving plans and goals
forward. Patients and caregivers will continue
the process of unpacking the components of

plans that are based on the goals for interaction.
Original plans may even become more ambi-
tious if communicators have confidence that

anticipated and spontaneous expectations can be
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met by their relational partners. For instance,
after having her or his expectations met by a
physical therapist (therapist was communica-
tively open and inquisitive), a patient may revise
an original plan of simply following treatment
regimen by asking for a higher level of treat-
ment involvement. Goals and plans can be

adjusted, on-line, based on the confirmation of
expectations.

Violating expectations
Quite often verbal and non-verbal behavioral
expectations are violated by a relational partner.
At the most simplistic level, two alternative

explanations are available for determining the
cause of expectancy violation: Either the formu-
lated expectations were unrealistic, precipitated
by a number of cognitive and affective factors
(e.g. inaccurate or incomplete relational history,
emotional interference, faulty scripts, poorly
designed MOPs, etc.); or a relational partner
behaves in a manner that is normatively incon-
sistent. Regardless of the explanation, the viola-
tion of expectations engages cognitive and
affective processes that are heightened beyond
normal patterns. As with the confirmation pro-
cess, expectancy violations can be realized

following the evaluation of pro-expectancy and
counter-expectancy feedback.

Ignoring pro-expectancy feedback Based
on the sincerity and plausibility principles pre-
viously outlined, communicators may choose to
ignore information that could potentially con-
firm their expectations. First, pro-expectancy
information may seem less than sincere, gen-
erating suspicious or cynical evaluations of the
information. Communicators may find them-
selves in situations where the behavioral indica-
tors of their relational partner conform to expec-
tations, yet distrust the intentions and
motivations underlying their partner’s behav-
iors. A physician may expect a long-standing
and familiar patient to behave in certain ways
based on relational history only to observe this
individual acting in ways normally expected, but
out of step with the contextual or idiosyncratic
features of the situation. The patient is being a
good self-monitor (Snyder, 1974) producing
normative behaviors expected to conform to

cultural and situation expectations, the same

expectations held by the physicians. However,

certain cues reveal an insincere motive on the

part of the patient. The physician’s expectations
are violated and cognitive and affective pro-
cesses begin to search for explanations behind
the expectancy violation. Communicators may
also violate the implausibility criteria, by pro-
ducing behaviors that conform to (unrealistic)
expectations. In this case, expectations may be
developed in the form of optimistic projections,
and in the course of interaction these same

expectations, although produced and observed,
are obviously incongruent with the realistic

parameters of the situation at hand. A patient
may find the caregiver to exhibit highly involv-
ing and personalistic communication styles sim-
ilar to those (optimistically) projected, yet at the
same time the patient recognizes that this behav-
ior is incongruent with that caregiver’s norma-
tive style. This type of information may be

ignored in favor of other information that is
more situationally consistent.

Accepting counter-expectancy feedback
It is hypothesized that recognizing and accepting
counter-expectancy feedback is the most com-
mon form of expectancy violation. After apply-
ing sincerity and plausibility criteria and deter-
mining the validity of the information received
and evaluated, a communicator is faced with the
prospect that expectations have gone awry.
Information received from the context and the
relational partner will often lead to the conclu-
sion that expectations, even those of a normative
nature, have been violated, and at this point, a
heightened level of cognitive and affective

processes are engaged to account for the ’error
in judgment’ apparent in the expectancy forma-
tion process. The processes employed to account
for expectancy violation are multifunctional and
constitute a global quest to reduce uncertainty
created by the behavioral unexpectancies intro-
duced by one’s relational partner.

Reacting to expectancy violations
Notwithstanding the importance of accurately
observing expectancy violations, the most sali-
ent component of this model is the reaction to
behavioral unexpectancies. As mentioned pre-
viously, multiple processes are invoked to

account for expectancy violation. According to
Burgoon and Hale (1988), arousal is the first

response following a demonstration of behaviors
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falling outside of the levels of expectancy.
Primarily based within the cognitive domain, the
experience of arousal creates ’an alertness or

orienting response that diverts attention away
from the ostensive purpose of the interaction
and focuses it toward the source of the
arousal-the initiator of the violation’ (p. 62).
With arousal comes uncertainty about the rela-
tional partner and the relationship and a search
for explanation is initiated, the intensity of
which is dependent on the saliency of the

relationship and the content of the interaction.
Based on the information acquired during the
search, relational knowledge can be updated.

Arousal/uncertainty Although the positive
violation of expectations will induce a certain
level of arousal in many people, the level of
uncertainty associated with this event is unlikely
to approach that of violations that are negative
in nature. To simplify our discussion, we will
focus primarily on negative violations of expec-
tations. Communication behaviors that violate

expectations create arousal, usually in the form
of discomfort. This affective response will trig-
ger or accompany uncertainty, which is the

cognitive response to expectancy violation. The
level of uncertainty about the situation and the
relationship escalates based on the failed experi-
ence of generating expectations. A patient
expecting a caregiver to respond to inquiries in
an expected manner (direct eye contact, frontal
body orientation, reduced proxemics) will

experience elevated levels of arousal and uncer-
tainty when the caregiver does not conform to
expectations.
The intensity level of the arousal will affect

the level of effort directed toward subsequent
processes such as searching for explanations.
Although Berger (1995) focused on goal and
plan achievement, his explanation for how
arousal is produced by the blockage of plans is
analogous and applicable to arousal induced by
expectancy violation. Arousal is influenced by
(a) the importance of the expectation, (b) the
psychological distance between expected and
observed behaviors and (c) the level of invest-
ment made by the relational partner toward the
interaction. Furthermore, as goals and plans are
thwarted by the process of expectancy violation,
arousal will elevate in relation to the importance
of those plans.

The inducement of arousal brings about an
interpretation of the behavior that represents
unexpected behavior (LePoire & Burgoon,
1994). Once the behavior is interpreted and
confidence is placed on the accuracy of the

interpretation, an evaluation process will ensue
that accounts for why the expectancy process,
primarily concerned with relational elements,
was deemed inaccurate.

Search for explanations In most cases,

patients will strive to reduce arousal and uncer-
tainty by searching for information that explains
the reasons for the failed expectations (Planalp
& Rivers, 1988; Schank, Collins, & Hunter,
1986). Two methods are available to reduce

uncertainty caused by failed expectations. First,
communicators can confront their relational

partners in an attempt to ascertain directly the
causes for the behavior that violate expectations
(’Why aren’t you going to be with me for the
treatment?’). The second method, and probably
the most common, is to re-examine the original
memory structures that constitute relational

knowledge. Patients and caregivers are likely to
make the following inquiries in an attempt to
close the gap between previous relational

knowledge and the failed expectation:
· What aspects of relational knowledge were
lacking or erroneous?

~ In what ways was relational knowledge inap-
propriately applied?

~ What role did scripts, scenes and MOPs play in
the failed expectation?

· Did some level of affect interfere with the

generation of expectations?
~ Were the goals/plans too ambitious and unre-
alistic ?

The cognitive and affective search processes
involved in this procedure may not always
produce the level or type of data that satisfies
the impetus for the search for explanation.

Updating relational knowledge Determin-

ing answers to these questions provides an

opportunity to explain how expectations were
violated by relational partners (i.e. uncertainty
reduction). As conclusions are drawn about the
nature of the failed expectations, relational

knowledge can be updated. According to Keller-
man (1995), ’updating occurs when sufficient
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reason exists to modify, replace, and/or reorgan-
ize parts of memory’ (p. 203). As relational

knowledge is updated, arousal and uncertainty
can be reduced, and a revised memory structure
is now available to generate new scripts and
scenes leading to reformulated MOPs to be used
in social interaction. Updating relational knowl-
edge is a learning process whereby expectancy
violations lead to a search for information that
can reduce uncertainty and generate revised

expectations for ongoing and future interaction
(Kellerman, 1995; Planalp & Rivers, 1988;
Schank et al., 1986).

Managing interaction
The ability of a patient or provider to engage in
meaningful interaction after expectancy viola-
tion is contingent on how a reformulated base of
relational knowledge is handled. In spite of new
information that modifies scripts and scenes

associated with this relationship, communicators
may choose to pursue their original plans in the
face of expectancy violations. On the other

hand, a revised form of relational knowledge
may produce an adjustment in MOPS, goals and
plans during an interactional episode.

Pursuing original plans Some patients and
caregivers may pursue their original plans even
in the face of expectancy violations. Undaunted

by a failure to produce fulfilled expectations,
communicators may find their original goals and
plans so important that it would be unwise to alter
their course of action (e.g. could lead to goal
blockage, interpersonal conflict, etc.). Instead,
alteration of plans at their more fundamental
levels can be made. According to Berger (1995),
’when goal-directed actions are thwarted, and
individuals continue to pursue the goals in ques-
tion, their first tendency is to alter low-level plan
elements, rather than more abstract plan ele-

ments, because such modifications require fewer
cognitive resources for their implementation’
(p. 161). For example, an oncologist may find
that her or his expectations were violated when
she or he anticipated a cancer patient to accom-
modate her or his more aggressive tactics of per-
suasion regarding treatment adherence. Instead
of adopting a new action plan, the oncologist
adjusts the lower level components of her or his
plan by restating the prescriptive strategy in a
more emphatic tone.

On-line adjustment of expectations,
plans, and behaviors Many communicators
will make on-line adjustments of their expecta-
tions, plans and behaviors grounded in updated
relational knowledge structures. Based on a

heightened level of arousal and a subsequent
search for explanations, providers and patients
may find adaptation as an optimal alternative.
For example, LePoire and Burgoon (1994) dis-
covered that when patients observed (confeder-
ate) physicians to deviate from normative
involvement levels, patients adjusted their own
level of involvement behavior as a response
mechanism. At the cognitive level, modified

expectations may be based on a more flexible
and cautious planning structure allowing for

greater latitude in received and produced com-
munication behaviors.

Implications of the model
The model presented here depicts a process of
relational expectation formation, with implica-
tions for the provider-patient relationship as

suggested at various points during the discus-
sion. One of the key features of the model
involves expectancy violations. Most of the
research involving relational and communicative
expectations specific to the provider-patient
context has focused on this phase of the model.
Clearly, a basic assumption resulting from this
area of research states that relational dissatisfac-
tion ensues from negative expectancy violations
(Burgoon, Birk, & Hall, 1991; Klingle & Bur-

goon, 1995; LePoire & Burgoon, 1994). In

contrast, positively viewed expectancy viola-
tions can produce satisfactory perceptions of the
relationship. In fact, according to Klingle and
Burgoon, inconsistent or alternating message
strategies communicated by physicians may be
more persuasive than the use of a single strategy
even when this strategy is thought to be most
preferred by patients. In other words, expect-
ancy violations serve to get the attention of the

patient with the ultimate goal of inducing a

change in behavior.
The Relational Expectations Model we have

suggested is expected to generate additional

discussion in the provider-patient context.

Future research should address some of the

following areas that would serve to explicate
and extend the model.
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To what extent is it the responsibility of

caregivers to confirm expectations? and To what
extent should caregivers take into consideration
the pre-existing relational knowledge and expec-
tations of the patient? Such considerations may
indeed impact the structure of the interaction.

Also, how stable is the strategy of violating
expectations for persuasive purposes? and In
which health-care context are our strategies
more malleable? The role of ’caregiver’ may
blur with the rise in popularity of HMOs, and
non-traditional therapies. Research should

investigate the change in communication styles
and strategies within these new contexts.

Finally, how can caregivers and patients
develop stronger relational knowledge to pro-
duce more realistic expectations? and Will such
strategies ultimately benefit the treatment of the
patient? What other outcome variables (other
than improved treatment) stem from interaction?
Is patient satisfaction important? Is caregiver
satisfaction important?
How do related psychological concepts like

Festinger’s cognitive dissonance theory relate to
violations of expectations? How do caregiver
assumptions about patient expectations influ-
ence interaction (e.g. if a physician assumes a
patient wants to reduce his or her back pain,
when in reality the patient wants to remain ill
and continue to receive worker’s compensa-
tion) ? What are the implications of such

assumptions for future interaction?
The concept of the Relational Expectations

Model is fundamentally simple in design, yet
has multiple constructs and variables which may
impact its linearity. We believe this area of

investigation is rich for future research.
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