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Abstract 

Introduction: The evolving demands for patient-centered care and the humanization of medicine 

necessitate a deeper understanding of the factors contributing to the doctor-patient relationship. 

Although this relationship involves two individuals, limited research investigates both sides of the 

interaction, particularly trust and communication skills, along with their antecedents and outcomes.  

Objectives: This study aimed to verify the Doctor-Patient Relationship and Outcome Model by Van 

den Assem & Dulewicz in a dyadic context by exploring three types of agreements (consensus, 

assimilation, and dyadic reciprocity) between patients and physicians regarding trust in the doctor-

patient relationship, physician’s communication skills, satisfaction with medical visit, evaluation of a 

doctor-patient relationship, and patient’s willingness to engage in treatment as well as investigating 

the associations between trust and communication, their antecedents (trustworthiness factors: 

benevolence, integrity, competence) and outcomes.  

Methods: The dyadic research followed a reciprocal “one-with-many” design. The sample included 

18 physicians and their 203 hospitalized patients. All patients had diagnosed chronic internal 

diseases; the physicians specialized in internal medicine and/or rheumatology. Multilevel linear 

modeling for hierarchical data (patients nested within physicians) was implemented. 

Results: A strong agreement about physicians’ trustworthiness was observed among patients treated 

by the same doctors, while there was only a weak consensus regarding trust, communication skills, 

and their outcomes. Physicians showed some agreement on trust, communication skills, and 

satisfaction; however, there was low agreement regarding the evaluation of the doctor-patient 

relationship and patient willingness to engage in treatment. Some level of agreement between 

physicians and patients (within dyads) was found for all considered interactional constructs. The 

findings also confirmed positive associations between trust and communication skills. Results 

revealed that trust and communication constitute relevant antecedents of satisfaction, better 

doctor-patient relationships, and patient willingness to engage in treatment. Both the dyadic aspect 
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of the interactions and individual differences between physicians contributed to the tested 

associations.   

Conclusions: Although patients' and physicians' perspectives differ, they share common ground, 

demonstrating some degree of agreement. The adapted Doctor-Patient Relationship and Outcome 

Model can be effectively applied in dyadic settings. The most relevant finding highlights the crucial 

role of unique interactions in the doctor-patient relationship.    
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Streszczenie 

 
Wstęp: Zwiększająca się potrzeba humanizacji medycyny oraz jej orientacji na pacjenta wymaga 

szerszego zrozumienia czynników wpływających na relację lekarz-pacjent. Mimo, że ta relacja składa 

się z dwóch osób, brakuje badań uwzględniających obie strony interakcji, szczególnie w kontekście 

zaufania oraz komunikacji, a także ich predyktorów i rezultatów. 

Cele: Celem badania była weryfikacja modelu “Doctor-Patient Relationship and Outcome Model” Van 

den Assema i Dulewicza poprzez eksplorację zgodności ocen na trzech poziomach (konsensus, 

asymilacja, diadyczna recyprokalność) pomiędzy lekarzami a pacjentami dotycząca zaufania w relacji 

lekarz-pacjent, umiejętności komunikacyjnych lekarza, satysfakcji z wizyty, ewaluacji relacji lekarz-

pacjent oraz chęci pacjenta do zaangażowania się w leczenie. Celem konfirmacyjnym pracy było 

zbadanie związków pomiędzy wyżej wymienionymi zmiennymi oraz ich predyktorami (czynnikami 

wiarygodności: życzliwość, uczciwość, kompetencja) w kontekście diadycznym. 

Metoda: Badanie przeprowadzono w ujęciu “one-with-many”, opartym na liniowym modelowaniu 

wielopoziomowym dla danych hierarchicznych (pacjenci „zagnieżdżeni” w lekarzach). Grupa badana 

składała się z 18 lekarzy (specjalistów oraz rezydentów chorób wewnętrznych lub/oraz reumatologii) i 

ich 203 pacjentów (obciążonych przewlekłymi chorobami internistycznymi). Badanie odbyło się w 

warunkach szpitalnych. 

Wyniki: Badanie wykazało silną zgodność/konsensus w ocenach czynników wiarygodności lekarza 

pomiędzy pacjentami leczonymi przez tego samego lekarza oraz słaby konsensus dotyczący zaufania, 

umiejętności komunikacyjnych lekarza oraz ich zmiennych wynikowych. W kontekście postrzeganego 

zaufania do pacjenta, umiejętności komunikacyjnych oraz satysfakcji z wizyty lekarze do pewnego 

stopnia podobnie postrzegali wszystkich swoich pacjentów. Natomiast brak było zgodności w ich 

ocenach dotyczących ewaluacji relacji z poszczególnymi pacjentami, a także chęci pacjentów do 

zaangażowania się w leczenie. Zaobserwowano istotną statystycznie zgodność pomiędzy lekarzami i 
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pacjentami w diadach, dla wszystkich badanych konstruktów. Wyniki potwierdziły również 

występowanie pozytywnych związków pomiędzy zaufaniem a umiejętnościami komunikacyjnymi 

lekarza. Ponadto wykazano, że zaufanie i komunikacja stanowią znaczące predyktory dla satysfakcji, 

lepszych ocen relacji lekarz-pacjent oraz chęci pacjenta do zaangażowania się w leczenie. Zarówno 

aspekt diadyczny badanych interakcji jak i różnice indywidualne pomiędzy lekarzami okazały się 

istotnymi czynnikami w badanych związkach.  

Wnioski: Chociaż perspektywy pacjentów i lekarzy różnią się, bazują na wspólnym gruncie, co 

odzwierciedla się w pewnym stopniu zgodności. Zaadaptowany Doctor-Patient Relationship and 

Outcome Model może znaleźć efektywne zastosowanie w badaniach diadycznych. Najważniejszym 

wynikiem badania jest kluczowa rola unikatowości interakcji w relacjach lekarz-pacjent. 
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Introduction 

Medicine can be considered an art, with its creative potential largely recognized in the interpersonal 

dynamics of the doctor-patient relationship (Baum, 2023). Despite the current collective infatuation 

with modern pharmaceuticals and advanced medical technologies, the dialogue between physician 

and patient remains the most powerful tool in medicine (Konda et al., 2023; Timmermans, 2020). 

Even the most proficient diagnostic skills and extensive substantive knowledge may be insufficient in 

the patient's treatment process without a strong doctor-patient relationship grounded in trust, 

empathy, and skilled communication. In fact, the quality of communication and interaction between 

physicians and patients is a significant indicator of medical care excellence and plays a vital role in 

the healthcare process, resulting in better somatic, mental, and social health (Makara-Studzińska, 

2017; Matusitz & Spear, 2014). Clinical communication, including gathering comprehensive 

information about the patient's condition, active listening, persuasion, negotiation, and motivating 

patients, forms the foundation of accurate diagnosis and appropriate treatment plans (W. R. Miller & 

Rollnick, 2023; Silverman et al., 2013). Such tailored patient care represents the crucial response to 

the need for humanized medicine, which is essential for complementing scientific and technological 

advancements. Physician’s empathetic communication facilitates the therapeutic role of the doctor-

patient relationship itself (Hojat et al., 2023). When the bond between doctor and patient is formed, 

care and healing can occur (Thom et al., 1999).  

The evolving physician-patient relationship, shaped by patient engagement, leads physicians 

to prioritize treatment over diagnosis, adopt more participatory forms of recommendations, and 

emphasize their accountability more than in previous decades (Stivers & Tate, 2023). If the emphasis 

on health care in the 21st century is centered on the patient, nurturing the doctor-patient 

relationship must be highlighted (Engle et al., 2021; Kenny et al., 2010; M. Stewart et al., 2024). 

Although the concept of patient-centered medicine originated from Hippocrates, it has not been the 

standard of practice (particularly in the biomedical approach), nor has there been open 
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communication between physician and patient (Baum, 2023). Fortunately, nowadays, the shared 

decision model prevails, placing the patient at the central focus of medical care. Despite this shift 

being reflected in recent literature reviews (E.-J. Kim et al., 2024; Loban et al., 2025; van Andel et al., 

2025), clinical communication is at its critical juncture, facing multiple challenges (Gessesse et al., 

2022; Stivers & Tate, 2023). Compared to decades ago, physicians now spend only 20% of their time 

allocated to medical visits in face-to-face communication with patients (Drossman et al., 2021). 

Hence, they must be highly skilled in this area. Medical education, therefore, should ultimately aim 

to equip both current and future generations of physicians in communication skills (an integral part 

of medical practice) with the same diligence as clinical skills (Elendu et al., 2024; Flanagan & 

Cummings, 2023; Salmon & Young, 2011). As it has been determined that communication between 

physicians and patients is vital for patient recovery, adherence, and satisfaction, it is crucial to 

further expand its role not only in education but also in healthcare research (Konda et al., 2023; Liu 

et al., 2024; Turabian, 2019). 

Clinical communication is one of the most important factors contributing to the quality of the 

doctor-patient relationship; however, it is essential to also recognize the significant role of trust in 

the therapeutic process (Chandra et al., 2018). The trust-based relationship forms the foundation for 

bonding between physician and patient, encouraging open communication and facilitating shared 

decision-making (Elwood, 2023; Thom et al., 2011). Building mutual trust is crucial in chronic 

diseases, where patients may fear judgment about their lifestyle choices or adherence to medical 

advice (Frazier et al., 2013), and physicians need to delegate self-care responsibilities to them 

(Rotaru & Oprea, 2015). It allows specialists to conduct thorough interviews, involve patients in the 

treatment process, ensure maximal comfort, and promote adherence to medical recommendations 

(Georgopoulou et al., 2020; Hojat et al., 2010). In chronic care and medicine overall, trust is essential 

for bridging the gap between practice and evidence. 

While the significance of patients trusting their physicians has long been acknowledged and 

heavily researched, the trust that physicians place in their patients remains overlooked, unexplored, 
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and under-theorized (Sousa-Duarte et al., 2020; Williamson et al., 2022). The limited literature in this 

field hinders our capability to fully comprehend the dynamics of trust between healthcare providers 

and their patients (Wilk & Platt, 2016). Investigating trust in patients is essential for fostering 

balanced healthcare relationships. It can also improve healthcare professionals' education by 

prompting physicians to reflect on their interactions with patients, challenge the assumption of 

automatic trust, and consider how different levels of trust can impact care outcomes (Sousa-Duarte 

et al., 2020). By recognizing a patient's agency, the willingness to trust them becomes a significant 

ethical step in treating them as autonomous individuals who can take responsibility for their health 

rather than passive care recipients (Rotaru & Oprea, 2015). 

Medical treatment constitutes a complex and multifaceted process that involves various 

interacting variables, actors, and systems (Wei et al., 2020). The psychological perspective on trust, 

communication, and the doctor-patient relationship, shaped by sociological factors and the external 

world, acts as an optical prism during consultations and affects doctor-patient interactions in various 

ways (Turabian, 2019). Combining the perspectives of physicians and patients and exploring their 

congruence could provide valuable insights in this field of research. Thus, this study will aim to 

explore three levels of agreement between patients and physicians: consensus – the evaluation of 

(one) physician by his/her patients, assimilation – the evaluation of patients by one/their physician, 

and dyadic reciprocity – the congruence between a patient and physician within a dyad. 

One of the theoretical models that reflects the intricacy of the doctor-patient relationship, 

including its predictors and outcomes, is the Doctor-Patient Relationship and Outcome Model (Van 

Den Assem & Dulewicz, 2015). The model focuses on trust and physician’s performance 

(communication with patient), including trustworthiness factors (benevolence, integrity, 

competence) as trust predictors, and evaluation of doctor-patient relationship or satisfaction from 

medical visit as outcomes of trust and communication. Therefore, testing the associations between 

this model’s variables within a new context (hospitalized patients with chronic internal diseases) and 

a new approach – dyadic analysis – would be a subsequent aim of this work.     
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Theory Framework 

Doctor-Patient Relationship and Outcome Model 

The project is based on the theoretical model Doctor-Patient Relationship and Outcome Model 

developed by Barend Van Den Assem and Victor Dulewicz (2015). This model posits that the factors 

influencing a doctor and patient's overall satisfaction with their interactions are trust, the doctor's 

practice orientation, and the doctor's performance. Trust is defined as “the willingness of one party 

to be vulnerable to the actions of another party” (Van Den Assem & Dulewicz, 2015, p. 83). Doctor’s 

practice orientation is understood as the dichotomous nature of the relationship—whether it is 

oriented more towards the doctor or the patient. Doctors' performance is characterized by the 

overall attitude and behavior of the physician, yet this is primarily explained by their manner of 

communication with the patient. The outcome of the “Doctor-Patient Relationship and Outcome 

Model” constitutes overall patient satisfaction, operationalized as four factors: confidence in doctor, 

(evaluation of) relationship with doctor, willingness to recommend the doctor, and satisfaction with 

the service. The model also includes four predictors of trust (trustworthiness factors): ability, 

benevolence, integrity, and risk aversion. Additionally, patients’ propensity to trust moderates the 

relationship between each trustworthiness factor and trust. Figure 1 presents the original model.  

The authors empirically verified the model in the cross-sectional study using a regression 

model, considering the patients’ perspective. All tested constructs together explained 74.5 percent of 

the patient’s overall satisfaction variance. The hierarchical regression analysis indicated a very good 

model fit, which was later confirmed by structural equation modeling (using a PLS variant). 
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Figure 1 

Doctor-Patient Relationship and Outcome Model (Van Den Assem & Dulewicz, 2015, p. 85) 

 

Notwithstanding the foregoing, in their work, the authors indicated the need for the model’s 

further development by considering other factors that could potentially influence the outcomes of 

the doctor-patient relationship (Van Den Assem & Dulewicz, 2015). Among their suggestions was 

testing different physicians’ behaviors. They also deliberated on adding the patient’s involvement in 

the treatment as an additional and significant outcome of the visit. Another vital limitation of their 

work was focusing only on the patients’ perspectives, which they also pointed out. Finally, they 

suggested the need to test the model in various settings, regarding doctor-patient relationship 

contexts (in their study, the sample consisted of general physicians’ patients). 

The following chapters present literature reviews that outline the current state of knowledge 

regarding the “Doctor-Patient Relationship and Outcome Model” constructs within the doctor-patient 

relationship that will be further tested in the novel approach and settings in the present study.  
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 Trust and communication in a doctor-patient relationship 

Trust – review of definitions and doctor-patient relationship context 

The core variable of the Doctor-Patient Relationship and Outcomes Model (Van Den Assem & 

Dulewicz, 2015) is trust. Trust is essential for adopting and sustaining health-related behaviors and 

social norms – that is why it can be referred to as “the glue of a healthy society” (Schiavo & Chou, 

2023). For years, social scientists have considered trust a crucial, multifaceted factor in personal 

relationships, organizations, financial transactions, social networks, and societal dynamics – an 

essential part of social capital (Coleman, 1988; Wilk & Platt, 2016). Upon reviewing the literature on 

trust, it becomes clear that it is a term difficult to define distinctly because of its intricate nature and 

multidimensionality (Chandra et al., 2018; Raatikainen et al., 2023). According to the philosophical 

paradigm, trust is a value or an attitude based on the hope that the other party will be trustworthy 

(Taylor et al., 2023). Sociological literature focuses on trust antecedents and predictors rather than 

outcomes (Schilke et al., 2021) or the socialization process in communities and groups (Raatikainen 

et al., 2023). The economic perspective draws from the game theory and emphasizes the role of 

repeated interactions and cooperative behaviors in building trust (Vanneste et al., 2014). The rational 

choice theory describes trust as a calculation between the future actions of the trustee and the 

benefit rather than harm of the trustor, with the cooperation outweighing the costs and risks 

involved (Gilson, 2003). Psychological theories and research address the salience of the subconscious 

processes and heuristics in deciding whether to trust or expose vulnerability (DeSteno, 2015). Trust 

can also be perceived as a result of people’s shared values or mutual knowledge (Luhmann, 2018). 

Nevertheless, several definitions of trust have been proposed. 

Trust might be defined as the expectation of an individual or a collective group to act in good 

faith, demonstrate honesty, fulfill commitments, and not abuse (Cummings & Bromiley, 1996; Wei et 

al., 2020). In simpler terms, it is a belief in sincerity, kindness, benevolence, motivation to be honest, 

and a lack of intention to cause harm (Chandra et al., 2018). Certain individuals tend to be more 
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calculative in handling relationships, whereas others are more inclined to trust instinctively (Gilson, 

2003). Trust is predicated on a context characterized by potential and unavoidable risks in life. The 

attempts made to avoid them are tantamount to waiving the associated advantages (Luhmann, 

2000). Therefore, trust can also be understood as optimistic acceptance of a situation in which one 

side of the interaction is vulnerable and aware of the existing risk and yet willing to entrust their fate 

to the other person (Rotaru & Oprea, 2015; Van Den Assem & Dulewicz, 2015). This definition of 

trust is commonly used in the literature and encompasses willingness to accept vulnerability, positive 

expectations of trustworthiness, or a combination of both (Fulmer & Gelfand, 2012; Serrano Archimi 

et al., 2018).  

The ability to build relationships upon a higher level of trust is developed in childhood and 

based on the first interpersonal experiences, e.g., between a child and a parent (John Bowlby's 

attachment theory; Erik Erikson's theory of psychosocial development) (Bowlby, 1982; Erikson, 

1963). Trust develops within a familiar environment, with changes to this environment affecting trust 

in relationships. Therefore, it is vital to consider the role and limits of familiarity when examining 

trust conditions (Luhmann, 2000). From a psychological point of view, trust plays a crucial role in 

developing and cultivating any well-functioning relationship between two people and appears 

through both cognitive (regarding people’s predictability and competence) and emotional (believing 

in others' good intentions) interactions (Raatikainen et al., 2023). Being a fragile and dynamic 

phenomenon, it requires constant care, patience, and time, with the capacity to endure 

disappointments.  

 Trust can be viewed as a belief that the other party will act appropriately, responsibly, 

competently, and considerately (Taylor et al., 2023). 'Given trust’ stems from expertise, whereas 

'earned trust' arises from successful interactions and high competence (professionalism) (Raatikainen 

et al., 2023). It also varies in two forms: general trust in someone perceived as trustworthy or 

situation-specific trust, representing the expectation that the trustee will undertake a particular 

action (Taylor et al., 2023). The level of trust within the doctor-patient relationship may differ among 
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situations due to various competencies involved (Schoorman et al., 2007). An individual may be 

trustful in certain circumstances but not in others (Rotaru & Oprea, 2015). The attitude, 

competencies (both technical-instrumental and non-technical-interpersonal), and behavior of the 

physician, as well as the level of institutional trust (concerning a specific medical facility or the entire 

healthcare system), directly influence trust formation (Chandra et al., 2018). In order to pursue 

medical treatment, patients need to trust the healthcare system and its representatives (Blödt et al., 

2021). 

Trust is fundamental in the doctor-patient relationship (M. A. Hall et al., 2001; Thom et al., 

1999; Williamson et al., 2022) and is considered the most essential psychological aspect (Rotaru & 

Oprea, 2015) with the potential of having a direct therapeutic effect (Gilson, 2003). This relationship 

is unequal due to information asymmetry between both parties (Calnan & Rowe, 2008; Wu et al., 

2022). Such asymmetry implies patients’ vulnerability, uncertainty, and expectation of their caregiver 

to provide truthful information and beneficial care (Gabay & Bokek-Cohen, 2019). Each instance of 

trust features its particular dynamics and varies across diverse contexts. Consequently, entrusting a 

physician does not consistently depend on the evaluated risk calculations (Skirbekk et al., 2023). 

Nevertheless, it is important to understand that healthcare professionals can also be vulnerable to 

their patients and that their trust in them should not be taken for granted (Brennan et al., 2013; 

Tofan et al., 2013).   

Some studies pointed out that fostering trust is mainly driven by the resultants of relational 

factors and general trust (Skirbekk et al., 2023; Williams, 2001). Emotional attachment may lead to a 

scenario when the trustee is willing to take risks, even in circumstances without evidence of the 

other party's trustworthiness (Schoorman et al., 2007). Q. He et al. (2022) highlighted that a patient’s 

trustworthiness and personal characteristics are equally important for a physician’s trust, just as a 

physician’s trustworthiness factors are significant for a patient’s trust. LoCurto & Berg (2016) also 

emphasized the influence of prior interactions and past experiences as a vital determinant of trust. 

Though often stable, patient trust can change with new experiences of information, as it is fragile 
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and subject to influence. Trust can be built, stabilized, or declined based on new experiences (Griffith 

et al., 2021). As in any other relationship, trust tended to develop and grow over time in the doctor-

patient relationship (Williamson et al., 2022). In this regard, its greater duration was linked to higher 

trust (Croker et al., 2013; Fiscella et al., 2004). In turn, trust predicted the continuity of care (R. Baker 

et al., 2020; Berger et al., 2020).  

In the doctor-patient relationship, it is worth paying attention to the plural meaning of trust. 

A patient decides to disclose personal information and trusts their health in the competencies and 

knowledge of the specialist (Birkhäuer et al., 2017). A physician expects patients to honestly share all 

the information and motives, accurately describe symptoms, follow recommendations, and respect 

boundaries (Thom et al., 2011). Moreover, as patients need to trust their competencies in managing 

their own health (Rotaru & Oprea, 2015), physicians must trust in their skills, actions, and decisions 

(Douglass & Calnan, 2016). Patients’ and physicians’ trust share similarities, as in both cases, it refers 

to the expectations of future behaviors in their relationship (Thom et al., 2011). The link between 

distinct dimensions suggests that trust in healthcare is all-encompassing and, thence, uniquely 

holistic (M. A. Hall et al., 2001).  

Mutual trust between physician and patient is essential in building a properly functioning 

therapeutic alliance (Heszen-Celińska & Sęk, 2020; Hillen et al., 2011; Rotaru & Oprea, 2015). It 

allowed physicians to gather a more detailed interview because trusting patients shared information 

about themselves more frankly (Rotaru & Oprea, 2015; Wilk & Platt, 2016). Trust encouraged 

patients to disclose even stigmatizing concerns (Sousa-Duarte et al., 2020) or to admit to non-

compliance (irregular use of prescribed medications, not following the established diet, forgetting 

about blood pressure or blood glucose level measurements, omitting recommended physical activity) 

(Lee & Lin, 2009). Moreover, patients anticipated that physicians would handle their personal data 

properly, which involves protecting, documenting, and disseminating the information (Campos-

Castillo & Anthony, 2019).  
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Trust is predominantly a reciprocal phenomenon based on situational interdependence 

(Elwood, 2023). The reciprocity is essential to mutual trust in the doctor-patient relationship, as it 

facilitates cooperative behaviors and fosters the other party’s trust (Grob et al., 2019; Thorne & 

Robinson, 1988). This reciprocity constitutes the foundation of shared decision-making (Elwyn et al., 

2012; Taylor et al., 2023) and lessens the need for monitoring (Thom et al., 2011). One of the vital 

factors influencing physicians’ trust in patients is the perception of patients’ self-management and 

health-related ability. That can reciprocally shape patients’ trust in their own competence to manage 

their health condition (Doekhie et al., 2019).  

Mutual trust may positively impact both: the partnership model of the relationship – 

empowering the patient’s autonomy in the decision-making process regarding the choice of 

treatment (Mechanic & Schlesinger, 1996; Suzuki et al., 2022), and the paternalistic model - 

contributing to greater psychological comfort in patients who expect the specialist to make the best 

decision for the patient (Makara-Studzińska, 2017). Furthermore, mutual trust translates into long-

term effects of the relationship, such as increased satisfaction (both patients’ and physicians’), 

continuity of care, and adherence to medical recommendations, which is a crucial goal of any 

therapeutic procedure (Georgopoulou et al., 2020; Skirbekk et al., 2023; Thom, 2001; Trachtenberg 

et al., 2005). Conducting medical consultations in an atmosphere of trust may also determine the 

physicians’ job satisfaction and thus prevent them from developing professional burnout (Grob et al., 

2019; Wu et al., 2022). In their meta-analysis, Birkhauer et al. (2017) named three groups of trust 

outcomes in the doctor-patient relationship: objectively measured indicators (lab tests), clinical 

observations, and patients’ subjective ratings. Those results were confirmed by Lerch et al. (2024) in 

their recent review. Due to the greater continuity of care, trusting physicians knew their patients 

better and felt more clinical engagement. As a consequence of the abovementioned factors, trust 

reduced overall mortality (R. Baker et al., 2020).  

Trust is critical in managing chronic illnesses and can affect patient health outcomes in many 

ways (Lee & Lin, 2011). It reduced patients' uncertainty, enhanced their sense of control, and 
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supported their self-efficacy in managing chronic illnesses (Banerjee & Sanyal, 2012; Georgopoulou 

et al., 2020; Lee & Lin, 2009). Trust also affected patient care efficiency, effectiveness, and quality 

(Berger et al., 2020; Croker et al., 2013; Grob et al., 2019; Wilk & Platt, 2016). Trusted patients felt 

treated with respect and perceived as reliable; their competence was recognized, and their 

experiences were validated (Skirbekk et al., 2011; Williamson et al., 2022). That significantly 

increased the likelihood of them seeking care, involvement in recovery, earlier detection of serious 

diseases, symptom improvement, and health-related quality of life (Elwood, 2023; Lee & Lin, 2011; 

Mainous III et al., 2004). Furthermore, it built a sense of psychological safety, which played a vital 

role in the doctor-patient relationship (for example, allowing the necessary physical examination or 

communicating openly without the worry of being doubted or criticized) (Raatikainen et al., 2023; 

Rotaru & Oprea, 2015). Patient trust can also reduce transaction costs, including expenses related to 

reassuring patients (such as ordering extra tests and referrals) or inefficiencies caused by incomplete 

information disclosure from the patient (Croker et al., 2013; Thom, 2001).  

Physicians' trust in their patients is often regarded as a moral obligation and the standard 

foundation for healthcare interactions (Skirbekk et al., 2011). However, it is a sociopsychological 

concept linked to the physicians’ vulnerability, not just enhanced through morality or training (Q. He 

et al., 2022). They risk their future careers, professional calling, personal identities, and public 

reputations by trusting specific patients (Sousa-Duarte et al., 2020). Physicians may identify possible 

‘risks’ in trusting patients, leading them to justify a certain level of distrust (Pilgrim et al., 2010). 

Nevertheless, trusting physicians are more attuned and become better diagnosticians (Grob et al., 

2019). Trust in patients makes the clinical relationship meaningful and is vital to medical ethics (M. A. 

Hall et al., 2002).   

Although trust in professional relationships strengthens professionalism and promotes 

ethical issues in the work environment (Raatikainen et al., 2023), trust can also be used in immoral 

ways, such as exploiting others for personal gains (Rotaru & Oprea, 2015). For instance, it involves 

patients’ manipulation of medical appointments to obtain undue benefits, such as sick leave or 
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prescriptions for unadvised substances (Thom et al., 2011). Contrarily, the negative consequence of 

an unquestioned, high level of trust toward a physician can be patient’s complete withdrawal from 

active involvement in the treatment process (L. A. Anderson & Dedrick, 1990). Inversely, the dearth 

of trust toward patients may disempower them and deprive of dignity (Williamson et al., 2022).  

Due to the situational context, patients or physicians may hold some level of trust and some 

level of distrust in the doctor-patient relationship (Campos-Castillo & Anthony, 2019; Hillen et al., 

2011). In the framework of medical care, distrust, based on skepticism, involves questioning 

someone’s motives and actions, as compromising care quality or information accuracy (Griffith et al., 

2021). Negative feelings in doctor-patient interactions, such as doubt and fear, lead to distrust (Keitz 

et al., 2007). Physician distrust was portrayed as a strategy for avoiding uncertainty and vulnerability 

(Sousa-Duarte et al., 2020). Although it has a presumed strategic role, compromised trust toward 

patients may result in treatment barriers (Moskowitz et al., 2011). Distrusting attitudes can harm 

physicians’ mental health, life satisfaction, and service quality (Gabay & Bokek-Cohen, 2019; Q. He et 

al., 2022). Subsequently, patients’ distrust was linked to feelings of objectification, lack of self-value, 

not being listened to, poor appointment manners, and incompetence (Gabay, 2019; Grob et al., 

2019). Distrustful patients may undermine a physician’s credibility or motivations and even act 

aggressively during medical interaction (Wu et al., 2022). Trust can be thoroughly affected by 

mistakes. In a broader perspective, distrust in a physician can extend to the medical system, resulting 

in annulments of medical knowledge, low patient satisfaction, poor patient-provider relationships, 

missed follow-up appointments, and disregarded treatment recommendations (Lemmers & van der 

Voort, 2021). Lack of trust in physicians may financially strain healthcare systems and increase 

patient complaints (Lerch et al., 2024). Nevertheless, it can be overcome by expressing empathy 

(Sousa-Duarte et al., 2020). 

Empathy and physician communication skills have been essential antecedents of trust in the 

doctor-patient relationship (Calnan & Rowe, 2008; Chandra et al., 2018; Q. He et al., 2022; Thom, 

2001). The ability to care for and comfort patients has been equally important as instrumental 



 

	

18 

 

competence in predicting patients’ trust (Berger et al., 2020). According to M. A. Hall (2001), caring 

physicians can gain a patient’s trust even when lacking skills; analogically, they cannot be trusted 

when distancing from patients despite being competent. Skirbekk et al. (2011), emphasized the role 

of physicians’ personal involvement with the patient in fostering trust. Thom (2001) also indicated 

several physician behaviors influencing patients’ trust: extensively assessing issues, delivering 

suitable and efficient treatment, fostering collaboration, and showing honesty and respect (2001). 

Other important determinants of trust included patient-centered communication, demonstrating 

understanding (Hong & Oh, 2020), and treating patients with dignity (LoCurto & Berg, 2016). Fiscella 

et al. (2004) discovered that proactive exploration regarding patients' experiences with their illnesses 

and extended appointment time correlated positively with greater patient trust. Other researchers 

also added shared goals and established collaboration patterns as factors influencing trust in the 

doctor-patient relationship (Berger et al., 2020; Croker et al., 2013; Hsieh et al., 2010). Moreover, 

various external factors, such as the physician's reputation, consistency, transparency, verifiability, 

and accuracy, can affect trust (Waidyaratne et al., 2023). 

 

Communication – review of definitions and doctor-patient relationship context 

In addition to trust, the authors of the Doctor-Patient Relationship and Outcomes Model (Van Den 

Assem & Dulewicz, 2015) identified communication as a key relational-level variable between 

physicians and patients. People interact with one another to collectively sustain their existence and 

fulfill their diverse needs. Within this framework, communication primarily determines life and 

human development across various societal aspects. It becomes a pivotal force in the health sector, 

akin to its essential role in every sphere of human life (Akaydin & Baltaci, 2024). It encompasses 

elements of behavioral and interpersonal interaction between two parties, which can be portrayed 

both subjectively and objectively, such as in information sharing and cooperation (Thompson & 

McCabe, 2012). In-person communication involves verbal, non-verbal, written, and para-verbal 
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elements, observation, instant interaction, clarification, feedback, and mutual adaptation (Firdous & 

Hiba, 2019; Pérez-Stable & El-Toukhy, 2018; Stiefel et al., 2024). Non-verbal components include eye 

contact, facial expressions, gestures, and mimics, whereas para-verbal components describe pace 

and tone of voice (Alkhamees & Alasqah, 2023). Communication’s fundamental function is to 

exchange information between the two interacting parties (Świątoniowska-Lonc et al., 2020). Even in 

brief meetings, such as medical consultations, individuals can reciprocally influence each other’s 

thoughts, feelings, and actions (Kenny et al., 2010). 

 High-quality communication is key to a doctor-patient relationship (Haskard Zolnierek & 

Dimatteo, 2009) and serves as an essential component of medical care (Iversen et al., 2020; Makoul 

et al., 2007; Marlow et al., 2019; Mathis et al., 2020; Stiefel et al., 2024). It plays multiple roles and is 

an inextricable requirement for a successful treatment process. If patients did not express their 

issues and clinicians did not use anamnesis to translate patients’ words into medical terms, the 

healthcare system, as we currently know it, would not exist (Timmermans, 2020). Traditional 

methods of communication between physicians and patients have emphasized the transfer of 

knowledge from the professional to the layperson (Turabian, 2019). Furthermore, effective 

communication can constitute the treatment itself (Salmon & Young, 2011). One of its vital 

dimensions concerns the patient’s emotional support (M. A. Stewart, 1995). A conversation based on 

physician’s empathy or validation can improve a patient’s psychological well-being by reducing 

negative emotions (such as fear or anxiety) and enhancing positive feelings (like hope, self-worth, or 

optimism) – directly rendering a therapeutic outcome (L. Chen et al., 2022; Street et al., 2009). 

Physician communication skills encompass forming a professional therapeutic alliance, gathering and 

synthesizing relevant information, disclosing care details and strategies, involving patients and 

families in planning, and recording and sharing written or electronic medical information (Boucher et 

al., 2020). Moreover, patients often expect and increasingly desire personalized and individualized 

care (Iversen et al., 2021). Thus, from a clinical perspective, efficient and effective communication 

enables healthcare providers to deliver high-quality patient care (Biglu et al., 2017). 
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 Effective communication skills are essential during the history-taking process, wherein 

physicians must be capable of posing a comprehensive range of questions related to the patient’s 

somatic, emotional, and psychological concerns (Beck et al., 2002; M. A. Stewart, 1995). During this 

process, the interview technique shapes the development of a doctor-patient relationship and 

inquiries about the clinical data for diagnosis and treatment (Marlow et al., 2019). Physicians may 

encourage patients who lack confidence and help them feel comfortable asking questions 

(Świątoniowska-Lonc et al., 2020). Questions in a positive tone made patients more likely to raise 

additional concerns and reduced unmet needs compared to those asked in a negative tone (Stivers & 

Tate, 2023). According to Turabian (2019), the final diagnosis in 75% of the cases relies on the quality 

of the medical interview. In the subsequent consultation phase, these skills facilitate integration of 

gained information into a treatment plan, assessment of patient’s understanding of the medical 

problem, the suggested course of care, their expectations from treatment, or its potential impact on 

functioning (Hong & Oh, 2020). Consequently, it should lead to “finding common ground”. To achieve 

this shared understanding, physicians should clarify all details regarding accessible interventions, 

treatment, and prognosis. However, before providing any information, they should evaluate the 

patient’s existing knowledge of their condition (Firdous & Hiba, 2019). To achieve this goal, patients 

need to understand their medical condition along with the associated risks and benefits of the 

prescribed regimen (Świątoniowska et al., 2019). Patients’ comprehension of treatment details and 

the importance of follow-up have been closely linked to their recovery (Baum, 2023). More 

explanatory communication was also linked to a higher level of independence in medication 

management (Heisler et al., 2007). Thus, patient education has been another vital aspect of clinical 

communication (M. A. Stewart, 1995).   

 Patients should view themselves as engaged participants in healthcare, ensuring their concerns 

are thoroughly addressed (M. A. Stewart, 1995) and self-management is effectively promoted 

(Świątoniowska-Lonc et al., 2020). In the communication process, it is crucial not only to see 

themselves as collaborators in their treatment journey but also to feel that healthcare professionals 
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fully understand their needs (Liu et al., 2024). Patients should freely share their thoughts, fears, 

expectations, and details about their symptoms, including onset, frequency, and impact on the 

quality of life (Konda et al., 2023). They need to proactively seek clarification and prioritize questions 

due to time constraints (Drossman et al., 2021). Essential communication practices for patients 

included sharing their beliefs about illness, expressing concerns regarding side effects, and actively 

participating in decision-making (Liu et al., 2024; Street et al., 2009). Such practices require effective 

dialogue between healthcare providers and patients (Stiefel et al., 2024).  

 Therefore, it seems vital to personalize interactions by using the patient’s name when greeting 

or explaining their complex clinical picture in a tailored and understandable manner (Salmon & 

Young, 2011). Both patients and physicians have noted that when patients feel recognized and 

understood, it improves a physician’s ability to counsel them (Hoppenot et al., 2022). Additionally, 

regular assessments of mutual understanding, negotiations on specific treatment plans, and 

discussions about concurrence could be integrated into both sides of doctor-patient interaction 

(Street et al., 2009).  

 Communication in a doctor-patient relationship inherently encompasses challenges and 

complexities. It can be affected by the setting (appropriate or inappropriate space for consultation), 

the time allotted for the medical appointment, or the presence of third parties (Stiefel et al., 2024). 

Patients frequently reported negative experiences such as disrespect, pressure from time 

constraints, and helplessness due to the prevailing influence of biomedical culture during medical 

visits (Alkhamees & Alasqah, 2023). Research has also revealed that many psychosocial and 

psychiatric issues were overlooked, with physicians interrupting patients roughly 18 seconds into 

their explanation of the problem (Silverman et al., 2013). Physicians and patients often use different 

languages (Firdous & Hiba, 2019; Stivers & Tate, 2023). A physician’s explanation may be unclear, 

causing the patient to misunderstand or misremember it (Turabian, 2019). Misunderstandings can 

lead to inadequate medication usage, resulting in increased adverse effects, insufficient access to 

necessary care, and improper use of diagnostic tests and services (Marlow et al., 2019; Pérez-Stable 
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& El-Toukhy, 2018). Problems arising from communication breakdown have been well-documented 

and contributed to patient non-compliance, poor treatment outcomes, low patient satisfaction, 

litigation, and, ultimately, higher expenses for patients and healthcare systems (Baum, 2023; Iversen 

et al., 2020; Mathis et al., 2020). Moreover, inadequate communication was associated with a 

significant amount of malpractice, medical errors, and preventable deaths (Gessesse et al., 2022; J. G. 

Murphy & Dunn, 2010; Tiwary et al., 2019).  

 Some psychological factors – such as burnout, emotional detachment, or personal experiences 

with end-of-life situations – may hinder physicians' encounters with patients and distort their 

communication (Stiefel et al., 2024). Patients might resist participating in conversations about their 

health for various reasons, including anxiety, fear, embarrassment, or insufficient knowledge (Konda 

et al., 2023). Another challenge for physicians is adjusting the amount of information to disclose to 

patients (Stiefel et al., 2024). Although it may seem more straightforward to assume that patients 

should always receive all pertinent information, there are instances where patients opt not to be 

fully informed and instead request the physicians to select the most optimal treatment plan on their 

behalf (Lazcano-Ponce et al., 2020). Communication does not only reside in objectively defined 

behaviors but also in how it is interpreted within a particular context. Albeit patients generally 

appreciate being presented with options to choose from, they often agree with physicians’ 

recommendations (Wright et al., 2004). This does not unequivocally suggest the predominance of a 

paternalistic model in doctor-patient communication but rather highlights the importance of 

cultivating a secure and empathetic rapport, enabling patients to determine their level of 

participation in shared decision-making (Stivers & Tate, 2023). Given that each clinical scenario is 

distinct, flexible approaches based on physicians’ intuition are valuable (Salmon & Young, 2011; 

Stivers & Timmermans, 2020).  

 The preferences for a patient-centered style appear to be predominant in an abundance of 

literature (Epstein et al., 2005; Swenson et al., 2004; Thompson & McCabe, 2012; Timmermans, 

2020). Epstein et al. (2005) described patient-centered communication as grounded in a moral 
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philosophy that enhances understanding of patients' needs, expectations, and perspectives of illness 

and health decisions. Physicians often adopted a more patient-centered approach and showed 

reduced contentiousness when they perceived patients as effective communicators who adhered to 

their medical advice (Konda et al., 2023). Patient-centered treatment has been demonstrated to be 

ethically positive and beneficial for physical health (Hong & Oh, 2020). It also decreased physician-

patient conflicts by addressing patients' emotions and facilitating information exchange (L. Chen et 

al., 2022). A more directive style of communication was often favored by older patients or those 

seriously ill, who felt overwhelmed by the weight of their upcoming decision (Liu et al., 2024; 

Swenson et al., 2004). Conversely, when acting as competent technical experts, physicians found the 

narrow biomedical approach least satisfying for themselves, due to low-quality data and poor use of 

their time (Roter et al., 1997). Mutual communication reduced distress for both patients and 

physicians in severe circumstances, for instance, during the process of delivering unfavorable news 

(Mathis et al., 2020). Findings have shown that emotional support and quality of information 

contributed significantly to patients’ acceptance, while the severity of the news had little impact 

(Firdous & Hiba, 2019). Additionally, through its various strategies, it has the potential to improve 

quality of life, even for seriously ill patients (Piccinini-Vallis et al., 2023). Nevertheless, patients’ 

autonomy must be respected so that they can make informed decisions about their level of 

involvement in the decision-making process (Lazcano-Ponce et al., 2020). The patient-centered 

approach often reduced expenditures on diagnostic testing and invasive procedures (Goebel-Stengel 

et al., 2023).  

 An additional facet of good communication practices pertains to narrative medicine, in which 

physicians meticulously respect and examine patients’ narratives. Patients describe these techniques 

as linking causes with effects and physical illness with psychological dimensions (Drossman et al., 

2021). Experienced healthcare providers can use these narratives to accurately and efficiently obtain 

health information. Allowing patients to share their stories and answer questions uninterrupted 

takes less time, with most speaking for no longer than two minutes, even in complex cases at tertiary 
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referral centers, compared to when they are asked leading questions and interrupted (Ammentorp et 

al., 2022; Iversen et al., 2021; Langewitz et al., 2002). Moreover, it made them feel heard, valued, 

and encouraged them to gain essential insights into their experience with illness (S. Hall et al., 2011). 

Therefore, physicians must be good listeners. Encouraging patients to discuss how illness affects their 

daily lives fostered trust, improved treatment adherence, and care effectiveness (Drossman & Ruddy, 

2020). For physicians, these narratives balance biomedical data with humanity by being personal, 

relatable, and empathy-fostering, which enhances connection, purpose, and job satisfaction while 

reducing burnout (Ammentorp et al., 2022; Messerotti et al., 2020; Slavin, 2019).  

  To sum up, high-quality communication between physicians and patients significantly 

enhances health outcomes, including symptom management, functional and somatic status, pain 

regulation, and emotional well-being (Gessesse et al., 2022; Goebel-Stengel et al., 2023). Moreover, 

it has been recognized as a critical determinant of changes in health behavior and improved disease 

outcomes (Beck et al., 2002; W. R. Miller & Rollnick, 2023). Street et al. (2009) identified seven 

pathways through which communication can lead to improved health outcomes: enhanced access to 

care, greater patient knowledge and shared understanding, higher quality medical decisions, 

strengthened therapeutic alliances, increased social support, patient agency and empowerment, and 

more effective management of emotions. Effective communication also served as one of the most 

critical predictors of trust in the doctor-patient relationship (Hong & Oh, 2020; Liu et al., 2024). 

 Furthermore, good communication constitutes one of the most essential factors in improving 

treatment adherence (Fino et al., 2023; Konda et al., 2023; Świątoniowska-Lonc et al., 2020). The 

WHO identified this factor as healthcare system-related, along with patient satisfaction with medical 

care (Świątoniowska-Lonc et al., 2020). In response to this concern, numerous prominent 

organizations (e.g., the American Medical Association’s Principles of Medical Ethics, the General 

Medical Council in the UK, the Royal College of Physicians, the Accreditation Council for Graduate 

Medical Education in the USA, the American Board of Medical Specialties, and the Canadian College 

of Physicians and Surgeons) developed guidelines and recommendations to ensure high-quality, 
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patient-centered communication, framing this issue as an ethical obligation (Boucher et al., 2020; C. 

Campbell et al., 2007; Makoul et al., 2007; Pérez-Stable & El-Toukhy, 2018).  “To succeed in the 

future, it is important to realise that patient-communication is a very complex skill that requires 

development of both professional and human skills and is part of lifelong learning.” (Ammentorp et 

al., 2022, p. 3336). 

 

Trustworthiness factors – review of definitions and doctor-patient relationship 

context 

According to the Van Den Assem & Dulewicz's Doctor-Patient Relationship and Outcome Model 

(2015), three trustworthiness factors – benevolence, integrity, and competence – are the most 

essential predictors of trust. The concept of trustworthiness plays a central role in understanding and 

predicting levels of trust in many contexts (Colquitt et al., 2007). Most researchers agree that trust is 

multidimensional in its components or dimensions, indicating strong evidence of trustworthiness 

factors (Di Battista et al., 2020; McKnight et al., 2002). Moreover, trustworthiness refers to the 

qualities of a trustee that elicit trust (Colquitt & Rodell, 2011; Di Battista et al., 2020) and can be 

measured by the motivation to lie (Khana et al., 2020). An essential condition to foster trust is to first 

demonstrate trustworthiness (Leonard et al., 2022). This perspective reflects an optimistic and 

confidence-driven expectation regarding the trustor (Colquitt & Rodell, 2011; Fulmer & Gelfand, 

2012).  

Trustworthiness represents a multifactorial structure and, as a relevant construct, it can be 

studied in many contexts and disciplines. Although its contexts may vary among disciplines, some 

domains seem to have common characteristics: fidelity, confidentiality, honesty, competence, and 

global trust (M. A. Hall et al., 2002). Regarding the 'Doctor-patient Relationship and Outcome Model,' 

which is based on 'An integrative model of organizational trust' (Mayer et al., 1995), three domains 

of trustworthiness were implemented: benevolence, integrity, and competence. Those three 
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cognitive domains were empirically proven to constitute crucial trust antecedents (Schoorman et al., 

2007; Williams, 2001).  

 Although trustworthiness factors (benevolence, integrity, competence) are separable, they 

are not unrelated; each can vary independently and should be perceived as a continuum rather than 

a dichotomous variable (Mayer et al., 1995). All three determine the trustworthiness level (Fulmer & 

Gelfand, 2012). In addition, each contributes a distinct perspective from which a trustor considers a 

trustee (Mayer et al., 1995). Together, they form two components: “will-do” and “can-do” (Barki et 

al., 2015). The “will-do” component includes the character (or ethical) traits (McKnight et al., 2002)– 

benevolence and integrity. The “can-do” aspect consists of the third dimension – competence (Barki 

et al., 2015; Colquitt et al., 2007). In this manner, both components complement each other, and 

while competence defines one’s ability to do something, the character facets determine one’s will to 

use the skills and act (Colquitt et al., 2007). The three trustworthiness factors can also be divided 

based on the character of the trusting reason. In this regard, integrity and competence form the 

cognitive component grounded on rational reasoning, while benevolence is affected by emotional 

attachment to the trustee (Colquitt et al., 2007). Furthermore, trustworthiness is conditioned by 

situational dependent trust—established on the abovementioned rational and emotional premises—

hence, the trustor decides whether to trust the trustee in a particular context (Dinç & Gastmans, 

2012).  

 Trustworthiness has normative aspects, attributing attitudes and behaviors of the trustee 

(Dinç & Gastmans, 2012). It plays a significant role in professions of public trust, especially in the 

healthcare sector (Dinç & Gastmans, 2012; Khana et al., 2020; Leonard et al., 2022; Nong, 2023). 

Healthcare trust is well embedded in the expectations regarding the trustee's capacity and 

willingness to influence specific outcomes. Trustworthiness represents a desirable and valuable trait 

connected to perceived reliability and confidence, which is particularly salient concerning the risks 

included in trusting situations (Dinç & Gastmans, 2012; Khana et al., 2020). Trust depends on the 

professional's ability to demonstrate that their actions adhere to standards of competence and 
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compassion (Cantarutti & Pothos, 2023). A physician's trustworthiness perceptions inspire patients' 

trust by giving them a reasonable foundation. Although competence, benevolence, and integrity are 

trustworthiness factors for individual physicians, they should be considered in the context of the 

whole healthcare system (A. Anderson & Griffith, 2022). Experiences associated with a social group 

or institution may also influence beliefs about trustworthiness (Williams, 2001). A trustworthy 

environment constitutes the foundation of institutional trust (McKnight et al., 2002). Therefore, 

creating a positive and credible image of healthcare institutions in society is particularly relevant.   

 

Benevolence. Benevolence can be described as acting with good intentions and will, selflessly, and 

in someone’s interest. It pertains to the motives of a trustee and is founded upon altruism – helping 

others without expecting any personal benefit (Akbolat et al., 2019; Gelhaus, 2013; McKnight et al., 

2002). Gelhaus (2013) defined benevolence as goodwill and wishing another party to thrive and 

emphasized that an intrinsic moral value of helping/caring originates in benevolent attitudes. In 

other words, benevolence signifies the degree to which a trustor perceives that a trustee is 

concerned with their interests (Barki et al., 2015). Mayer et al. (1995) characterized benevolence as 

the extent of believing in the trustee's goodwill toward the trustor, deprived of egocentric and 

profitable motivations. He also indicated the presence of some personal attachment occurring 

between these two parties. An example of such an attachment in a professional relationship, where 

helpfulness is not required, is a mentor-protégé or manager-subordinate (Mayer et al., 1995). In 

mentor-protégé relationships, behaviors demonstrating kindness contribute positively to 

interpersonal trust, with this effect being shaped by fulfilled expectations (Fulmer & Gelfand, 2012).  

Regarding the trustworthiness framework, benevolence is one of the character variables 

representing the will-do component in trusting volitional behaviors, based on the trustee’s choice to 

act to the truster’s advantage (Barki et al., 2015; Williams, 2001). It reflects the trustee’s perceived 

positive, favorable, open, and caring orientation toward the trustor (Barki et al., 2015; Colquitt & 

Rodell, 2011). Voluntary assistance considered by the trustee and the rapport demonstrated through 
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empathy and collaboration have been identified to increase interpersonal trust (Jap et al., 2011). 

Perceived levels of benevolence are also contingent on contextual factors. Additionally, benevolence 

is essential to trustworthiness by inversing the motivation to lie (Mayer et al., 1995).   

 Being benevolent towards others also means considering their needs and interests (Akbolat 

et al., 2019). In the medical field, benevolence plays a vital role in forming social relationships by 

representing the affective part and being interrelated to trust and reciprocity, which may influence 

mutual satisfaction from the doctor-patient relationship (Berger et al., 2020). Mayer et al. (1995) 

brought up another crucial contextual facet of benevolence—perceived similarity. This implies that 

shared goals, attitudes, or behaviors between two parties in an interaction increase perceived 

benevolence, which might be crucial in the doctor-patient relationship. 

In the context of the doctor-patient relationship, benevolence translates into improving 

patient comfort and holistic care. Moreover, along with the perceived competence of the physician, 

these two aspects affect the patient's commitment to the treatment process (Akbolat et al., 2019). 

Cantarutti & Pothos (2023) broadened the definition of benevolence: “equality amongst patients, 

accessible treatment and honesty from healthcare providers” (p. 832). In addition, benevolence 

constitutes an essential predictor of interpersonal trust (Colquitt et al., 2007; Mayer & Davis, 1999). 

Its trust-elevating effect is mediated by cooperation, helpfulness, support, and sympathy, which may 

be relevant in the doctor-patient context (Fulmer & Gelfand, 2012; Colquitt et al., 2007).  

  

Integrity. Integrity is a multifaceted term with various meanings, depending on the paradigm (Edgar 

& Pattison, 2011). One paradigm originates in ethics and relates to personal values such as 

professional accountability and honesty (Sommerville, 2013). In personality psychology, integrity 

reflects a coherent identity with all the meaningful values integrated into it (Sastrawan et al., 2019). 

Personal integrity means acting in accordance with oneself. Therefore, it represents the core value 

for healthcare professionals who strive to deliver ethical care and support in the workplace culture 

(Iacono, 2019). Professional integrity is perceived as an indispensable aspect of working in the 
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healthcare system in many professions, such as physicians and nurses (De Raeve & Ba, 2002; Edgar & 

Pattison, 2011).  

 From another perspective, the social sciences consider integrity as a trustworthiness factor 

and one of the most important antecedents of trust (Fulmer & Gelfand, 2012; Mayer et al., 1995; 

McKnight et al., 2002). Such an approach will be binding for this work. It shares common ground with 

philosophical dogma, recognizing integrity as the moral virtue of doing right, even in challenging 

circumstances (Sastrawan et al., 2019). This conceptualization of integrity encompasses the 

coherence of words and actions (behavioral integrity) and a unity of values between the trustor and 

trustee (Tomlinson et al., 2020). Regarding the abovementioned distinction of integrity into two 

separate factors – values congruence and behavioral integrity – some research proposed 

implementing the four trustworthiness factors solution (Moorman et al., 2018; Tomlinson et al., 

2020).  

 Integrity is considered the act of upholding ethical behavior and conduct in morally 

problematic situations within a professional setting. Mayer et al. (1995) described this variable as 

context-dependent. Trustworthiness framework often equates integrity with honesty, fairness, or a 

sense of justice (Colquitt & Rodell, 2011; Fulmer & Gelfand, 2012; Khana et al., 2020; Mayer et al., 

1995). The ability to act honestly towards others constitutes human integrity – it is being capable of 

telling the truth despite the situation, being dependable, credible, and acting in a predictable way 

(Colquitt et al., 2007; Fulmer & Gelfand, 2012; Khana et al., 2020). In this regard, integrity belongs to 

the group of core ethical values significant to the healthcare system (Khana et al., 2020).   

 Patients associate physicians' integrity—an essential aspect of patient trust—with 

transparency in information disclosure. Complete transparency involves sharing even unfavorable 

information, such as being open about potential risks or mistakes (Nong, 2023). On the other hand, 

physicians link patients' integrity to sharing their personal and medical data, regardless of how it may 

reflect on them. Ultimately, integrity refers to the trustor's belief that the trustee follows principles 

acceptable to the trustor's values (Barki et al., 2015; Colquitt & Rodell, 2011; Fulmer & Gelfand, 
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2012; Mayer et al., 1995). Considering the doctor-patient relationship, one more facet of integrity 

seems salient – promise fulfillment (Colquitt et al., 2007). A crucial aspect for patients, especially 

those hospitalized, is that the physician fulfills their promises, such as providing the correct diagnosis 

and treatment, or revisiting the patient before completing the duty. Physicians considerably value 

patients' ability to adhere to treatment or keep up their scheduled appointments. 

 

Competence. Although An Integrative Model of Organizational Trust (Mayer et al., 1995) delineates 

ability, the term evolved into competence in the literature with time. Nevertheless, these are 

equivalent constructs, varying in nomenclature (Barki et al., 2015; Tomlinson et al., 2020). Along with 

integrity, competence constitutes the cognition-based predictor of trust as one of the main facets of 

trustworthiness (Delbon, 2018; Di Battista et al., 2020; Khana et al., 2020). Competence refers to the 

expectations of a trustor’s abilities and skills to behave in a particular manner (Barki et al., 2015; Di 

Battista et al., 2020; Khana et al., 2020). According to Schoorman et al. (2007), competence can be 

perceived or assessed much earlier in the course of a relationship than benevolence or integrity. 

Therefore, it mainly appears in situations of dependency (Di Battista et al., 2020). Fulmer & Gelfand 

(2012) incorporated another definition of competence – “domain-specific competence of a trustee”- 

which accurately reflects this trustworthiness factor's meaning. It refers to the skillset allowing an 

individual to perform in a particular area (Barki et al., 2015; Cantarutti & Pothos, 2023; Williams, 

2001).  

The perceptions of one’s competence can vary in different settings (Mayer et al., 1995). For 

instance, the physician’s competence level in identifying the cause of a disease can be perceived as 

higher than their competence level in adjusting the treatment plan. In a professional framework, 

such as a doctor-patient relationship, competence occurs as one of the most essential 

trustworthiness factors (Colquitt et al., 2007; Delbon, 2018; Di Battista et al., 2020, 2021; Taylor et 

al., 2023; Thom, 2001).  A physician’s competence, strongly related to trust, can also include 

interpersonal skills, such as communication skills, caring, and presenting an empathetic approach 
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toward patients (Delbon, 2018; Di Battista et al., 2020; Thom, 2001). This construct has also been a 

core element in enhancing patients' autonomy and shared decision-making (Delbon, 2018; Hemberg 

& Hemberg, 2020). 

 Competence is one of the most essential dimensions in the patient care process (Drummond, 

2021; Hemberg & Hemberg, 2020). Patients expect physicians to provide competent care based on 

objectivity, skillsets, knowledge, and expertise (Di Battista et al., 2021; Drummond, 2021; Nong, 

2023). This construct’s hallmarks are a good reputation and commitment to hard work (Di Battista et 

al., 2020; Hemberg & Hemberg, 2020). Drummond (2021) specified the four fundamental tasks that 

comprise the concept of a physician’s competence: establishing a diagnosis, estimating prognosis, 

identifying the cause of the disease, and selecting a treatment plan. All of them encompass the 

physician’s capability to affect health outcomes (Cantarutti & Pothos, 2023). For this reason, 

competence is considered one of the most desired features of a physician (M. Murphy & Salisbury, 

2020). Patients were more inclined to trust clinicians when they perceived them to be competent, 

empathetic towards their well-being, and aligned with their values (A. Anderson & Griffith, 2022). 

The constant development of professional skills allows physicians to remain credible and fit to 

practice medicine (Dinç & Gastmans, 2012; Hemberg & Hemberg, 2020; Leonard et al., 2022; Rethans 

et al., 2002). Competence embodies working up to the highest standards and embraces patient 

safety (Akbolat et al., 2019).  

Conversely, an important yet often undermined aspect is the patient’s competence perceived 

by doctors. It concerns being able to manage one's health, adhering to or complying with treatment 

plans, taking part in shared decision-making, and meaningfully contributing to one's overall care 

(Doekhie et al., 2019; Grob et al., 2019; Q. He et al., 2022). In this regard, the level of competence 

can influence a physician’s trust in the patient (Grob et al., 2019; Thom et al., 2011). 
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Propensity to trust – review of definitions and doctor-patient relationship 

context 

Van Den Assem & Dulewicz (2015) identified one more factor influencing trust in their model – 

propensity to trust. The propensity to trust originated in psychology (1950s) and has been identified 

as a distinct personality trait (Patent & Searle, 2019). It has been concluded that this individual trust 

tendency may be influenced by various personality types, developmental experiences, cultural 

backgrounds, social value orientation, moral identity (egocentric vs. prosocial motives), and human 

nature beliefs (in a just world or life as a zero-sum game) (Istanbulluoglu & Sakman, 2024; Weiss et 

al., 2021). A greater propensity to trust displays more optimistic perceptions and positive 

expectations of the world and other people (M. Zhang, 2021). An extreme example, commonly called 

blind trust, concerns some people’s tendency to repeatedly place their trust in situations that would 

not be trust-warranting for most individuals (Mayer et al., 1995). Conversely, lower levels correspond 

with a negative and suspicious attitude toward interaction partners, perceiving them as potentially 

dangerous (Mooradian et al., 2006; H. Zhang et al., 2020). Some people hesitate to trust despite 

supportive circumstances (Mayer et al., 1995). Propensity to trust, except for having positive or 

negative expectations about people, contributes to making optimistic or pessimistic attributions of 

their actions (Mooradian et al., 2006). 

It reflects one’s predisposition or tendency to trust others and is one of the individual 

differences (Freitag & Bauer, 2016; Mayer et al., 1995; Zeffane, 2020). Based on the research, 

biophysiological structure, genetics, social learning, and lifetime experiences were added to those 

temperamental facets (Frazier et al., 2013; Mooradian et al., 2006). This perspective focuses on the 

stable determinants of trust that transcend situations and targets (Patent & Searle, 2019; Weiss et 

al., 2021). Therefore, it can be conceptualized as an inherent inclination not only to assume others 

can be relied on but also to accept that trusting requires vulnerability and dependence 

(Istanbulluoglu & Sakman, 2024; Patent & Searle, 2019). Propensity to trust constitutes an essential 

dispositional variable, yet it does not represent trusting behaviors per se. This distinction is of great 
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salience when comprehending the concept of trust and its constructs (Gill et al., 2005). As a 

personality trait, its level does not depend on context, remaining relatively stable across situations, 

which reflects a broader interpersonal orientation (Alarcon & Jessup, 2023; Colquitt et al., 2007; M. 

Zhang, 2021). The propensity to trust relates to relationship development, adjustment, and 

satisfaction. Moreover, it is linked to a range of wider social activities and consequences beyond 

personal relationships, including collective preferences, for example, sharing cars or public 

transportation (Mooradian et al., 2006).   

In the literature, it is also called dispositional or general (generalized) trust, defined as a 

belief in benevolent human nature (Colquitt et al., 2007; Yamagishi & Yamagishi, 1994). The grounds 

of dispositional trust constitute the perceived likelihood of experiencing loss or gratification upon 

trusting strangers (Alarcon et al., 2018). The propensity to trust plays a particular role in situations 

involving unfamiliar parties and when knowledge about the trustee is unavailable (Alarcon & Jessup, 

2023; Colquitt et al., 2007; Frazier et al., 2013). It shapes the initial perception of others and their 

behaviors in the early interaction stages (Alarcon & Jessup, 2023; Patent & Searle, 2019). Once more 

information about the trustee is gathered, including their previous behaviors, the effect of 

propensity to trust will fade (Alarcon et al., 2018; Gill et al., 2005). That indicates a transition in the 

trustor's perceptions from rational, based on instincts and beliefs, to information-based processing 

(Alarcon et al., 2018; Schoorman et al., 2007). Another definition states that the propensity to trust 

less considerably depends on who the interaction partner is, but instead responds to variations in 

individual esteem and sense of security (Beldad et al., 2010; M. Zhang, 2021).   

 The propensity to trust is one of the most important predictors and moderators of trust 

(Colquitt et al., 2007; Mayer et al., 1995). This characteristic represents one of the two empirically 

proven components of interpersonal trust (the second is trust in others) (Patent & Searle, 2019; M. 

Zhang, 2021). It is also related to other trust predictors, such as trustworthiness factors, namely 

benevolence, integrity, and competence (Colquitt et al., 2007; Fulmer & Gelfand, 2012). In addition 

to this relation, in the process of trust building, propensity to trust also independently complements 
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the judgments of the other party’s trustworthiness (H. Zhang et al., 2020; M. Zhang, 2021). According 

to Rotter (1980), a higher propensity to trust can catalyze the mutual formation of trust between 

both parties of the relationship. A generalized propensity to trust facilitates interpersonal trust, as it 

encourages the act of forming new connections or offering second chances, thereby fostering an 

open-minded approach in relationships (Fulmer & Gelfand, 2012). When summarizing the extent to 

which an individual will be inclined to trust another, we should discern the trustor's propensity to 

trust and perceptions of the trustee's trustworthiness factors (Mayer et al., 1995). 

 The assumption that individuals are fundamentally honest has numerous significant 

implications for the ability to operate within intricate social systems (Couch et al., 1996; Mooradian 

et al., 2006). With all its complexities and intertwined dependencies, the healthcare system may 

serve as a good representation. Following that, the propensity to trust is one of the most essential 

psychological factors contributing to the formation of trust in the doctor-patient relationship (Lerch 

et al., 2024). In this context, the propensity to trust translates into more risk-taking behaviors toward 

the physician or generally more trusting behaviors on both sides of the relationship (A. Anderson & 

Griffith, 2022; Lerch et al., 2024). Patients characterized by lower levels of dispositional trust may 

tend to avoid active healthcare-seeking (A. Anderson & Griffith, 2022). Consequently, they are at 

greater risk of receiving delayed medical help or not receiving it at all. Postponed consultation with a 

healthcare provider may result in worse treatment outcomes or prognosis, which in turn may deepen 

the distrustful attitude towards the physician. 

As a personality-based factor, the propensity to trust may affect patients' strategy of seeking 

medical information, influencing the extent of overall healthcare satisfaction and patient compliance 

(H. Zhang et al., 2020). For patients who base their propensity to trust on cognitive aspects, it is more 

natural to strive for direct health-oriented information when establishing physician’s 

trustworthiness, whereas, for those with an affect-based propensity to trust, the relational aspect of 

a doctor-patient contact would prevail (H. Zhang et al., 2020). The latter group is more likely to 

consider physician’s empathy as an essential trust-forming factor. Moreover, they tend to seek 
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second opinions significantly less often (H. Zhang et al., 2020). The patient’s propensity to trust may 

be reflected in their involvement in the relationship formed with a healthcare provider. This attitude 

is shaped by personal experiences, both direct and indirect, individual goals, as well as beliefs 

regarding physician's trustworthiness (A. Anderson & Griffith, 2022). 
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Research gap 

The majority of studies concerning the constructs related to the doctor-patient relationship have 

focused solely on patients’ perspectives. For instance, studying trust in a doctor-patient relationship 

from a single viewpoint without considering how mutual interactions between physicians and 

patients influence it may yield a narrow understanding of the topic (LoCurto & Berg, 2016; 

Williamson et al., 2022). Neglecting the fact that patients’ perspectives are a part of reciprocal 

interactions—where physicians must simultaneously decide if and to what extent they should trust 

their patients—will always lead to limited and biased results (Q. He et al., 2022; Sousa-Duarte et al., 

2020; Taylor et al., 2023). Therefore, the issue of reciprocal and embedded relationships needs 

consideration. Evaluating both the physician’s trust in the patient and the patient’s trust in the 

physician may facilitate an exploration of the role and dynamics of reciprocal trust in the doctor-

patient relationship and its outcomes (Thom et al., 2011).  

Communication may serve as another example of such an understudied construct. It is 

undoubtedly a two-way process that heavily depends on both participants. Furthermore, the 

therapeutic alliance, evaluation of the relationship itself, and satisfaction with the contact are all 

concepts rooted in the interaction between two individuals. Compared to the extensive research on 

patients’ perspectives of these constructs, there is a scarcity of data regarding physicians’ 

perspectives, and only a few studies have combined them (C. Campbell et al., 2007; Hagiwara et al., 

2014; Kwissa-Gajewska & Kroemeke, 2022). Doctor-patient communication, mutual trust, and 

relationship formation embody interpersonal processes essential for patient-centered care. 

However, these components are usually operationalized as actions taken by either doctors or 

patients rather than their interactions (Chandra et al., 2018; Eveleigh et al., 2012; Fino et al., 2023; 

Konda et al., 2023; Netemeyer et al., 2020). Hence, exploring concepts related to these interpersonal 

dynamics, simultaneously from physicians and patients, offers a valuable opportunity to thoroughly 
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understand the inherently dyadic nature of various social and behavioral measurements (Kenny et 

al., 2020). Moreover, the possibility of estimating the strength of the connections between them is 

crucial for correctly interpreting the effects of interaction.  

Trust or communication as dyadic processes involve examining hypotheses on the 

independent effects of each member of the doctor-patient relationship, as well as the 

interdependent influences that arise as each individual in a dyad affects the other partner (Elwood, 

2023). Kenny et al. begin their book on the analysis of dyadic data with the sentence: ‘The dyad is 

arguably the fundamental unit of interpersonal interaction and interpersonal relations’ (2020, p. 1). 

Thus, analyzing dyadic interactions in the constructs related to the doctor-patient relationships 

(trust, communication, satisfaction with the visit, evaluation of the relationship) should be a 

foundational starting point and a standard approach to address this research gap (Doekhie et al., 

2019; Petrocchi et al., 2019; Petrocchi & Rotenberg, 2024; Raatikainen et al., 2023).  

Although dyadic approaches appear fundamental for investigating the doctor-patient 

relationship, there are only a few one-with-many (OWM) designed studies conducted within this 

context (Anagnostopoulos et al., 2012; Hagiwara et al., 2014; Kenny et al., 2010; Kwissa-Gajewska & 

Kroemeke, 2022; Petrocchi et al., 2019). In their research, Anagnostopoulos and colleagues (2012) 

concentrated on the association between physicians’ burnout rates and patients’ satisfaction with 

the medical care provided. However, they carried out their research in primary care facilities and did 

not investigate any assessment agreements (such as consensus, assimilation, or reciprocity). The 

authors observed a negative correlation between physicians’ burnout and patient satisfaction, 

indicating that patients of physicians experiencing higher levels of burnout reported significantly 

lower satisfaction with the care received.  

Hagiwara et al. (2014) conducted a study on physician-patient communication in a primary 

care setting. The focus of their research was on talk time, perceived teamness, physician implicit 

racial bias, and patient adherence. Among the tested associations, only one was statistically 

significant – higher physicians’ perceived teamness was linked to higher patient adherence at the 
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within-dyad level. In addition to examining these associations, they also performed variance 

partitioning for talk time and perceived teamness, estimating consensus, assimilation, and 

reciprocity. The physicians’ ratings revealed weak assimilation for talk time and medium assimilation 

for perceived teamness. The patients’ ratings indicated no consensus among patients seeing the 

same physician (for talk time and for perceived teamness). The results proved only one significant 

finding for tested reciprocities – dyadic reciprocity for talk time, which showed strong agreement 

between physicians’ and patients’ ratings. 

Kenny and associates (2010) gathered data from a substantial sample size (general 

practitioners or specialists and their patients); however, they did not examine any associations. 

Instead, their focus was on investigating consensus, assimilation, and reciprocity concerning 

physicians’ communication skills. Their findings revealed a lack of consensus among patients treated 

by the same physician. Conversely, the assimilation effect was notably high, indicating that physicians 

perceived their communication skills consistently across their patients. Additionally, they obtained 

significant yet weak evidence for dyadic reciprocity and a non-significant result for generalized 

reciprocity, suggesting that physicians and patients were not in agreement regarding the physicians’ 

communication skills during their interaction, and in general.  

Another OWM design study was conducted by Kwissa-Gajewska & Kroemeke (2022), who 

explored two types of agreements concerning physicians’ communication skills: between many 

patients treated by one physician, and between patients and physicians. The study was carried out in 

outpatient clinics involving dermatologists and their patients. The researchers also examined the 

association between physicians’ communication skills (evaluated by both patients and physicians) 

and reported satisfaction with the medical consultation. The findings indicated a strong consensus 

among patients treated by the same physician (for the process and for the content subscales of 

communication skills). Neither dyadic reciprocity nor generalized reciprocity yielded statistically 

significant results. Regarding the examined associations, the authors observed that content skills are 

positively correlated with higher reported satisfaction at both the between-dyad and within-dyad 
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levels for physicians and patients. Similar outcomes were observed for process skills and satisfaction, 

except for the patient between-dyad level (nonsignificant).      

Petrocchi et al. (2019) conducted an OWM design study on trust in the doctor-patient 

relationship, which took place in primary care facilities and involved general practitioners and their 

patients. They focused on examining agreements in assessments between physicians and patients, as 

well as whether trust is reciprocated in such relationships. A strong consensus for trust between 

patients was noted, along with moderate assimilation for physicians. The researchers also observed a 

significant dyadic reciprocity, indicating weak agreement between physicians and patients regarding 

trust. Additionally, they tested the quality of communication as a predictor of trust. The results 

confirmed that communication quality can predict trust at the between-dyad level for physicians, as 

well as at the within-dyad level for both physicians and patients. However, trust as a predictor of 

communication was not verified.  

The studies referenced above disclose inconsistencies in the OWM design methodology. 

Their results present challenges for comparison due to their focus on different variables and the 

examination of various effects. Most studies primarily investigated the agreement between 

physicians and patients. While these findings are vital for understanding potential discrepancies in 

perceptions between patients and physicians, examining only a single construct in each study does 

not provide a comprehensive overview of these perspectives. Only two of the studies employed the 

full potential of the OWM design by analyzing not merely agreements but also the relationships 

between variables (Kwissa-Gajewska & Kroemeke, 2022; Petrocchi et al., 2019). Nevertheless, each 

of these studies examined only a single association—specifically, physicians’ communication skills in 

relation to satisfaction with the medical visit (Kwissa-Gajewska & Kroemeke, 2022) and the quality of 

communication as a predictor of trust within the doctor-patient relationship (Petrocchi et al., 2019). 

Consequently, there is a need to implement this advanced OWM design to validate more complex 

models. Although this design does not permit testing mediation, it remains applicable for verifying 

models involving multiple variables.  
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Another gap in the current literature pertains to the setting of doctor-patient interactions. 

Most studies concern the outpatient context, with a prevalence of general practitioner (GP) visits. 

Available studies regarding dyadic designs also usually occur in outpatient clinic environments 

(Hagiwara et al., 2014; Kwissa-Gajewska & Kroemeke, 2022; Petrocchi et al., 2019). Thus, there is a 

significant lack of data from the hospitalized patients and their attending physicians. The hospital 

treatment process is unique – much more intimate and intense (as there are numerous interactions 

with one physician during each day of hospitalization) compared to outpatient clinics or primary care 

facilities. Therefore, obtaining data from hospital settings is relatively challenging yet strongly desired 

(Skirbekk et al., 2011; Wei et al., 2020). It can contribute to understanding how the relationships 

between patients with severe medical conditions and their physicians are shaped.  

Furthermore, certain variables are often overlooked in research on the doctor-patient 

relationship. In their literature review, Taylor et al. (2023) emphasized that trust in physicians has 

been examined merely 11 times over the past fifty years, whereas trust in patients by physicians has 

been explored on 499 occasions. In dyadic research designs, trustworthiness factors have yet to be 

definitively established as predictors of trust. Additionally, notwithstanding the extensive literature 

on patient adherence to treatment, limited data exist regarding patients’ willingness to engage in 

treatment, which constitutes a potentially critical component in comprehending patients’ health 

behaviors (Johnson et al., 2019). It is also noteworthy that there is a complete absence of data 

concerning physicians’ perceptions of their patients’ willingness to engage in treatment and their 

active involvement. Consequently, investigating the factors associated with patients’ willingness to 

participate in treatment appears highly valuable.  
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Present study 

This research could fill the identified gaps in the literature regarding the complexities of the doctor-

patient relationship (L. Chen et al., 2022; Petrocchi et al., 2019; Świątoniowska-Lonc et al., 2020; 

Taylor et al., 2023). The project aims to expand the Doctor-Patient Relationship and Outcome Model 

(Van Den Assem & Dulewicz, 2015) by thoroughly exploring the perspectives of both patients and 

physicians, as well as the interdependencies between them. The issues addressed in this study 

pertain to the intertwined concepts of trust and clinical communication, along with their antecedents 

and outcomes within the context of the doctor-patient relationship.  

To address the limitations of the Doctor-Patient Relationship and Outcome Model (Van Den 

Assem & Dulewicz, 2015), modified and additional variables were incorporated into the model, such 

as physician communication skills and patient willingness to engage in treatment. Including these 

variables enabled a broader, multifactorial examination of the doctor-patient relationship, filling a 

research gap in the current knowledge (Kors et al., 2020). Figure 2 displays the revised model. The 

core variables of the model are trust (as in the original model) and communication (instead of the 

doctor’s performance). Although the authors of the Doctor-Patient Relationship and Outcome Model 

primarily described the doctor’s performance in terms of communication with patients (Van Den 

Assem & Dulewicz, 2015), operationalizing this construct as physician communication skills appeared 

to be a more straightforward approach. Consequently, based on existing literature, the doctor’s 

performance from the original model was replaced with physician communication skills as the 

second predictor of outcome variables (S. He et al., 2024; Patel et al., 2019; Hojat et al., 2010, 2023). 

Three outcome variables related to the doctor-patient relationship were included in the adapted 

model: satisfaction with the visit, evaluation of the doctor-patient relationship (as in the original 

model), and patient willingness to engage in treatment (based on the authors’ suggestion) (Van Den 

Assem & Dulewicz, 2015). Three trustworthiness factors—benevolence, integrity, and competence—
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remained in the model (aligned with the original) as trust predictors. The propensity to trust was 

tested as a control variable due to its dispositional nature; this decision was grounded in the 

theoretical framework of the construct (Alarcon et al., 2018; A. Anderson & Griffith, 2022). Risk 

aversion was removed from the model because it was considered inappropriate for testing in the 

context of genuine relationships involving chronically ill and hospitalized patients and their attending 

physicians (as it could harm such relationships). Additionally, new control variables were introduced: 

for patients—diagnosis, disease duration, days of hospitalization, and number of visits with the 

attending physician; for physicians—medical specialization, place of employment (facility reference), 

professional experience, the daily average number of patients under their care, and the number of 

visits with a given patient.   

 

Figure 2 

Conceptual model adapted for the study [Doctor-Patient Relationship and Outcome Model] 

 

 

Control variables Predictors Core variables Outcomes

Age

Gender

Nationality

Benevolence

Trust

Communication

Satisfaction 
with visit

Evaluation 
of relationship

Involvement
 in treatment

Medical 
speciality

Professional 
experience

Reference 
of facility

Patients
per day

Education

Occupation

Diagnosis

Duration 
of disease

Days of 
hospitalization

Number of visits

Propensity to trust

Integrity

Competence



 

	

43 

 

Most of the above-mentioned adjustments were made to facilitate the primary goal of this 

research – the verification of the Doctor-Patient Relationship and Outcome Model in the reciprocal 

dyadic design. Therefore, all included variables had to be reciprocal in relation to the doctor-patient 

interaction and could be assessed by both physicians and patients. The variables that did not meet 

these criteria (doctor’s practice orientation, the desire to recommend a doctor, or confidence in a 

physician) had to be removed from the model, as they were not eligible to be assessed by both 

parties of the interaction.  

To provide data from a significantly understudied environment, this research was conducted 

within a hospital setting. The hospital environment constitutes a notably private context for research, 

given that patients are frequently unclothed, confined to beds, and exposed during ongoing 

treatments such as continuous infusion therapies, diagnostic monitoring, or nursing care procedures. 

Furthermore, the study concentrated on patients with chronic illnesses, as they typically possess 

greater experience interacting with physicians, thereby enabling more accurate assessments of 

various aspects of the doctor-patient relationship.  

From a methodological perspective, measuring effective communication and mutual trust as 

interpersonal, interdependent, and reciprocal processes requires dyadic measurements and analysis 

(Kenny et al., 2010). Typically, dyadic measurement captures the input of two individuals, although 

the roles of those inputs may vary significantly (Bond Jr & Kenny, 2002). One approach that can help 

clarify these dependencies, associations, and roles is a one-with-many design (OWM). Applying OWM 

design allows for testing dyadic relationships, wherein one individual interacts with multiple 

partners, and has been shown to be feasible in various settings (Brinberg et al., 2021; Hagiwara et al., 

2014; Hogekamp et al., 2016; Petrocchi et al., 2019; Uckelstam et al., 2020). Although it can address 

many research questions, the one-with-many design is rarely utilized, probably due to its complexity 

and data requirements (Brinberg et al., 2021; Kenny et al., 2020).  
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One-with-many design 

Studying the dyadic relationships requires awareness that both parties of a dyad influence each 

other’s behaviors and perceptions and, therefore, are interdependent (Campbell & Kashy, 2002). 

Interdependence leads to notable variations in a person’s behaviors, shaped by their relationships 

and the development of their cognitive, emotional, and social abilities as they recognize, assess, and 

react to social dynamics (Reis & Collins, 2004). Another essential aspect arising from the complexity 

of dyadic constructs is the idea of non-independence. In dyadic data analysis, Kenny et al. (2006) 

highlight non-independence as the most fundamental concept, which can be defined as increased 

similarity or difference between the two scores of members within one dyad compared to the scores 

of individuals outside this dyad. Data regarding doctor-patient relationships are inherently 

interdependent and non-independent, stemming from individuals who interact and know each other 

(Petrocchi et al., 2019). Moreover, patients of one physician should also be considered as non-

independent due to sharing a common healthcare environment (Kenny et al., 2020).  

 From a statistical perspective, an appropriate dyadic design should be utilized to address the 

non-independence of data. Given the nature of doctor-patient interactions and the imbalance arising 

from the fact that patients typically have one physician while physicians manage multiple patients, 

the most suitable design is OWM (Marcus et al., 2009). The imbalance is caused by a situation where 

physicians can compare their relationships with multiple patients, while patients have limited 

opportunities to do the same (Uckelstam et al., 2020). The OWM was explicitly developed to address 

this imbalance and to evaluate the non-independence of data by estimating the variance shared 

between the one and the many (for instance, physician and patients or therapist and clients) (Kenny 

et al., 2020). It originated from the standard dyadic model, which was combined with the social 

relations model (SRM) (Brinberg et al., 2021). Three types of OWM designs exist: MP1T (many 

perceivers, one target), in which data is collected from many patients/clients of a single 

physician/therapist; 1PMT (one perceiver, many targets) – allowing data collection from a 
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physician/therapist (who for instance evaluates their alliance with patients/clients); and a reciprocal 

design – which constitutes a comprehensive model enabling the testing of both dyad members (i.e., 

the data are generated by focal persons and partners) (Marcus, 2015). This approach allows for the 

consideration of multiple perspectives on a dyadic relationship and its outcomes, providing 

multifaceted and complex data (Gregoriadis et al., 2022). The OWM model was designed to explore 

the features of various dyadic relationships involving a group of focal persons (physicians) and others 

(multiple patients) (Brinberg et al., 2021).  

 

Variance partitioning. The OWM model can be used to determine how much outcome variability is 

attributable to distinctions within focal persons compared to differences between them. The 

reciprocal design allows for the separate estimation of variances from both perspectives – physicians 

and patients. Figure 3 presents the analyzed variance components in a reciprocal OWM. Based on 

doctor ratings, the variance can be decomposed into two components: the actor effect and the 

relationship effect. The actor effect pertains to the extent to which a physician responds or behaves 

in a similar way toward all their patients – assimilation (see Figure 3) (Hagiwara et al., 2014). Its 

significance indicates behavioral consistency in a physician’s approach. The doctor relationship effect 

estimates the portion of variance derived from the uniqueness of the relationship with a specific 

patient. This effect is always confounded with the patient partner effect (as it cannot be assessed in 

OWM – patients are evaluated only by one physician) (Uckelstam et al., 2020).  
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Figure 3  

Variance components derived from reciprocal one-with-many design (Marcus et al., 2009; Petrocchi 

et al., 2019). 
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Reciprocity. Variance partitioning permits the second step of analysis – examining reciprocity at two 

levels: generalized and dyadic (Marcus et al., 2009). This step aims to estimate the agreement 

between physicians’ and patients’ ratings of the studied constructs (Hogekamp et al., 2016). 

Generalized reciprocity represents the correlation between the average ratings of actors and 

partners (the actor effect correlated with the partner effect – individual level) (Uckelstam et al., 

2020). It reflects the degree of congruence in both dyad members’ ratings – if the physician generally 

assesses their relationships with all patients as very good, do all their patients also perceive the 

relationships with this physician as very good?  

 The second type of reciprocity tested in OWM models is dyadic reciprocity. It refers to the 

extent to which both the physician and patient report similar levels of agreement regarding the 

unique role of their relationship (dyadic level) (see Figure 3) (Gregoriadis et al., 2022). Dyadic 

reciprocity is statistically estimated by correlating the two relationship variance components: doctor-

rated and patient-rated (Altena et al., 2017). This suggests whether a physician who reports uniquely 

good communication skills with a particular patient is also viewed as uniquely skilled in 

communication by that patient. The relationship effects are dyad-level (within) variables that 

measure the uniqueness of a specific doctor-patient relationship. 

 

Associations and outcomes. In addition to variance partitioning, the OWM model enables the 

estimation of fixed effects, which are the primary focus of standard multilevel linear models (MLM) 

(Hagiwara et al., 2014). In an OWM design, MLM is utilized to test relations between doctor-level and 

patient-level covariates, as well as actor, partner, and relationship effects. This approach facilitates 

the exploration of associations between physicians’ and/or patients’ variables/predictors and 

selected outcomes of the doctor-patient relationship. The other category of effects that can be 

assessed using the OWM model is random effects; these determine the (in)consistency across focal 

persons and (in)consistency across relationships (Brinberg et al., 2021).  
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Aims of the study 

Aims and constructs. The applied OWM design will facilitate the verification of the theoretical 

model (Doctor-Patient Relationship and Outcome Model), revised for the study through: 

• exploring three levels of agreement in the ratings given by physicians and patients: between 

multiple patients of one physician (consensus), the physician’s perspectives towards many 

patients (assimilation), and between patients and physicians within dyads (dyadic reciprocity) 

– exploratory aims;  

• investigating the associations between clinical communication and trust, their predictors 

(benevolence, integrity, competence), and outcomes (satisfaction with the medical visit, 

evaluation of the doctor-patient relationship, patient’s willingness to engage in treatment) in 

a reciprocal dyadic approach – confirmatory aims. 

Therefore, the research questions address the exploratory aims, while the hypotheses reflect the 

confirmatory aims. Figure 4 illustrates the categories of variables considered in the study. The project 

thoroughly examines the perspectives of patients with chronic internal diseases, their physicians 

within hospital settings (internal medicine units), and the authentic interactions between them.  
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Figure 4 

Scheme of studied constructs and their raters in the dyadic approach 

 

 

The exploratory goal is to test the agreement of assessments regarding: 

● physician trustworthiness (benevolence, integrity, competence), 

● trust,  

● physician communication skills,  
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● patient willingness to engage in the treatment 

at three different levels:  
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II. agreement of the physician's perceptions of all his patients (assimilation), 

III. agreement within dyad (physicians’ and patients') assessments (dyadic reciprocity). 
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Two levels of associations were investigated in the confirmatory part of the project: 

between-dyad level and within-dyad level. In the OWM design, the between-dyad variables pertain 

to the individual level (for physicians – the average across all their patients, and for patients – the 

average of the patient group treated by the same physician). Therefore, the between-dyad variables 

inform about the focal person means (herein: physicians) and have the same values among the 

whole group of one physician and all of their patients (Kenny et al., 2020). The within-dyad variables 

pertain to the dyadic level (the results obtained separately from both dyad members regarding their 

reciprocal interaction) and represent different values for each dyad member. Figure 5 depicts the 

general scheme of testing associations between the studied constructs. The connection between the 

between-dyad level and the within-dyad level does not represent mediation; rather, it delineates the 

multilevel structure of the data. 

 

Figure 5 

Scheme of individual and dyadic levels of associations tested in the one-with-many reciprocal design 
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Research questions 

Agreement of assessments: 

1. Do patients of a particular physician agree on their levels of physician’s perceived 

trustworthiness (benevolence, integrity, competence), trust in physician, communication 

skills, satisfaction with the medical visit, evaluation of a doctor-patient relationship, and 

reported levels of patient willingness to engage in the treatment (consensus; Question 1; 

Q1)? 

2. Do physicians report similar levels of trust in patients, communication skills, satisfaction with 

medical visits, evaluation of doctor-patient relationship, and patients’ willingness to engage 

in treatment across patients (assimilation; Question 2; Q2)? 

3. Do physicians and patients agree in their assessments of the physician’s trustworthiness 

(benevolence, integrity, competence), physician's communication skills, trust, satisfaction 

with the visit, evaluation of a doctor-patient relationship, and patient’s willingness to engage 

in the treatment (dyadic reciprocity; Question 3; Q3)? 

 

Research hypotheses 

Verification of the constructs’ associations and outcomes: 

 
1. There is a positive association between physicians’ perceived trustworthiness and trust in 

physician at both the between-dyad and within-dyad levels.  

1.1. Higher physicians' perceived benevolence is positively associated with greater trust in 

physician at both the individual level (Hypothesis 1.1a; H1.1a) and dyadic level (Hypothesis 

1.1b; H1.1b).  
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1.2. Higher physicians' perceived integrity is positively associated with greater trust in physician 

at both the individual level (Hypothesis 1.2a; H1.2a) and dyadic level (Hypothesis 1.2b; 

H1.2b). 

1.3. Higher physicians' perceived competence is positively associated with greater trust in 

physician at both the individual level (Hypothesis 1.3a; H1.3a) and dyadic level (Hypothesis 

1.3b; H1.3b). 

2. There is a positive association between physicians’ communication skills and trust in the doctor-

patient relationship at both the individual level (Hypothesis 2a; H2a) and dyadic level (Hypothesis 

2b; H2b). 

3. There is a positive association between trust in the doctor-patient relationship and satisfaction 

with the medical visit at both the individual level (Hypothesis 3a; H3a) and dyadic level 

(Hypothesis 3b; H3b). 

4. There is a positive association between trust in the doctor-patient relationship and the 

evaluation of a doctor-patient relationship at both the individual level (Hypothesis 4a; H4a) and 

dyadic level (Hypothesis 4b; H4b). 

5. There is a positive association between trust in the doctor-patient relationship and patient’s 

willingness to engage in the treatment at both the individual level (Hypothesis 5a; H5a) and 

dyadic level (Hypothesis 5b; H5b). 

6. There is a positive association between physicians’ communication skills and satisfaction from 

the medical visit at both the individual level (Hypothesis 6a; H6a) and dyadic level (Hypothesis 

6b; H6b). 

7. There is a positive association between physicians’ communication skills and the evaluation of a 

doctor-patient relationship at both the individual level (Hypothesis 7a; H7a) and dyadic level 

(Hypothesis 7b; H7b). 
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8. There is a positive association between physicians’ communication skills and patients’ willingness 

to engage in the treatment at both the individual level (Hypothesis 8a; H8a) and dyadic level 

(Hypothesis 8b; H8b). 
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Methods 

Participants 

The study involved a highly vulnerable group of dyads—hospitalized patients and their attending 

physicians—and was limited by the inclusion criteria. In some healthcare systems, involving 

hospitalized patients in psychological studies is entirely prohibited; therefore, the collected data is 

extremely valuable. Due to the relatively new and statistically advanced research design, there are no 

established formulas or calculators for determining sample size a priori. Previous studies using an 

OWM design were conducted in outpatient clinics and included: 1749 dyads/91 physicians (Kenny et 

al., 2010), 300 dyads/30 physicians (Anagnastopoulos et al., 2012), 189 dyads/12 physicians 

(Petrocchi et al., 2019), 112 dyads/13 physicians (Hagiwara et al., 2014), and 122 dyads/8 physicians 

(Kwissa-Gajewska & Kroemeke, 2022). Thus, according to the statistical practice, resource and time 

constraints justify the sample size for this study (Lakens, 2022; Lenth, 2001). 

The sample consisted of 203 doctor-patient dyads comprising 18 physicians and 203 of their 

patients (with M = 11.27 patients/per doctor). The patient group in the study was heterogeneous in 

terms of diagnoses. Nevertheless, the following inclusion criteria were established: a diagnosis of 

chronic internal disease, age over 18, and a minimum of four full days of hospitalization on the day 

the questionnaires were completed (at least four visits with the attending physician). Patients’ 

cognitive status ought to be entirely logical, demonstrating complete verbal contact, orientation in 

time and place, and without any doubt in the attending physician’s assessment. Table 1 presents the 

sociodemographic and contextual characteristics of the participants.  

 

 

 



 

	

55 

 

Table 1 

Sociodemographic and contextual characteristics of participants (N = 221) 

Characteristics Physicians (N = 18) Patients (N = 203) 
Gender 
     Women 
     Men 

 
11 (61.1%) 
7 (38.9%) 

 
114 (56.2%) 
89 (43.8%) 

Age in years (M ± SD) 32 ± 6.47 60 ± 18.09 
Professional experience in years (M ± SD) 6.8 ± 5.83  
Patients per day (M ± SD) 4.86 ± .97  
Nationality 
     Polish 
     Ukrainian 

 
16 (88.9%) 
2 (11.1%) 

 
200 (98.5%) 

3 (1.5%) 
Medical specialization 
     Internal medicine 
     Rheumatology 
    Internal medicine + rheumatology 

 
12 (66.7%) 
4 (22.2%) 
2 (11.1%) 

 

Reference of facility 
     First 
     Third 

 
3 (16.7%) 

15 (83.3%) 

 

Education 
     Elementary 
     Secondary 
     Vocational 
     Higher  

 
 
 
 

18 (100%) 

 
12 (5.9%) 

89 (43.9%) 
58 (28.6%) 
44 (21.7%) 

Occupation 
     Employed 
     Unemployed 
     Retired 
     On disability pension 

 
18 (100%) 

 
86 (42.4%) 

7 (3.4%) 
98 (48.3%) 
12 (5.9%) 

Duration of chronic disease in years (M ± SD)  7.47 ± 10.1 
Hospitalization in days*   9.07 ± 8.34 
Visit frequency per day (M ± SD)  1.94 ± .85 
Number of visits per doctor-patient dyad (M ± SD) 17.08 ± 20.07 17.08 ± 20.07 
Reason of hospitalization 
     Exacerbation of symptoms 
     Emergence of new symptoms 

  
129 (63.5%) 
74 (36.5%) 

Note. * at the day of collecting data 
 

The patients in the study were diagnosed with 34 different diseases. Appendix 1 shows the 

frequencies of all diagnoses recorded in the study. The most prevalent diagnoses were hypertension 

(35.5%), rheumatoid arthritis (10.3%), and anemia (6.9%). Patients' diagnoses were classified into 

groups based on their characteristics and the systems affected by the disease. In this way, nine main 

groups of diseases were identified (Table 2). The most frequently occurring type of disease was 

cardiovascular disease, accounting for 48.3%.  
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Table 2 

Frequencies of patients’ diseases type (N = 203) 

Disease Type Counts % of Total Cumulative % 

Cardiovascular system diseases  98  48.3 %  48.3 %  
Chronic joint diseases  31  15.3 %  63.6 %  
Hematological and oncological diseases  
(chronic phase)  29  14.3 %  77.9 %  

Chronic systemic rheumatological diseases  17  8.4 %  86.3 %  
Chronic metabolic diseases  10  4.9 %  91.2 %  
Chronic vasculitis  7  3.4 %  94.6 %  
Chronic respiratory diseases  6  3.0 %  97.6 %  
Chronic kidney failure  3  1.5 %  99.1 %  
Chronic infectious inflammatory diseases  2  1.0 %  100 %  

 

 

Measures 
 

All data collected in the study were based on validated psychometric tools and prepared surveys with 

controlled variables (Table 3 presents all implemented tools). The full versions of the questionnaires 

are available in Appendix 2. Appendix 3 contains data regarding the Polish adaptations of the tools 

prepared for the needs of the study.  
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Table 3 

Tools implemented in the study 

 

Measured construct Name of the tool Authors No. of items Answers type α  
Trustworthiness factors according to Mayer et al. conceptualization 
(1995): Benevolence, Integrity, and Competence; the scale concerns 
trusting beliefs in specific social contexts (regarding other people, herein: 
medical doctors). It consists of 3 subscales: Benevolence, Integrity and 
Competence. Two versions were implemented – patients’ assessments of 
doctors, and doctors’ self-assessments. The higher score – the higher 
benevolence, integrity, and competence in a given context.  

The Disposition to 
Trust & Trusting 
Beliefs Measure 

McKnight et al., 
2002; 
Polish adaptation 
and 
contextualization 
prepared for the 
needs of this study 

20 
statements 

7-point Likert scale 
from 1 (strongly 
disagree) to 7 (strongly 
agree) 

.93 (P)2 

.94 (D)2 

 
 

Propensity to trust – defined by Frazier et al. (2013, p. 80) as “a general 
willingness to trust others, regardless of social and relationship-specific 
information”. The higher score – the higher propensity to trust. 

Propensity to Trust 
Scale  

Frazier et al., 2013; 
Polish adaptation 
prepared for the 
needs of this study 

4 statements  5-point Likert scale 
from 1 (strongly 
disagree) to 5 (strongly 
agree) 

.86 (P) 

.91 (D) 

Physician’s trust in the patient – operationalized by physician's 
expectations toward patients’ regarding providing thorough and accurate 
medical histories, asking questions, following treatment plans, attending 
follow-ups, respecting the doctor’s time and personal boundaries, and 
avoiding any manipulation of the relationship for personal purposes. The 
higher score – the higher level of physician’s trust in the patient. 

Physician's Trust in 
Patient Scale 

Thom et al., 2011; 
Polish adaptation: 
Błaszyk & 
Kroemeke, 2024 

12 questions  5-point Likert scale 
from 1 (not at all 
confident) to 5 
(completely confident) 

.91  

Patient’s trust in the physician – conceptualized as a patient's belief that 
the doctor's actions and words are credible and dependable and that the 
doctor will act in the patient's best interest, providing support and 
assistance regarding treatment and medical care. This conception refers 
to interpersonal trust within the ongoing doctor-patient relationship. The 
higher score – the higher level of patient’s trust in physician.  

Trust in Physician 
Scale (TIPS) 

L. A. Anderson & 
Dedrick, 1990; 
Polish adaptation: 
Krajewska-Kułak, 
2018 

11 
statements  
 

5-point Likert scale 
from 1 (strongly 
disagree) to 5 (strongly 
agree) 

.83 
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Table 3 
 
Tools implemented in the study 

     

Measured construct Name of the tool Authors No. of items Answers type α  
Physician’s clinical communication skills in doctor-patient relationship 
divided into two dimensions: process of communication and content of 
communication. MPI is the tool tailored for the dyadic research – 
measuring physician’s communication skills from both sides of the 
interaction (medical visit) – the physician and the patient. The higher 
score – the higher level of physician’s communication skills.  

Matched-Pair 
Instrument (MPI) 

Campbell et al., 
2007;  
Polish adaptation: 
Kwissa-Gajewska & 
Kroemeke, 2022 

19 
statements 

5-point Likert scale 
from 1 (not at all) to 5 
(definitely yes) 

.89 (P) 

.91 (D) 

Doctor-patient relationship outcomes – divided into three parts:  
Evaluation of the relationship with the patient/doctor, satisfaction with 
medical visit, and patient willingness to engage in the treatment 
(perceived – D, declared – P). The higher score – the higher level of 
measured construct.  

The author’s 
questionnaire based 
on the theoretical 
model 

  5 questions 
(P); 4 
questions (D) 

5-point Likert scale 
from 1 to 5  

.84 (P) 

.80 (D) 

Note. (P) – version for patient, (D) – version for physician; The individual respondents’ results for each scale or subscale were operationalized as the means of 
scores obtained by the respondent. 
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Data collection 

Physicians’ and their patients' participation in the study was voluntary, and the participants 

were not remunerated. The Ethical Committee of the Faculty of Psychology at SWPS University in 

Wroclaw, approved the research protocol (Decision No. 01/P/02/2023). The whole data collection 

process – illustrated in Figure 6 – was conducted by the author of this dissertation.  

The data collection process started by obtaining written agreements from all four 

department heads. The study took place in four wards of two hospitals in Wroclaw, Poland: the 

Department of Internal and Occupational Diseases, Hypertension and Clinical Oncology at the 

University Clinical Hospital in Wroclaw; the Department of Angiology and Internal Diseases at the 

University Clinical Hospital in Wroclaw; the Department of Rheumatology and Internal Diseases at 

the University Clinical Hospital in Wroclaw; and the Department of Internal Medicine IV at the Lower 

Silesian Center of Oncology, Pulmonology, and Hematology. Both hospitals differed in their levels of 

referral. The University Clinical Hospital in Wroclaw is a third reference facility, while the Lower 

Silesian Center of Oncology, Pulmonology, and Hematology is a first reference facility. Data were 

collected based on prepared sets of questionnaires, separate for physicians and patients. The study 

method was paper-and-pencil. 

In the next step, physicians were recruited through personal invitations in their doctors’ 

offices. Out of 25 invited physicians, 18 agreed to participate. Physicians completed the 

questionnaires in two parts. Data regarding self-assessments (including the control variables and the 

dispositional variables) – Figure 4 – were collected only once after obtaining the agreement to 

participate in the study. The average time required to complete this part of the questionnaires was 

between 15 and 20 minutes. In the next step, the recruited physicians were instructed regarding 

patient inclusion criteria, as they were responsible for identifying patients who met the conditions of 

the study. They were not informed of the project's exact aim, which was to prevent bias in selecting 

patients with whom they felt more comfortable.  
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Patients were recruited to the study in their rooms. Out of 215 invited patients, 203 agreed 

to participate. Data from patients were collected in one part and included patients’ control variables, 

patients’ dispositional variables, the physician’s dispositional variables, and interactional variables 

(see Figure 4). Patients always completed their questionnaires after a morning visit with their 

attending physician, provided it was their fourth visit or later with that physician. Patients, on 

average, needed approximately 20-25 minutes to complete the whole set of tools.  

Once the patient finished fulfilling their part of the study, the second part of the 

questionnaires, pertaining to the interactional variables with particular patients (see Figure 4), was 

delivered to the attending physician. They completed this part after the same visit (assessed by the 

patient) with the given patient (once for each dyad). It took them about 5 minutes to accomplish that 

set.  

The data were stored in individual, sealed envelopes with coded personal data to hinder the 

identification of participants. Neither the physicians nor the patients had access to each other’s 

responses.  
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Figure 6 

Data collection – scheme  

 



 

	

62 

 

Statistical analysis 

To test study hypotheses, a reciprocal OWM design (one doctor and many patients) was 

implemented. This design represents a dyadic approach, wherein focal persons are in multiple dyadic 

relationships with many partners, but each partner is in a relationship with one focal person (Kenny 

et al., 2020). To verify the hypotheses and answer the research questions, various variances and 

covariances, consisting of the following components—actor/perceiver effect, partner/target effect, 

and relationship effect—were examined.  

The reciprocal OWM design necessitates the use of multilevel linear modeling (MLM) with a 

hierarchical data structure, as it is based on a two-intercept approach (Raudenbush et al., 1995). In 

the OWM design, hierarchical data – information collected from participants is organized at two 

levels. In this design, patients are nested within physicians, where physicians are considered as the 

upper-level units and patients as the lower-level units (Marcus et al., 2009). The MLM framework 

was applied in this study to estimate fixed effects (testing associations and outcomes between 

variables) and random effects with variance components for all tested variables, as well as two types 

of reciprocity correlations (Marcus et al., 2009). Statistical data analyses were conducted using 

version 29 of IBM SPSS (IBM Corporation; Armonk, NY, United States) by implementing a Mixed 

Model with Repeated Measures based on the adapted Syntax developed by Marcus et al. (2009).  

The first step of OWM analysis was variance partitioning, which involved decomposing the 

total variance of focal persons—physicians and partners—patients' ratings into actor, partner, and 

relationship variances, allowing the estimation of the ICC (Altena et al., 2017). In OWM design, four 

sources of effects (variances) were assessed: the doctor effect (actor/perceiver), the patient effect 

(partner/target), the patient relationship effect (patient-doctor relationship), and the doctor 

relationship effect (doctor-patient relationship) – Figure 3 (Marcus, 2015). Table 4 outlines the 

components, descriptions, and examples (derived from this study) of all the aforementioned effects.  
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Table 4 

Components of the one-with-many design used in the study 

Component Source Effect & example 
 Individual (between variance) 
Actor  Doctor report Assimilation: Doctor perceives similarly patients’ 

willingness to engage in treatment (across all of them) 
Partner Patient report Consensus: Patients of one doctor perceives his/her 

trustworthiness in a similar way 
Generalized 
reciprocity 

Correlation of actor and 
partner components 

Doctors who report high communication skills with all 
their patients, are perceived to have high communication 
skills by all patients  

Dyad (within variance) 
Relationship 
(+error) 

Doctor report Uniqueness: Doctor reports unique satisfaction from 
medical visit with a given patient 

Relationship 
(+error) 

Patient report Uniqueness: Patient reports unique level of trust in a 
particular physician 

Dyadic 
reciprocity 

Correlation of doctor 
and patient reports 

Agreement between doctor and patient: Doctor reports 
having good relationship with patient, and so does the 
patient 

 

 

Exploration of research questions. To answer the first research question – assessing the consensus 

(see Figure 3) between many patients of one physician regarding the physician’s perceived 

trustworthiness factors (benevolence, integrity, competence), levels of trust in them, communication 

skills, satisfaction with the medical visit, evaluation of a doctor-patient relationship, and reported 

levels of patient willingness to engage in the treatment – intraclass correlation coefficient (ICC) for 

patient data was computed. The second ICC for the physician data was estimated to address 

Question 2 – evaluating how physicians perceive their trust in patients, communication skills, 

satisfaction with the medical visit, evaluation of the doctor-patient relationship, and patient 

willingness to engage in treatment with all their patients – assimilation (see Figure 3). The ICCs for 

physician data and for patient data were computed from the MLM. The ICC represents the variance 

proportion, and its higher values indicate higher consistency in patients’ or physicians’ ratings. The 

proportion of variance for each effect is reported to facilitate the interpretation of the data. The 

remaining part of the variance is attributable to the ‘relationship (+error)’ variance. For physician 

ratings, the ‘relationship (+error)’ variance estimates include undifferentiated relationship, partner, 
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and error variance components. For patient ratings, the ‘relationship (+error)’ variance estimates 

consist of a combination of relationship, actor, and error variance. The ‘relationship (+error)’ term is 

used consistently throughout the results section to enhance clarity and support the comprehension 

of the findings. Subsequently, in order to explore the third research question – assessing the level of 

agreement in physicians' and patients' ratings of the physician’s trustworthiness, the physician's 

communication skills, trust, satisfaction with medical visit, evaluation of the relationship, and 

patient’s willingness to engage in the treatment – the dyadic reciprocity was tested.  

 

Verification of hypotheses. To verify study hypotheses, eleven separate multilevel models were 

conducted to test the associations between the trustworthiness factors (benevolence, integrity, 

competence) and trust, between trust and physician communication skills, as well as between trust, 

physician communication skills, and their outcomes (satisfaction with the visit, evaluation of a 

doctor-patient relationship, and patient willingness to engage in treatment). To perform these 

analyses, all variables used in the study were transformed into distinct variances at the individual and 

dyadic levels (Heck et al., 2013). In the first step, all variables in the model were centered on the 

grand mean (Field, 2024). Subsequently, the individual-level variables were calculated through group 

mean centering, which aggregates the individual scores within the clustering variable – one physician 

(Bolger & Laurenceau, 2013). The final transformation step involved computing a dyadic level 

variable by subtracting the average residualized score from the individual level variable (Altena et al., 

2017). This process resulted in two orthogonal components, where the individual-level effects 

(between-dyad effects) can be interpreted as individual differences between physicians (average of a 

physician’s or group of their patients’ ratings), whereas the dyadic-level effects (within-dyad effects) 

should be understood as changes from the average rating typical for a given physician or patient 

(physician’s or patient’s rating).  

 Obtaining these two levels of variables allows the applied OWM design to estimate relations 

between doctor and patient covariates at both individual and dyadic levels (fixed effects), as well as 
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actor, partner, and relationship effects (random effects) (Hagiwara et al., 2014). Both fixed and 

random effects facilitate multiple analyses that determine associations between variables and 

predict outcomes (testing all eight hypotheses) (Uckelstam et al., 2020). According to the parsimony 

rule, the theoretical model was tested in two stages due to the complexity of the multilevel linear 

models developed. In the first stage, trustworthiness factors (benevolence, integrity, competence) 

were tested as predictors of trust in a doctor-patient relationship. Due to the limited number of 

tested dyads and hierarchical analysis, four independent variables were tested separately to assess 

the first hypothesis: physician general trustworthiness, benevolence, integrity, and competence (all 

perceived by patients and self-reported by physicians). Additionally, propensity to trust was tested as 

a covariate of the associations between trustworthiness factors and trust in the doctor-patient 

relationship. Subsequently, the association between trust and communication skills was investigated. 

In the second stage, trust and physicians' communication skills were tested as predictors of model 

outcomes: satisfaction with medical visit, evaluation of the relationship with the physician/patient, 

and patient's willingness to engage in treatment. 

Six types of fixed effects parameter estimates were calculated for all tested dependent 

variables within the framework of linear mixed models: doctor and patient intercepts, doctor and 

patient between-dyad effects (individual levels), and doctor and patient within-dyad effects (dyadic 

levels). Subsequently, six types of random effects parameter estimates were obtained—at the 

within-dyad level (doctor and patient residuals, doctor-patient residual covariance) and the between-

dyad level (doctor and patient intercepts, doctor-patient intercept covariance). Nevertheless, only 

fixed effects were reported due to the volume of this work.  

Additionally, all control variables—patient’s and physician’s gender, age, nationality, 

education level, diagnosis, disease duration, days of hospitalization, number of visits, average 

number of daily treated patients by the physician, and physician’s professional experience—were 

examined as potential predictors of physicians’ communication skills, trust in the doctor-patient 

relationship, satisfaction with the medical visit, evaluation of the doctor-patient relationship, and 
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patients’ willingness to engage in treatment. Propensity to trust, as a dispositional variable, was 

treated the same as the control variables and was tested as a covariate in the association between 

trustworthiness factors (benevolence, integrity, competence) based on the literature. The sensitivity 

analysis was conducted for all main models with covariates that attained statistical significance in the 

primary analysis.   
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Results 

Descriptive statistics 

The collected dataset contained no missing data. The descriptive statistics of all variables used in the 

study are presented in Table 5. Variables lacking annotations are to be understood as constructs 

assessed by both parties of the dyad in an identical manner.   

 
 

Table 5 

Descriptive statistics of all variables (N=221) 
Variable  N M SD Range Min. Max. 
Trustworthiness_doctor  D 18 5.48 .82 3.64 3.18 6.82 

P 203 6.07 .58 2.36 4.64 7.00 
Benevolence_doctor  D 18 5.83 .79 3.00 4.00 7.00 

P 203 6.18 .62 2.67 4.33 7.00 
Integrity_doctor  D 18 5.97 .89 3.50 3.50 7.00 

P 203 6.02 .66 3.00 4.00 7.00 
Competence_doctor  D 18 4.72 1.00 4.50 2.25 6.75 

P 203 6.05 .64 3.00 4.00 7.00 
Propensity to Trust  D 18 3.50 .90 3.50 1.50 5.00 

P 203 3.50 .81 3.50 1.50 5.00 
Communication_doctor  D 203 4.17 .53 2.74 2.26 5.00 

P 203 4.41 .50 2.63 2.37 5.00 
Trust*  D 203 3.96 .67 3.33 1.67 5.00 

P 203 4.13 .46 2.27 2.73 5.00 
Satisfaction*  D 203 4.15 .73 3.00 2.00 5.00 

P 203 4.65 .61 3.00 2.00 5.00 
Relationship* D 203 4.23 .81 4.00 1.00 5.00 

P 203 4.70 .56 3.00 2.00 5.00 
Involvement_patient D 203 3.85 .92 4.00 1.00 5.00 

P 203 4.67 .60 3.00 2.00 5.00 
Note.  _doctor – both dyad members assessed physician characteristics; _patient – both dyad members 
assessed patient characteristics; * - variables assessed in relation to the other dyad member; D – 
measurements obtained from physicians; P – measurements obtained from patients 
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Exploring research questions 

Exploring Question 1.: Consensus between patients of a particular physician on their levels of 

physician’s perceived trustworthiness (benevolence, integrity, competence), trust in physician, 

communication skills, satisfaction with the medical visit, evaluation of a doctor-patient relationship, 

and reported levels of patient willingness to engage in the treatment. 

To answer this question, the ICCs for patients were computed for all explored variables (Table 6; 

Rater: Patient, ICC for Partner). The ICCs were high for all trustworthiness factors (overall, 

benevolence, integrity, and competence), indicating a strong consensus among patients of a single 

doctor. Higher values pinpoint high consistency in patient ratings of one physician – the between-

physician variation prevails over within-physician variation. Thus, there was less variability in patient 

ratings from one patient to another of the same physician than between patients of different 

physicians. In other words, the data suggest that patients of a particular physician shared similar 

views regarding whether they found that physician trustworthy (in general, benevolent, honest, or 

competent). The right part of Figure 7 reflects a strong consensus among many patients of one 

physician. 

In case of interactional variables, the values of patient ICCs were distinctly smaller (Table 6). 

Those results indicate that there was weak (or almost a lack of) consensus among patients of a single 

physician on all tested interactional variables (see the left part of Figure 7). In all those cases, the 

majority of the variance could be attributed to the relationship (+error) components. From the 

patients’ perspective, there was little evidence that certain physicians generally were more trusted, 

demonstrated better communication skills, or developed better relationships with patients than 

others. Patients’ views of satisfaction with the visit were also inconsistent regarding the same 

physician. Finally, the findings suggest that there were no physicians whose patients were typically 

more willing to engage in the treatment. 
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Table 6 

Results of MLM: Variance partitioning (N=221) 
  ICC (proportion of variability) 
Construct Rater Actor (Doctor) Partner (Patient) Total variance 
Doctor’s Trustworthiness Doctor  – .947 

Patient – .90 .05 
Doctor’s Benevolence Doctor  – .967 

Patient – .71 .031 
Doctor’s Integrity Doctor  – 1.142 

Patient – .94 .082 
Doctor’s Competence Doctor  – 1.334 

Patient – .93 .044 
Trust Doctor .29 – .271 

Patient – .06 .406 
Communication Doctor .44 – .418 

Patient – .15 .143 
Satisfaction with the visit Doctor .37 – .566 

Patient – .05 .383 
Evaluation of a d-p relationship Doctor .14 – .337 

Patient – .04 .627 
Patient’s Involvement Doctor .06 – .346 

Patient – .05 .868 
 

 

Figure 7 

Consensus - scheme  
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Exploring Question 2.: Assimilation in physicians ratings of trust in patients, communication skills, 

satisfaction with medical visits, evaluation of doctor-patient relationship, and patients’ willingness to 

engage in treatment across patients. 

The ICCs for physicians were estimated to address the second research question (Table 6; Rater: 

Doctor, ICC for Actor). They represent the proportion of the variance due to physicians’ ratings. 

Considering trust in patient, the physician ICC was moderate. This result suggests that some 

physicians consistently reported higher levels of trust toward their patients than other physicians 

(assimilation). Further analysis demonstrates that, regarding communication, the physician ICC 

attained a higher value, indicating more variability between different physicians than between 

different ratings of one physician. It revealed the presence of an assimilation effect, which means 

that physicians, to some extent, tended to perceive their communication with all of their patients 

similarly.  

The physician ICC for satisfaction yielded a moderate value. Thus, more than one-third of the 

physician variance implied that some physicians consistently reported greater satisfaction from 

contact with all their patients (assimilation). Further statistical tests revealed that the physician ICC 

for evaluation of a doctor-patient relationship was relatively small. This finding demonstrates only a 

modest assimilation effect. Additionally, there was scant evidence that some physicians 

predominantly view their relationships with all patients more favorably than others. The last tested 

construct was the patient’s willingness to engage in treatment. Table 6 shows that the physician ICC 

accounted for very small proportion of variance. It suggests a weak assimilation effect, indicating that 

physicians distinctly vary in their perceptions of patients’ willingness to engage in treatment from 

one patient to another. Figure 8 represents the scheme of the assimilation effect. 
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Figure 8 

Assimilation - scheme  

 

Note. D-P – doctor-patient 

 

 
Exploring Question 3: Physicians and patients' congruence on physicians’ trustworthiness 

(benevolence, integrity, competence), physicians’ communication skills, trust, satisfaction with the 

visit, evaluation of a doctor-patient relationship, and the patient’s willingness to engage in the 

treatment. 

To examine the congruence between physicians and patients, the reciprocity correlations (dyadic 

reciprocity and generalized reciprocity) were estimated. The dyadic reciprocity, as presented in Table 

7, refers to the within-dyad level of measurement – the correlation between two relationship effects 

rated by both doctor and patient. The obtained reciprocity correlations were statistically significant 

and positive in all interactional evaluated constructs. The dyadic reciprocity yielded a relatively weak 

correlation for trust, moderate correlations for satisfaction with the visit and patient willingness to 

engage in treatment, and distinctly stronger correlations for evaluation of the doctor-patient 

relationship and communication according to effect size guidelines for individual differences criterion 

(Gignac & Szodorai, 2016).  
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Table 7 

Results of MLM: Reciprocity 
Construct Level of analysis p  p 

 Within Dyad – Dyadic 
reciprocity correlation  

Between Dyad – 
Generalized reciprocity 
correlation 

 

Doctor’s Trustworthiness .006 .937 Not applicable – 
 

Doctor’s Benevolence .048 .513 Not applicable – 
 

Doctor’s Integrity .004 .959 Not applicable – 
Doctor’s Competence -.025 .731 Not applicable – 
Trust .17* .017 .137 .725 
Communication .38*** <.001 .058 .872 
Satisfaction .22** .002 .414 .318 
Relationship .38*** <.001 .356 .439 
Patient’s Involvement .26*** <.001 Not computable – 

Note. *p < .05, **p < .01, ***p <.001 
 

Thus, when some physicians reported higher levels of trust in patients, their patients also 

reported higher levels of trust in those physicians. Furthermore, the findings indicate that patients of 

physicians who expressed greater satisfaction with their contact also reported greater satisfaction 

with their interactions with those physicians. Additionally, there was modest congruence between 

physicians’ and patients’ views on patient willingness to engage in treatment. One of the strongest 

agreements between doctors’ and patients’ perspectives, somewhat surprisingly, pertained to 

physicians’ communication skills with patients. Moreover, equally strong agreement was noted 

regarding the evaluation of the doctor-patient relationship. If physicians reported better 

relationships with certain patients, a significant portion of those patients reciprocally reported having 

good relationships with those physicians. Figure 9 presents the scheme of agreements between 

physicians and patients within dyad – dyadic reciprocity.  
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Figure 9 

Dyadic reciprocity – within dyad agreements 

 
Note. *p < .05, **p < .01, ***p <.001 
 

To evaluate the congruence at the between-dyad level, generalized reciprocity—the 

correlation between actor (doctor) and partner (patient) effects—was estimated (Table 7). These 

were calculated for all five interactional constructs: trust, communication, satisfaction, relationship, 

and patient engagement; however, none reached statistical significance. Collectively, these trends 

suggest that neither physicians who perceive relational constructs consistently across all patients are 

viewed the same by each patient, nor patients who perceive their physicians similarly are seen in the 

same way by those physicians. 
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Testing hypotheses 

The next section of the results focuses on testing hypotheses regarding the associations and 

outcomes of selected constructs.  

 

Verification of Hypothesis 1.: Positive association between physicians’ perceived trustworthiness 

(benevolence, integrity, competence) and trust in physician at individual and dyadic levels. 

The predictors in this analysis are dispositional variables pertaining to physicians’ characteristics. 

Therefore, the doctor’s effects cannot be considered as they rated themselves only once, regardless 

of interactions with patients. Table 8 reveals four significant fixed effects – at both between-dyad 

and within-dyad levels – obtained for all variables (general trustworthiness, benevolence, integrity, 

and competence). The hypothesis was confirmed at the individual level in all four cases. Patient 

between-dyad effects indicate that patients of physicians, whose perceived trustworthiness factors – 

benevolence (H1.1a), integrity (H1.2a), and competence (H1.3a) – were higher than average, 

reported greater trust in the physician. At the individual level, trustworthiness in general and 

competence had a more substantial impact on trust in physicians than benevolence and integrity. 

The hypothesis was also positively verified at the dyadic level for all tested predictors. Patient 

within-dyad effects show that patients who perceived their particular physician’s trustworthiness 

factors to be higher fostered greater trust towards this specific physician. Comparing results for 

physicians’ perceived trustworthiness (in general) and separate factors – benevolence, integrity, and 

competence – suggests a higher influence of physician’s general trustworthiness on the extent to 

which patients trusted that physician. The results also indicate that in predicting trust in a physician, 

a slight advantage exists for physicians’ individual differences over dyadic effects. Figure 10 reflects 

the tested associations and the size of the effects for Hypothesis 1. 

 



 

	

75 

 

Table 8  

Parameter estimates for trust as a function of physician’s trustworthiness (benevolence, integrity, 
competence) 
Parameter estimates for trust as a function of physician’s trustworthiness 
Fixed effects Estimate SE t p 95% CI 

  Lower    Upper 
Doctor intercept 3.82 .11 35.54 <.001 3.59 4.04 
Patient intercept 3.98 .03 120.96 <.001 3.91 4.05 
Patient between-dyad trustworthiness1 .53 .09 5.78 <.001 .34 .71 
Patient within-dyad trustworthiness1 .49 .05 10.96 <.001 .40 .58 
 Parameter estimates for trust as a function of physician’s benevolence 
Fixed effects Estimate SE t p 95% CI 

  Lower    Upper 
Doctor intercept 3.86 .09 43.99 <.001 3.68 4.05 
Patient intercept 4.06 .04 108.35 <.001 3.98 4.14 
Patient between-dyad benevolence2 .39 .10 3.80 <.001 .18 .60 
Patient within-dyad benevolence2 .37 .05 8.27 <.001 .29 .46 
Parameter estimates for trust as a function of physician’s integrity 
Fixed effects Estimate SE t p 95% CI 

  Lower    Upper 
Doctor intercept 3.92 .08 50.34 <.001 3.75 4.09 
Patient intercept 4.11 .03 125.34 <.001 4.04 4.18 
Patient between-dyad integrity3 .42 .10 4.45 <.001 .23 .62 
Patient within-dyad integrity3 .40 .04 9.87 <.001 .32 .49 
Parameter estimates for trust as a function of physician’s competence 
Fixed effects Estimate SE t p 95% CI 

Lower    Upper 
Doctor intercept 3.81 .21 17.93 <.001 3.37 4.25 
Patient intercept 3.87 .04 100.26 <.001 3.79 3.94 
Patient between-dyad competence4 .48 .07 7.18 <.001 .35 .61 
Patient within-dyad competence4 .41 .04 9.60 <.001 .32 .49 

Note. 1patient reported physician’s trustworthiness, 2patient reported physician’s benevolence, 3patient-
reported physician’s integrity, 4patient-reported physician’s competence   
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Figure 10 

Hypothesis 1 – tested associations 

 
Note. Physician’s Benevolence, Integrity, and Competence were patient-reported. *p < .05, **p < .01, 
***p <.001 
 

 

Verification of Hypothesis 2.: Positive association between physicians’ communication skills and trust 

in the doctor-patient relationship at the individual and dyadic levels. 

In the next step, the association between patient- and physician-reported trust and physicians' 

communication skills was tested. Both variables (independent and dependent) met all the reciprocal 

dyadic criteria for this design; therefore, all effects were considered. The results revealed five 

significant fixed effects (Table 9). Therefore, the hypothesis was corroborated for patients at the 

individual level (H2a), as well as for patients and physicians at the dyadic level (H2b). The estimates 

suggest that physicians, who were, on average, more trusted by their patients (as reported by 

patients), obtained better patients’ ratings of their communication skills (patient between-dyad 

effect). The between-dyad effect was nonsignificant for physicians. The within-dyad effects reached 

statistical significance in both physicians’ and patients’ ratings of communication skills. Physicians 
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who fostered greater trust with a particular patient tended to perceive their communication with 

that patient as more effective (dyadic level). Similarly, greater patient trust in the physician (relative 

to other patients of this physician) contributed to higher ratings of their communication skills. 

However, for patients, higher values of estimated effects are attributed to the individual level of 

analysis. Therefore, physicians’ individual differences contributed to the level of trust in a physician 

more strongly than dyadic aspects. Figure 11 shows the tested associations and the effect size for 

Hypothesis 2. 

Table 9  

Parameter estimates for association between trust and communication skills  
Fixed effects Estimate SE t p 95% CI 

  Lower    Upper 
Doctor intercept 4.21 .10 41.54 <.001 4.00 4.43 
Patient intercept 4.36 .04 123.96 <.001 4.29 4.44 
Doctor between-dyad trust .67 .45 1.48 .157 -.29 1.63 
Patient between-dyad trust .79 .17 4.59 <.001 .42 1.16 
Doctor within-dyad trust .22 .04 6.16 <.001 .15 .30 
Patient within-dyad trust .52 .06 8.20 <.001 .40 .65 

 

Figure 11 

Hypothesis 2 – tested associations 

 
Note. *p < .05, **p < .01, ***p <.001 

Physician Trust
 in Patient

(Between-Dyad Level)

Physician Trust
 in Patient

(Within-Dyad Level)

Patient Trust
 in Physician

(Between-Dyad Level)

Patient Trust
 in Physician

(Within-Dyad Level)

Patient rated
 Communication

Physician rated 
Communication

H2b: b = .22***

H2b: b = .52***

H2a: b = .79***

Outcomes:
Communication

Predictors: Trust



 

	

78 

 

Since the direction of the link between trust and communication is not established, an 

alternative, exploratory model using the physician’s communication skills as a statistical predictor of 

trust in the doctor-patient relationship was also calculated. However, after comparing the size of the 

OWM design effects and the goodness-of-fit indices for both models, it became clear that the model 

with trust as a predictor of communication fits significantly better. Table 10 shows the comparison of 

goodness-of-fit indices for both tested models.   

 

Table 10  

Goodness-of-fit indices for tested association between trust and communication within doctor-

patient relationship 

Information Criteria DV: Trust DV: Communication 
-2 Restricted Log Likelihood 562.08 379.89 
Akaike's Information Criterion (AIC) 574.08 391.89 
Hurvich and Tsai's Criterion (AICC) 574.30 392.11 
Bozdogan's Criterion (CAIC) 604.03 421.84 
Schwarz's Bayesian Criterion (BIC) 598.03 415.84 

Note. The information criteria are displayed in a smaller-is-better form. DV – Dependent Variable  
 

 

Verification of Hypothesis 3.: Positive association between trust in the doctor-patient relationship 

and satisfaction with the medical visit at the individual and dyadic levels. 

Table 11 provides parameter estimates for the association between trust in the doctor-patient 

relationship and satisfaction with the medical visit. Again, five out of six fixed effects were found to 

be significant. The hypothesis was supported for patients at the individual level (H3a) and for both 

patients and physicians at the dyadic level (H3b). The significant between-dyad effect suggests that 

patients treated by physicians who, on average, were more trusted reported higher satisfaction with 

the medical visit. The statistical significance of both within-dyad effects confirmed that physician’s or 

patient’s better ratings of trust in their interaction partner were associated with higher satisfaction 

with their medical visit, independently of individual differences. However, in patients’ ratings, 

individual differences dominate in explaining the association between trust and satisfaction. In 
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physicians’ ratings, the tested association proved to be relationship-dependent. Figure 12 presents 

the tested associations and the strength of the effects for Hypothesis 3. 

 

Table 11 

Parameter estimates for satisfaction as a function of trust in the doctor-patient relationship  

Fixed effects Estimate SE t p 95% CI 
  Lower    Upper 

Doctor intercept 4.18 .11 37.05 <.001 3.94 4.42 
Patient intercept 4.59 .04 130.31 <.001 4.52 4.66 
Doctor between-dyad trust .94 .51 1.85 .083 -.14 2.02 
Patient between-dyad trust .90 .18 5.15 <.001 .56 1.25 
Doctor within-dyad trust .35 .07 5.33 <.001 .22 .48 
Patient within-dyad trust .77 .08 10.01 <.001 .62 .92 

 

Figure 12 

Hypothesis 3 – tested associations 

 
Note. *p < .05, **p < .01, ***p <.001 
 
 
 

Physician Trust
 in Patient

(Between-Dyad Level)

Physician Trust
 in Patient

(Within-Dyad Level)

Patient Trust
 in Physician

(Between-Dyad Level)

Patient Trust
 in Physician

(Within-Dyad Level)
Patient’s Satisfaction

Physician’s 
Satisfaction

H3b: b = .35***

H3b: b = .77***

H3a: b = .90***

Outcomes:
 Satisfaction with the Visit

Predictors: Trust



 

	

80 

 

Verification of Hypothesis 4.: Positive association between trust in the doctor-patient relationship 

and the evaluation of a doctor-patient relationship at the individual and dyadic levels. 

Table 12 presents the estimates for fixed effects calculated to test the association between trust in 

the doctor-patient relationship and the evaluation of that relationship. The doctor between-dyad 

effect was nonsignificant; therefore, Hypothesis 4a was confirmed only for patients. The significance 

of the patient between-dyad effect suggests that patients of physicians, who, on average, obtained a 

higher level of trust, were more likely to better evaluate their relationships with the attending 

physician. The dyadic level effects further confirmed the positive association between trust and the 

evaluation of the doctor-patient relationship for both physicians and patients (H4b). In simpler terms, 

physicians who fostered greater trust in a specific patient reported a better relationship with that 

patient. Similar findings were observed for patients – those who trusted their physician more 

(compared to other patients of that physician), evaluated the relationship with that physician more 

positively. In patient ratings, physicians’ individual differences influenced the strength of the tested 

association more than within-dyad effects, although both were statistically significant. Figure 13 

shows the tested associations and the strength of the effects for Hypothesis 4. 

 

Table 12 

Parameter estimates for evaluation of doctor-patient relationship as a function of trust in doctor-

patient relationship 

Fixed effects Estimate SE t p 95% CI 
  Lower    Upper 

Doctor intercept 4.29 .07 58.91 <.001 4.14 4.45 
Patient intercept 4.66 .03 135.16 <.001 4.59 4.72 
Doctor between-dyad trust .68 .34 1.98 .060 -.03 1.39 
Patient between-dyad trust .72 .17 4.22 <.001 .39 1.06 
Doctor within-dyad trust .67 .07 9.32 <.001 .53 .81 
Patient within-dyad trust .52 .07 7.09 <.001 .38 .66 
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Figure 13 

Hypothesis 4 – tested associations 

 
Note. *p < .05, **p < .01, ***p <.001 
 

 

Verification of Hypothesis 5.: Positive association between trust in the doctor-patient relationship 

and patient’s willingness to engage in the treatment at the individual and dyadic levels. 

In the next step of the analysis, a positive association between trust in the doctor-patient 

relationship and patients’ willingness to engage in treatment was evaluated (Table 13). The 

significant between-dyad effect for physicians indicates that those who reported, on average (across 

all their patients), higher levels of trust in patients also perceived those patients’ willingness to 

engage in treatment more positively. The between-dyad effect did not attain statistical significance 

for patients. Thus, patients’ higher-than-average levels of trust in physicians were not associated 

with their greater willingness to engage in treatment. Those results corroborated the hypothesis only 

for physicians at the individual level (H5a). Nevertheless, significant within-person effects were noted 

for both physicians and patients. These results supported the hypothesis at the dyadic level (H5b) 
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and provided evidence that greater trust in a specific patient or physician is positively associated with 

improved willingness among those patients to engage in the treatment process (both perceived by 

physicians and declared by patients). Figure 14 reflects the tested associations and the size of the 

effects for Hypothesis 5. The strongest effect was noted for physicians at dyadic level.   

 
Table 13 

Parameter estimates for the patient’s willingness to be involved in the treatment as a function of 

trust in the doctor-patient relationship 

Fixed effects Estimate SE t p 95% CI 
  Lower    Upper 

Doctor intercept 3.94 .05 84.08 <.001 3.84 4.03 
Patient intercept 4.64 .05 86.86 .048 .29 8.98 
Doctor between-dyad trust .75 .23 3.22 .002 .29 1.21 
Patient between-dyad trust 1.04 .26 4.06 .218 -6.61 8.68 
Doctor within-dyad trust .98 .07 13.30 <.001 .84 1.13 
Patient within-dyad trust .51 .08 6.09 <.001 .34 .68 

 

Figure 14 

Hypothesis 5 – tested associations 

 
Note. *p < .05, **p < .01, ***p <.001 
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Verification of Hypothesis 6.: Positive association between physicians’ communication skills and 

satisfaction with the medical visit at the individual and dyadic levels. 

A subsequent multilevel model was conducted to assess the association between physicians’ 

communication skills and satisfaction with the medical visit (Table 14). The doctor between-dyad 

effect was nonsignificant (H6a). The significant patient between-dyad effect indicated that patients 

of physicians, whose communication skills were rated higher than average, were more satisfied with 

the medical visit (H6a). At the dyadic level (within-dyad effects), better ratings of communication 

skills demonstrated by particular physician during a given visit (doctor-rated and patient-rated) were 

associated with greater satisfaction with the medical visit for both patients and physicians. From the 

physicians’ perspective, dyadic fluctuations influenced the association between communication skills 

and satisfaction with the medical visit more strongly than individual differences. For patients, 

physicians’ individual differences had a slightly greater impact on the examined association than 

dyadic fluctuations. Hypothesis 6 was corroborated at the individual level for patients and at the 

dyadic level for both patients and physicians. Figure 15 represents the tested associations and the 

size of the effects for Hypothesis 6. 

 

Table 14  

Parameter estimates for the association between physician’s communication skills and satisfaction 

Fixed effects Estimate SE t p 95% CI 
  Lower    Upper 

Doctor intercept 4.23 .10 43.22 <.001 4.02 4.43 
Patient intercept 4.55 .04 128.56 <.001 4.48 4.62 
Doctor between-dyad communication  .79 .39 2.06 .056 -.02 1.61 
Patient between-dyad communication  .83 .15 5.55 <.001 .54 1.13 
Doctor within-dyad communication 1.02 .10 5.33 <.001 .82 1.22 
Patient within-dyad communication  .75 .07 11.02 <.001 .62 .89 
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Figure 15 

Hypothesis 6 – tested associations 

 
Note. *p < .05, **p < .01, ***p <.001 
 

 

Verification of Hypothesis 7.: Positive association between physician’s communication skills and the 

evaluation of a doctor-patient relationship at the individual and dyadic levels. 

Table 15 presents estimates of verifying whether physicians’ communication skills were positively 

associated with the evaluation of the doctor-patient relationship. The nonsignificant doctor between-

dyad result indicates that, in general, physicians who perceived their communication skills as higher 

than average did not necessarily evaluate their relationships with patients more favorably. However, 

patients who, on average (all patients treated by the same physician), rated physicians’ 

communication skills as higher tended to perceive their relationships with physicians more positively 

(a significant between-dyad effect – H7a). Therefore, at the individual level, the hypothesis was 

supported only for patients. Nevertheless, the hypothesis was confirmed at the dyadic level for both 

physicians and patients (within-dyad effects). Physicians who demonstrated better communication 
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with a specific patient also reported a better relationship with that patient. Accordingly, patients who 

perceived their physician’s communication skills as superior also rated relationship with that 

physician more favorably compared to other patients of the same physician. Therefore, the 

uniqueness of the relationship played an important role in explaining this tested association for both 

patients and physicians. Figure 16 reflects the tested associations and the strength of the effects for 

Hypothesis 7. 

 
Table 15  

Parameter estimates for the association between evaluation of doctor-patient relationship and 

physician’s communication skills   

Fixed effects Estimate SE t p 95% CI 
  Lower    Upper 

Doctor intercept 4.30 .08 56.26 <.001 4.14 4.46 
Patient intercept 4.62 .04 116.54 <.001 4.54 4.70 
Doctor between-dyad communication .19 .31 .62 .542 -.46 .84 
Patient between-dyad communication .49 .16 2.98 .004 .16 .82 
Doctor within-dyad communication .84 .13 6.31 <.001 .58 1.10 
Patient within-dyad communication .56 .06 8.71 <.001 .43 .68 
 

Figure 16 

Hypothesis 7 – tested associations 

 
Note. *p < .05, **p < .01, ***p <.001 
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Verification of Hypothesis 8.: Positive association between physicians’ communication skills and 

patients’ willingness to engage in the treatment at the individual and dyadic levels. 

The final stage of analysis focuses on estimating the positive association between physicians’ 

communication skills and patients’ willingness to engage in treatment. Table 16 provides all 

parameter estimates for Hypothesis 8. This hypothesis was confirmed for patients at individual and 

dyadic levels, and for physicians only at the dyadic level. Physicians who rated their communication 

skills as higher-than-average (among all their treated patients) did not perceive patients’ willingness 

to engage in treatment more positively (H8a). Conversely, physicians’ communication skills which, on 

average, were reported as better than typical (patients’ ratings) were linked to patients’ higher-than-

average declared willingness to engage in treatment (H8a). Additionally, both doctor-rated and 

patient-rated within-dyad effects reached statistical significance. These findings reveal a pattern 

where physicians who believed they had better communication with a given patient tended to 

perceive this patient’s willingness to engage in treatment as higher (H8b). Similarly, patients who 

regarded their attending physician’s communication skills as uniquely good were more willing to 

engage in treatment (H8b). For physicians, the impact of communication skills on patients’ 

willingness to engage in treatment was pronounced in the context of particular relationship with 

patient. Individual differences had a greater effect on the hypothesized association in patients' 

cases. Figure 17 illustrates the tested associations and the size of the effects for Hypothesis 8. 

 

Table 16  

Parameter estimates for the patient’s willingness to engage in the treatment as a function of 

physician’s communication skills 

Fixed effects Estimate SE t p 95% CI 
  Lower    Upper 

Doctor intercept 3.93 .08 52.23 <.001 3.76 4.09 
Patient intercept 4.62 .06 84.55 <.001 4.49 4.74 
Doctor between-dyad communication .29 .16 .93 .367 -.38 .97 
Patient between-dyad communication .66 .22 2.95 .013 .17 .1.15 
Doctor within-dyad communication .80 .16 5.04 <.001 .49 1.11 
Patient within-dyad communication .33 .08 4.23 <.001 .18 .49 
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Figure 17 

Hypothesis 8 – tested associations 

 
Note. *p < .05, **p < .01, ***p <.001 
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experience: b = .03, SD = .01, t = 2.29, p = .043; level of patient education: b = .13, SD = .06, t = 2.08, p 

<.039). Additionally, the level of patient education and gender were positively correlated with 

physician-reported trust (education: b = .10, SD = .05, t = 1.98, p = .049; gender: b = -.13, SD = .06, t = 
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significant covariates. The results remained statistically significant and robust even after adding 

control variables. These findings indicate that control variables do not significantly affect the 

interactional factors in the doctor-patient relationship, and that the effects observed are relatively 

stable. Additionally, four models were estimated, incorporating propensity to trust as a covariate in 

the association between trustworthiness factors (general, benevolence, integrity, and competence) 

and trust. The analysis showed almost no effect of propensity to trust as a covariate in the tested 

relationships, highlighting the stability of the evaluated trust predictors.  

The complete set of sta�s�cal reports from SPSS is available in the Zenodo repository 

(Błaszyk, 2025). The set also includes examples of SPSS syntax for variance par��oning, tes�ng 

associa�ons, and tes�ng associa�ons with control variables as covariates, which were implemented 

in the study. Moreover, it provides the process of compu�ng variables (centered on the grand mean, 

between-dyad level, and within-dyad level) for hierarchical mul�level linear modeling in an OWM 

design.
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Discussion 

The dissertation aimed to verify the theoretical Doctor-Patient Relationship and Outcome Model in a 

dyadic approach. In order to do that, the first part focused on exploring three levels of agreement in 

the evaluations provided by physicians and patients: among several patients treated by a single 

physician (consensus), the physician’s viewpoints concerning numerous patients (assimilation), and 

within one dyad – between patients and physicians. The second objective was to investigate the 

associations among the interrelated concepts of clinical communication and trust, along with its 

antecedents – namely, benevolence, integrity, and competence – as well as their resultant outcomes, 

which include satisfaction with the medical visit, evaluation of the doctor-patient relationship, and 

the patient's willingness to engage in treatment within the context of the doctor-patient relationship. 

The research simultaneously examined the perspectives of both hospitalized patients with chronic 

internal diseases and their attending physicians within hospital settings. The applied dyadic approach 

followed an OWM design. 

 The first research question concerned the consensus effect (agreement of assessments 

among patients of one physician) regarding the physician’s perceived trustworthiness factors 

(benevolence, integrity, competence), trust in the physician, physician communication skills, 

satisfaction with the medical visit, evaluation of the doctor-patient relationship, and reported levels 

of patient willingness to engage in treatment (Q1). In terms of trustworthiness factors – benevolence, 

integrity, competence – the analysis demonstrated strong consensus among the patients of a single 

physician. Those trustworthiness factors have not been previously studied in the OWM design, so no 

comparative data exists. Strong consensus among patients on physicians’ trustworthiness and their 

high ratings may indicate that physicians, in general, are considered a profession of public trust 

(Lewandowski et al., 2021; Li et al., 2023). This finding is further supported by the observation that 



 

	

90 

 

patients’ ratings of trustworthiness of others (general population) were lower than those of their 

attending physicians.   

 Considering trust in the physician, the physician’s communication skills, and the outcome 

variables (satisfaction with the medical visit, evaluation of a doctor-patient relationship, and patient 

willingness to engage in treatment), there was little consensus among patients of one physician. The 

significant relationship effects explained the prevailing parts of the variance. It indicates that certain 

relational factors significantly influenced patients’ perceptions of trust in physicians, communication 

skills, satisfaction with visits, and their willingness to engage in treatment. The findings for trust in 

physician are contrary to those of Petrocchi et al. (2019), who found a much stronger consensus 

among patients treated by the same physician. Those differences can arise from distinct study 

settings (an outpatient clinic in cited research versus a hospital in this study). During primary care 

visits, physicians typically have relatively short interactions with patients (10-15 minutes) and treat 

many patients each day, every hour. As a result, their behaviors and attitudes toward patients may 

become somewhat automatic. In hospital settings, physicians care for only a few patients throughout 

the day (4-7), seeing each of them multiple times, which allows for the development of more 

personalized relationships with those patients. The consensus effect depends on the physician's 

manners, behaviors, and consistency (Kenny et al., 2010). The lack of it implies that patient care is 

considerably more tailored and individualized within hospital environments. Another potential 

explanation for this could be that during hospitalization, patients can gather more information about 

a physician’s trustworthiness and determine whether to trust them based on their observations 

(McCullough et al., 2020; Tomlinson et al., 2020; Van Den Assem & Dulewicz, 2015). 

The observation concerning the absence of consensus among patients regarding physicians' 

communication skills corroborates prior research (Hagiwara et al., 2014; Kenny et al., 2010). This 

phenomenon may again be linked to the increased individuality and specificity of patient cases within 

hospital environments, where patients exhibit different health issues, varying levels of knowledge, 

distinct understandings of their conditions, and deal with a wide array of medical conditions. In 
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hospital settings, patients talk to their physicians more frequently than in outpatient clinics, allowing 

physicians to become familiar with patients and assess their communication styles. As a result, it 

becomes more instinctive for physicians to adjust their communication to these evolving 

circumstances. This outcome contrasts with that reported by Kwissa-Gajewska & Kroemeke (2022), 

who identified a consensus among patients treated by the same physicians. However, their findings 

may lend support to the explanation pertaining to divergent settings and the nature of medical visits, 

as the participants in their study were more homogeneous, consisting of dermatologists and their 

patients within an outpatient care framework. Furthermore, the severity and complexities of the 

medical conditions experienced by those patients were notably different from those associated with 

hospitalized chronically ill patients.   

 The lack of consensus regarding satisfaction with the medical visit and the evaluation of the 

doctor-patient relationship may be attributed to similar factors related to trust and communication. 

The existing literature suggests that patient satisfaction is closely tied to the evaluation of the doctor-

patient relationship, and also encompasses the aspect of being satisfied with the care received 

(Goodrich & Lazenby, 2023). Furthermore, it is significantly influenced by patients’ expectations and 

experiences during the medical service (Ferreira et al., 2023). Taking into account the influence of 

patient expectations and experiences on shaping the satisfaction levels associated with medical 

visits, it is reasonable to assume that a consensus among patients should not be anticipated, as these 

factors are highly individual and vary significantly from one person to another. The vast proportion of 

variance attributed to the relationship component in the evaluation of the doctor-patient 

relationship is not unexpected. This finding substantiates the notion that the doctor-patient 

relationship constitutes an interaction between two individuals who influence each other's behaviors 

in a unique manner (Kaba & Sooriakumaran, 2007; Kenny et al., 2020; Oh Nelson, 2021).  

 The last consensus effect was assessed in terms of patient willingness to engage in 

treatment. Once more, the lack of consensus was observed. While patient willingness to engage in 

treatment is solely declarative, it should be regarded as a crucial predictor of future adherence to 
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medical recommendations (Johnson et al., 2019). The lack of consensus among patients treated by 

the same physician implies that there exists no distinction between better or less effective physicians 

regarding patients’ declared involvement in treatment. From the patient’s perspective, this result 

may be explained by the observation that certain patients could experience a lack of empowerment, 

perceive their knowledge as insufficient, or view themselves as incapable of actively participating in 

their treatment process (Gelkopf et al., 2022). An alternative potential explanation for this might be 

patients’ unmet needs or the burden associated with the disease (Rieckmann et al., 2018). The OWM 

framework does not permit the evaluation of the patient actor effect (where one patient is assessed 

by many physicians); hence, a more precise interpretation of this phenomenon necessitates further 

research. Factors associated with the doctor-patient relationship and its inherent uniqueness 

accounted for the majority of the variance, thereby underscoring the significance of personalized 

medical care in fostering patient willingness to engage in treatment (Janamian et al., 2022; 

Schneider-Kamp et al., 2023; Tringale et al., 2022). If the doctor-patient relationship constitutes such 

an influential aspect of a patient’s engagement in treatment and adherence to medical 

recommendations, it should be consistently nurtured and developed.  

 The second research inquiry focused on the assimilation effects (agreements of the 

physician's perceptions across all their patients) in physicians’ ratings concerning trust, 

communication skills, satisfaction with the medical visit, evaluation of the doctor-patient 

relationship, and patient willingness to engage in treatment (Q2). In terms of trust in the patient, 

nearly one-third of the variance was attributed to the doctor effect (assimilation), indicating that 

certain physicians exhibited consistent levels of trust toward their patients. A similar observation was 

reported by Petrocchi et al. (2019), who contend that there exist physicians who generally perceive 

their relationships with patients as being characterized by greater trust, while others perceive their 

relationships as less trustful. The remaining portion of the significant variance was ascribed to the 

relationship effect, suggesting that the uniqueness of the doctor-patient relationship is pivotal in 

cultivating trust between physicians and patients during their interactions. A possible explanation for 
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this might be that in hospital settings, physicians have the opportunity to observe how patients react 

to treatment (current and previous), to what extent they are interested in their medical condition, 

how trusting and compliant they are, and how respectful they are toward the physician. 

Consequently, comprehending the dyadic elements that contribute to the development of 

interpersonal trust within the context of a doctor-patient relationship is of considerable importance 

(Elwood, 2023; Taylor et al., 2023).   

 The assimilation effect was found to be notably stronger in relation to physicians' ratings of 

their communication skills. This finding indicates that, to a certain degree, physicians tend to perceive 

their communication competencies similarly across all treated patients. In three other OWM design 

studies examining doctor-patient communication, the findings differed: in two of these studies, the 

assimilation effects were less than half the magnitude (Hagiwara et al., 2014; Kwissa-Gajewska & 

Kroemeke, 2022), while in the third study, this effect was more than double (Kenny et al., 2010). 

Such discrepancies warrant further and more comprehensive investigations or a meta-analysis to 

enhance understanding of the diverse medical contexts that influence communication between 

physicians and patients, as well as to identify more specific factors associated with the various 

communication practices of physicians. The results of the current study, situated somewhat between 

those of previous research, may indicate that certain physicians perceive their communication 

similarly, while others tailor it to the distinct needs, comprehension of medical conditions, age, 

education levels, and emotional states of their patients. The evidence of a more substantial 

relationship effect suggests that the latter approach is prevailing, which aligns with prior studies 

demonstrating the influence of communication reciprocity (Siminoff et al., 2006; Street et al., 2007). 

These observations provide encouragement, as the individualization of clinical communication can 

exert a favorable influence on various facets of medical care, including patients’ health education, 

participation in shared decision-making, and engagement in treatment (Callender et al., 2021; Ricci et 

al., 2022; Stivers & Tate, 2023).  



 

	

94 

 

 The ratings provided by physicians regarding satisfaction with patient visits exhibit a notable 

similarity among all treated patients, more so than among patients under the care of the same 

physician. The assimilation effect accounts for more than one-third of the variance observed. 

Particularly striking is the significant disparity in evaluations of the doctor-patient relationship, which 

appears markedly distinct from the levels of satisfaction reflected in physicians’ ratings. Patients’ 

assessments reveal an apparent convergence between these two constructs, whereas it is likely that 

different factors influence physicians' levels of satisfaction. These results can be interpreted as 

indicating that certain physicians consistently report similar levels of satisfaction with medical visits 

among their patients, thereby perceiving their care as relatively stable. One plausible explanation for 

these findings may be that administering treatment to patients within a hospital setting allows for 

the observation of therapeutic effects and enhanced patient cooperation. This, coupled with a 

reduced time constraint during medical visits, may constitute a crucial aspect of physicians’ overall 

satisfaction. However, when evaluating the doctor-patient relationships, physicians acknowledge the 

uniqueness of these interactions and are able to differentiate between stronger and weaker 

relationships. Similar yet lower relationship effects were noted in the studies regarding therapeutic 

alliances (the construct somewhat similar to the doctor-patient relationship) (Altena et al., 2017; 

Marcus et al., 2009, 2011; Uckelstam et al., 2020).  

 The absence of an assimilation effect was observed concerning the patients' perceived 

willingness to engage in treatment. A vast majority of the significant variance was attributed to the 

relationship effect. This finding suggests that physicians do not necessarily presume that patients will 

actively participate in their treatment and adhere to medical recommendations. This dimension of 

the medical care process appears to be contingent upon physicians’ beliefs about individual patients, 

alongside their observations and interactions. Physicians’ perceptions of patients' educational 

background regarding their medical conditions, their motivation to pursue healing, their efforts in 

recovery, and their health self-management capabilities may hold substantial significance in 

determining patients’ perceived willingness to engage in treatment (Beichler et al., 2022; Clavel et 
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al., 2021; Georgopoulou et al., 2020; Sapir et al., 2017). Another vital aspect that possibly shapes 

physicians’ perspectives on this matter is the way patients communicate with them, their interest in 

receiving additional information regarding their condition or proposed treatment plan, as well as 

their seriousness about their health (Ricci et al., 2022; Street et al., 2007). This finding is reassuring 

since it illustrates that physicians perceive patients in a more personal manner rather than merely an 

objective one. 

 The subsequent research inquiry pertains to the assessments of agreements in physicians' 

and patients' ratings of the physician’s trustworthiness, the physician’s communication skills, trust in 

a doctor-patient relationship, satisfaction with the visit, evaluation of a doctor-patient relationship, 

and patient willingness to engage in treatment (Q3). The study revealed no significant correlations of 

generalized reciprocity (individual level). With respect to the factors influencing physician 

trustworthiness, namely benevolence, integrity, and competence, there was a lack of agreement in 

the ratings provided by physicians and patients. This phenomenon can be explained by the fact that 

physicians conducted self-assessments only once, irrespective of the specific dyad, whereas each 

treated patient evaluated the physicians independently in this regard. Consequently, there was a 

diversity of data derived from patients’ ratings, and always the same result was reported by 

physicians. Nonetheless, the collated findings indicated that patients perceived physicians’ 

trustworthiness more favorably than the physicians themselves. The most significant discrepancy in 

perceptions pertained to physicians' competence, suggesting that patients regard physicians as 

highly competent, not solely based on direct observations but also due to a general belief in the 

competence of medical professionals. From the perspective of physicians, lower levels of self-

assessment regarding competence may be attributed to a relatively young age and limited duration 

of professional experience in the study group. Notably, the notion of competence holds particular 

significance for physicians themselves in relation to their patients, whereas, for patients, it 

represents merely one aspect among several, including empathy and interpersonal skills (Berger et 

al., 2020). Additionally, patients’ perceptions of physicians’ competence are frequently associated 
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with their communication skills, while physicians’ perceptions are linked with their instrumental skills 

(McCullough et al., 2020; Strokes et al., 2025). Hence, these discordances may originate from distinct 

comprehensions of this construct (Coran et al., 2013).  

 Another construct tested for agreement between physicians and their patients was trust in 

the doctor-patient relationship. Physicians rated the extent to which they trusted particular patients, 

and patients rated their level of trust toward their attending physicians. The resulting dyadic 

reciprocity was rather weak but significant. This finding indicates that while mutual trust in the 

doctor-patient relationship is crucial for both health and relationship outcomes (Elwood, 2023; 

Petrocchi et al., 2019; T.-S. Rotaru et al., 2016), developing it within the framework of a few medical 

visits is challenging. Similar results were observed by Petrocchi et al. (2019), suggesting that unique 

factors in the doctor-patient relationship, rather than just the characteristics of the physician or 

patient, are linked to the fostering of trust. The observed reciprocity correlation infers that trust is a 

reciprocal phenomenon, although not in all cases. In other words, some patients trusted their 

physicians more than the physicians trusted them, and vice versa. These discrepancies may stem 

from differing foundations of trust for physicians and patients. Physicians establish their trust in 

patients based on their past history and adherence to treatment, open disclosure regarding their 

medical conditions, respect for physicians’ personal boundaries, and commitment to maintaining 

appointments (Q. He et al., 2022; Sousa-Duarte et al., 2020; Thom et al., 2011; Wilk & Platt, 2016). 

Within hospital environments, assessing whether a patient will attend follow-up visits presents 

significant challenges, potentially rendering it impossible. Patients, in turn, place their trust in 

physicians based on perceptions of honesty, transparency, expertise, and competence, alongside 

their prior experiences with healthcare providers (L. A. Anderson & Dedrick, 1990; Colombo et al., 

2023; Montgomery et al., 2020; Suzuki et al., 2022). Albeit the foundations of trust for both 

physicians and patients are based on different factors, fostering mutual trust remains a complex 

endeavor, yet it is imperative to pursue, as the resulting benefits notably surpass the efforts invested 

(Grob et al., 2019; Lerch et al., 2024; Taylor et al., 2023).  
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Considering physicians' communication skills, the observed dyadic reciprocity correlation was 

found to be strong. This finding contradicts previous studies that utilized the same questionnaire 

(MPI), which have suggested either a lack of agreement or very low agreement between physicians 

and patients (C. Campbell et al., 2007; Kenny et al., 2010; Kwissa-Gajewska & Kroemeke, 2022). One 

possible explanation for this discrepancy may be attributable to the fact that, within hospital 

environments, physicians attend to a smaller number of patients in comparison to outpatient clinics 

(averaging five patients per day versus more than twenty patients per day) and provide care for them 

for several days or weeks in a row. As a result, they may be better equipped to assess their own 

communication with each patient more precisely. Another intertwined possibility is that in hospital 

settings, physicians might paradoxically have more time to complete the questionnaires, as the time 

constraints tend to be less rigorous, allowing them the opportunity to reflect on the specifics of their 

communication elements. Furthermore, in hospital contexts, physicians and patients engage in daily 

conversations, which may lead to adjusting their communication styles and behaviors. As a 

consequence, their communication is likely to be more open, effective, and thus easier to evaluate 

for both interacting parties. Given that achieving consensus among raters within the scope of clinical 

communication has proven to be challenging (Röttele et al., 2020, 2021), hospital environments may 

represent a valuable source of information and warrant further investigation. Nevertheless, this 

finding is encouraging, as such congruence between physicians and their patients may also lead to 

the development of stronger relationships and improved health outcomes, including enhanced 

patient engagement in treatment and adherence (Noble, 2020).  

 The subsequent analysis pertains to the agreement between physicians and patients 

regarding satisfaction with medical visits. The observation of a medium significant correlation in 

dyadic reciprocity suggests that, to a certain extent, a higher level of satisfaction by one dyad 

member is associated with a comparable level of satisfaction in the other party. This finding 

corroborates previous research addressing internal medicine specialists and their patients (Haas et 

al., 2000). Consequently, further studies are warranted to investigate the intrinsic reciprocal and 
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dyadic nature of satisfaction within the doctor-patient relationship. Numerous factors contribute to 

the satisfaction experienced by either party during medical visits; while some commonalities exist, 

notable differences also prevail. Patient satisfaction is contingent upon the physician’s 

communication abilities, expertise, and technical skills, as well as the quality of the doctor-patient 

relationship, trust, and the physician’s attributes, including an empathetic approach and humility 

(Batbaatar et al., 2017; Boquiren et al., 2015; Huynh & Dicke-Bohmann, 2020). One of the primary 

factors that adversely impacts physician satisfaction is the time constraints associated with medical 

visits (Solomon, 2008). This issue appears to be more pronounced in outpatient clinics than in 

hospitals, where greater flexibility in scheduling is available. Additional indicators of physician 

satisfaction may encompass perceived therapeutic success, the cultivation of meaningful 

relationships with patients, and contentment with the care provided. The number of studies 

examining patient satisfaction with visits surpasses that of those analyzing the factors related to 

physician satisfaction. Given that satisfaction serves as one of the few mitigators of burnout 

(Anagnostopoulos et al., 2012; Pejtersen et al., 2010; Slavin, 2019), it should be prioritized in future 

analyses.  

In the evaluation of the doctor-patient relationship, a notable correlation was observed, 

indicating strong dyadic reciprocity. This finding clearly suggests the existence of an agreement 

between the perspectives of physicians and patients. Consequently, it can be inferred that when one 

member of the dyad feels positive about this relationship, the counterpart reciprocates that feeling. 

These results are consistent with findings from prior studies on therapeutic alliances (Marcus et al., 

2009, 2011; Uckelstam et al., 2020). It leads to the conclusion that despite any differences in 

indicators and perspectives regarding what constitutes a satisfactory doctor-patient relationship, the 

overall evaluations are congruent. This mutuality holds great significance – physicians who are able 

to identify patients with whom they maintain positive relationships can better predict health 

outcomes, continuity of care, and future adherence to treatment (X. Chen et al., 2020; Decety, 2020; 

Nowak et al., 2021). Conversely, physicians who recognize that certain relationships with patients 
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may be unsatisfactory can anticipate potential issues concerning these aspects (R. Baker et al., 2020; 

Horne, 2020) and may seek to address them through the implementation of targeted strategies 

(Colombel et al., 2020; Murali & Lonergan, 2020; Vallis et al., 2023). 

The last physician-patient agreement analysis aimed to assess the patient willingness to 

engage in treatment. The dyadic reciprocity exhibited a modest yet significant correlation. High 

values reported by patients are not unexpected and can be attributed to various factors, including 

the Hawthorne effect (Berkhout et al., 2022), an overestimation of willingness and self-management 

capabilities (Courtet et al., 2022; Pistilli et al., 2020), fear of disease (Jamieson et al., 2016), or 

extrinsic motivation instigated by the physician (Morris et al., 2022). Physicians’ perceptions of 

patient willingness to engage in treatment were generally lower than those expressed by patients, 

indicating that physicians tend to be more critical and possibly more experienced in estimating this 

construct (Schildmeijer et al., 2018). Their experience in treating and observing numerous patients 

equips them with tools to recognize characteristics linked to treatment engagement and adherence. 

Given the study population – patients diagnosed with chronic diseases – physicians may form their 

beliefs based on the patients’ medical history. However, this does not necessarily imply that 

physicians are more accurate in their assessments, as they, like patients, may also overestimate or 

underestimate patient willingness to engage in treatment. An additional potential explanation for the 

discrepancy between the perspectives of physicians and patients may stem from varying levels of 

awareness regarding existing engagement barriers (Sapir et al., 2017).  

 The concluding segment of the analysis pertains to the verification of the Doctor-Patient 

Relationship and Outcome Model constructs’ associations and outcomes. The initial hypothesis 

investigates trust within the doctor-patient relationship as a function of physicians’ perceived 

trustworthiness at individual and dyadic levels (H1). Although factors influencing trustworthiness 

were not previously analyzed within the OWM framework, the results obtained from the study 

provided substantial support for the proposed hypothesis. Given that trustworthiness factors 

represent dispositional variables, physicians completed the necessary questionnaires only once, 
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regardless of the dyads formed with patients. Consequently, not all effects of the OWM design could 

be thoroughly evaluated. Nonetheless, the findings confirmed that patients exhibited greater trust in 

physicians who were either, on average, regarded as more trustworthy (benevolent, honest, and 

competent) or perceived in such a way within a particular doctor-patient relationship. Notably, the 

most significant effect was observed for the association between perceived competence and trust in 

physicians at the individual (between-dyad) level. Mayer et al. (1995) explained that gaining 

knowledge about an individual’s competence necessitates more time than about their integrity. This 

may suggest that during hospitalization, patients are likely to experience the effects of treatment 

more rapidly than in outpatient settings. Consequently, they may attribute positive changes in their 

health and well-being to the physician’s competence. The more substantial between-dyad effect 

indicates that physicians’ competence is a predictor of trust based on individual differences and 

traits, aligning with findings from other studies (Greene & Ramos, 2021; Martin, 2020). Alarcon and 

colleagues emphasized that in dyadic interactions, the behaviors exhibited by the trustee significantly 

influence the trustor’s perceptions of trustworthiness (2018). Therefore, it may be relatively easier 

for patients to recognize physicians’ competence rather than to evaluate their integrity or 

benevolence. Research examining the impact of specific trustworthiness factors on healthcare 

systems has demonstrated that competence exerts a greater influence on trust than benevolence 

(Cantarutti & Pothos, 2023).  

Nonetheless, it is essential to acknowledge that all three trustworthiness factors—integrity, 

benevolence, and competence—are imperative in fostering trust within the doctor-patient 

relationship (Leonard et al., 2022; McCullough et al., 2020; Nong, 2023). The results of this study 

confirmed this at both dyadic and individual levels. Moreover, the association between the 

trustworthiness factors and trust was remarkably stable, even when controlled for variables such as 

propensity to trust. Previous studies have identified the propensity to trust as a crucial psychological 

factor contributing to trust in physicians (A. Anderson & Griffith, 2022; Lerch et al., 2024; H. Zhang et 

al., 2020). The scarce literature pertaining to the scope of physician trust in patients contributes to a 
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lack of information concerning whether the same factors serve as antecedents of trust for physicians 

(Taylor et al., 2023; Thom et al., 2011; Wilk & Platt, 2016). The lack of substantial differences in effect 

sizes for the propensity to trust in associations between trustworthiness factors and trust in 

physicians may stem from patients having sufficient information about a physician’s trustworthiness, 

allowing them to base their trust on that assessment. Other researchers noticed that the propensity 

to trust effect fades when the trustworthiness information becomes available to the trustor (Alarcon 

et al., 2018; A. Anderson & Griffith, 2022). 

 The subsequent hypothesis explored the association between trust within the doctor-

patient relationship and physicians' communication skills at both individual and dyadic levels (H2). 

Numerous studies have investigated physicians' communication skills as a factor influencing trust in 

physicians (Cantarutti & Pothos, 2023; Chandra et al., 2018; Liu et al., 2024; Wei et al., 2020). 

However, the role of trust as a possible determinant in the communication dynamics between 

physicians and patients is infrequently discussed. Consequently, trust as a predictor of 

communication in the doctor-patient relationship was also empirically tested. The results supported 

this hypothesis, revealing five significant effects at both the individual and dyadic levels. The model 

fit the data significantly better when predicting communication based on trust. Physicians who 

trusted certain patients more perceived their communication with those patients as better. This 

finding has not been reported before. Similarly, greater patient trust in the physician (compared to 

other patients of the same physician) was linked with higher ratings of that physician’s 

communication skills. Therefore, it can be inferred that the relationship between these two variables 

is complex and strong; higher levels of trust are associated with better ratings of the physician’s 

communication skills by both patients and physicians. Trust-based communication may be more 

effective, or at least, trust appears to be an essential prerequisite for fostering open and honest 

dialogue between physicians and patients (Elwood, 2023). Patients who trust their physicians are 

generally more inclined to share their symptoms, express concerns, and provide honest responses 

regarding their health and treatment (Campos-Castillo & Anthony, 2019; Katz et al., 2023; Lerch et 
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al., 2024). In turn, trusting physicians can involve patients in shared decision-making processes 

(Taylor et al., 2023; Thom et al., 2011; Wilk & Platt, 2016). The most substantial effect was observed 

between patient trust in the physician and communication at the individual level, which might 

suggest that some individual characteristics of physicians influence this association. For physicians, 

the association was nonsignificant at the individual level. Yet, it was significant at the dyadic level for 

both interacting partners. Therefore, the uniqueness of the relationship between patients and their 

physicians seems to play a crucial role in shaping communication based on mutual trust.  

 It was also hypothesized that trust within the doctor-patient relationship forecasts both 

patient and physician satisfaction with medical visits (at individual and dyadic levels) (H3). The 

results of the study fully support the proposed hypothesis at the dyadic level. Trust in the interacting 

partner was relevantly linked to patient and physician satisfaction with medical visits. However, at 

the individual level, significance was observed exclusively among patients’ ratings. Consequently, it 

can be concluded that even in instances where physicians do not necessarily cultivate greater trust 

across all their patients, in dyadic interactions, physicians who established greater trust in the 

specific patient were more satisfied with the medical visits (with that patient). The most substantial 

effect was identified in the association between trust in the physician and patient satisfaction with 

the visit at the individual level, indicating the role of physicians’ individual differences in establishing 

patient satisfaction. The correlation between trust in physicians and patient satisfaction with medical 

services has been extensively examined and corroborated in prior research (Akaydin & Baltaci, 2024; 

Blödt et al., 2021; Orrange et al., 2021; Suzuki et al., 2022). Nonetheless, the dyadic design provides 

additional insight by highlighting the uniqueness of the relationship as a vital aspect. Regarding 

physicians, the correlation between trust in patients and their satisfaction with medical consultations 

is less frequently addressed (Berger et al., 2020; Grob et al., 2019); however, it remains vital for 

preventing burnout. Therefore, identifying factors that positively influence physicians’ satisfaction is 

imperative. Reduced levels of physician trust in patients may hinder the development of more 
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meaningful relationships, leading to diminished satisfaction and, ultimately, higher burnout rates 

(Hiefner et al., 2022; Liang & Wilson, 2022; Linzer et al., 2019). 

 Furthermore, the association between trust in both patients and physicians and more 

positive evaluations of the doctor-patient relationship was examined (H4). The results closely 

aligned with those noted for the link between trust and satisfaction with the medical visit. The 

hypothesis was also supported at the dyadic level for both parties and at the individual level for 

patients (although it was marginally significant for physicians as well). The findings showed that trust 

is a crucial factor influencing the quality of the doctor-patient relationship for both sides. Once again, 

the unique nature of each relationship played a vital role in explaining this connection. It suggests 

that building better doctor-patient relationships based on trust is a reciprocal process. Mutual trust 

between physician and patient is linked to more favorable perceptions of the relationship, which can 

lead to improved health outcomes (Drossman & Ruddy, 2020; Oh Nelson, 2021; Petrocchi et al., 

2019). The fact that this association was not confirmed at the individual level for physicians may be 

explained by their ability to compare many treated patients and, based on that, identify those they 

trust more, which ultimately leads to better relationships with such patients (Uckelstam et al., 2020). 

For patients, such distinctions are more difficult to establish. Yet, patients of physicians who were, on 

average, more trusted (by all treated patients) reported more positive evaluations of doctor-patient 

relationships. 

 It was also hypothesized that trust in the doctor-patient relationship relates to patient 

willingness to engage in treatment at both the individual and dyadic levels (H5). The results 

corroborate this hypothesis for patients and physicians at the dyadic level, and for physicians at the 

individual level. The fact that this effect for patients was only observed at the dyadic level 

emphasizes the importance of unique relationships and interactions with physicians in contributing 

to proactive attitudes. However, it is essential to acknowledge potential self-assessment bias among 

patients, which may arise due to social desirability, inadequate knowledge about their abilities, a 

motivation to view themselves more favorably, or underestimation (Brest & Cordonier, 2024; 
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Ezquerra et al., 2023; Y.-H. Kim et al., 2016). Nonetheless, the effect present within dyads should not 

be disregarded. Patients who trust their physicians are likely to be more confident about the 

proposed treatment plans and, consequently, more eager to participate actively in managing their 

condition, which constitutes the primary goal of healthcare (Savage, 2011; Venechuk et al., 2023). 

Conversely, the most substantial effect was found at the dyadic level among physicians, suggesting 

that increased trust in a specific patient was associated with more positive perceptions of that 

patient’s willingness to engage in treatment. Regarding physician ratings, trust in the patient was 

more relevant than communication skills in perceiving patients’ willingness to engage in treatment. 

This aligns with the fundamental aspects of physician trust, which are mainly based on a patient's 

prior adherence to medical recommendations or proactive attitude toward managing their condition 

(Sousa-Duarte et al., 2020; Thom et al., 2011; Wilk & Platt, 2016). This could be an impactful finding, 

as it indicates physicians’ potential to identify patients at risk of non-adherence. Recognizing these 

patients can serve as a key starting point for implementing psychological interventions or 

motivational dialogues aimed at encouraging health behavioral changes (ElSayed et al., 2023; Feig et 

al., 2022; Ntoumanis et al., 2021).  

Regarding the hypothesis that physicians’ communication skills are positively linked to 

satisfaction with the medical visit at both the individual and dyadic levels (H6), statistically 

significant effects were observed at the individual level for patients (with the effect being marginally 

significant for physicians) and at the dyadic level for both patients and physicians. Physicians' better 

communication with specific patients resulted in greater satisfaction for both parties. The most 

notable effect was seen for physicians at the dyadic level, meaning that when physicians positively 

evaluated their communication with a given patient, they also perceived that visit as more satisfying. 

The positive association between physician communication skills and satisfaction with medical 

services within the OWM framework was also reported by Kwissa-Gajewska & Kroemeke (2022). 

These findings show that effective communication with patients is crucial not only for patients' 

perceptions but also for physicians, which is perhaps the most important insight, as this is a relatively 
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understudied area (Baum, 2023). Conversely, many previous studies support the results related to 

patients’ perspectives (Akaydin & Baltaci, 2024; Drossman et al., 2021; Fino et al., 2023; Konda et al., 

2023). Each factor that improves physician satisfaction should be highlighted and emphasized due to 

its potential to prevent burnout (Anagnostopoulos et al., 2012; Hiefner et al., 2022; Liang & Wilson, 

2022). Given that the uniqueness of the doctor-patient relationship plays a substantial role in the 

tested association, it should be noted that communication—and, consequently, satisfaction with the 

visit—depends not only on physicians’ performance but also on patients’ attitudes and behaviors. 

Physicians should be trained to inquire about patients’ individual needs and expectations, while 

patients should also develop awareness of how to communicate these needs to their healthcare 

providers.  

It leads to the following hypothesis: physicians’ communication skills are positively 

associated with the evaluation of the doctor-patient relationship at both individual and dyadic levels 

(H7). The hypothesis was fully supported at the dyadic level, and for patients at the individual level 

(with a marginally significant effect for physicians). Perhaps the most compelling finding is that the 

most substantial effect observed in the study relates to the dyadic level for physicians. A similar 

pattern was found with the previous hypothesis, which suggests that communication performance 

plays a key role in fostering satisfaction with the medical visit as well as better doctor-patient 

relationships—not only for patients but also for physicians. This is a very important finding, as this 

area is often overlooked in research. Building meaningful relationships with patients can also help 

prevent burnout and emotional detachment (which may distort communication and create a vicious 

cycle), as well as help provide tailored patient-centered care (Hiefner et al., 2022; Shanafelt, 2009). A 

strong doctor-patient relationship, based on effective communication, is particularly significant in the 

context of chronic diseases, wherein patients need to be empowered and their health literacy should 

be enhanced by physicians. Since a key part of treatment involves patients’ self-management, 

education, and responsibility (Claramita et al., 2020; Heijmans et al., 2015; Vainauskienė & Vaitkienė, 

2021), good communication can ensure better continuity of care, improved health outcomes, and 
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higher adherence to treatment—all of which can reduce mortality (Kajaria-Montag et al., 2024; 

Nowak et al., 2021; Pereira Gray et al., 2018). The fact that physicians highly value skilled 

communication in interactions with chronically ill patients, alongside the recognition of its 

importance, is truly encouraging.   

 The final hypothesis aimed to verify the association between physician communication skills 

and patient willingness to engage in treatment at both individual and dyadic levels (H8). The 

hypothesis was fully corroborated at the dyadic level for both physicians and patients, with the 

greatest effect observed among physicians. However, at the individual level, it was confirmed solely 

for physicians. Notably, the findings underscore differing perspectives between physicians and 

patients. The absence of associations between patient trust in the physician, as well as the 

physician’s communication skills, and patient willingness to engage in treatment at the individual 

level, suggests that physicians’ individual differences do not impact this association. Therefore, it can 

be concluded that facilitating patient engagement through effective communication or trust-building 

relies heavily on specific interactions within the dyad. Conversely, physicians tend to associate their 

better communication with patients’ more proactive attitudes not only within a specific dyadic 

context (where this effect is predominant) but also generally. This suggests that physicians either 

believe or are convinced that their communication style may influence patient engagement and 

active participation in treatment or decision-making processes. Such a phenomenon may be 

attributed to the motivational role of communication within the doctor-patient relationship (W. R. 

Miller & Rollnick, 2023) or the facilitation of shared decision-making (Elwyn et al., 2012; Strokes et 

al., 2025), which potentially empowers patients to assume greater responsibility for their health 

management. These findings are highly reassuring, as knowing the factors that can enhance patients’ 

willingness or readiness to engage in treatment is crucial for ensuring adherence, improving health 

outcomes, and fostering better self-management (Haskard Zolnierek & Dimatteo, 2009; Tavakoly 

Sany et al., 2020; Timmermans, 2020). Another significant role of doctor-patient communication, 

particularly in the context of chronic diseases, is patient education (Carvajal et al., 2021; Rooney et 
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al., 2021; Thakur et al., 2021). Effective patient education forms a fundamental component of 

adherence to treatment regimens. Without a clear understanding of their conditions or the 

objectives of medical care, patients’ self-efficacy (Farley, 2020; Foroumandi et al., 2020) and self-

management (Coster et al., 2020) are likely to be compromised, and autonomous motivation (Yeom 

& Lee, 2022) may not develop optimally. 

 

Limitations 

This research has several limitations. First, the sample exhibited heterogeneity with respect to the 

patients’ diagnoses. The determination to investigate the hospital environments in an OWM design, 

which is relatively uncommon, necessitated certain compromises, particularly regarding the 

broadening of inclusion criteria concerning patients’ diagnoses. Additionally, the aspect of chronic 

internal diseases within the selected settings further influenced the expansion of these criteria. In 

hospitals, physicians typically care for 4-5 patients daily, the majority of whom remain hospitalized 

for approximately one week or more. Given that not all hospitalized patients were diagnosed with 

chronic internal diseases, and recognizing that not all were mentally capable of completing the 

psychological questionnaires, the inclusion criteria relating to patients’ diagnoses had to be 

somewhat more flexible. This strategy rendered the project feasible and facilitated an exploration of 

doctor-patient relationships from an understudied perspective. 

 Another limitation may stem from the physicians who consented to participate in the study. 

Although the precise objectives of the study were not disclosed to either the patients or the 

physicians, they were informed in general terms. This may have resulted in recruiting physicians who 

perceived themselves to possess effective interpersonal relationships with patients. Furthermore, 

the physicians selected their patients, which may have led to the exclusion of individuals with whom 

they did not feel comfortable (selection bias). Consequently, the study's findings may overstate the 

actual level of agreement observed in clinical circumstances. Nevertheless, the relevance of the 
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study's outcomes remains intact, as it was still possible to empirically test the research hypotheses 

and questions. The overall conclusions provide valuable insights to the field; however, the mean 

values obtained in the study may not reflect those within a larger population. Therefore, future 

research may benefit from a thorough classification of the investigative objectives.  

 The potential for well-documented self-assessment bias identified in the literature warrants 

consideration, as the study relied on self-reported indices (Karpen, 2018; Kastorff et al., 2023; Y.-H. 

Kim et al., 2016). However, no consensus exists regarding the gold standard in evaluating doctor-

patient interactions (Eveleigh et al., 2012; Röttele et al., 2020; Saba, 2006), as external peer raters’ 

assessments are often discordant (Burt et al., 2018). Furthermore, the presence of external raters 

may undermine the authenticity of these interactions, introducing an additional layer of bias. 

Recording doctor-patient interactions within hospital environments is inaccessible. Moreover, 

conducting the study in simulated conditions may facilitate more objective measurements (Van Scoy 

et al., 2022); however, such an approach would fail to reflect the unique nature of real doctor-

patient interactions adequately. The predominant role of both physicians’ and patients’ perceptions 

in determining their satisfaction with communication and the overall visit, as well as their confidence 

in the relationship and motivation to engage in treatment, should be emphasized. Consequently, it 

appears warranted to designate them as raters in order to comprehend the interdependencies 

among the studied constructs.    

 Another major limitation linked to the study design is the relatively low number of recruited 

physicians (18). The OWM estimates the doctor-level effects based on the number of participating 

physicians. This limited number might affect the interpretation of the absence of statistical 

significance. In such cases, it becomes challenging to ascertain whether this absence is attributable to 

the low statistical power of the test or to nonexistent effects. The number of physicians enrolled in 

the study was primarily influenced by the hospital environments and the consistent profile of treated 

patients. Although small sample sizes provide accurate variance components, estimates, and 

standard errors of regression coefficients, they do not adequately address the second-level standard 



 

	

109 

 

errors (biased estimates associated with small samples) (Maas & Hox, 2005; Tabachnick & Fidell, 

2014). Future studies may attempt to mitigate this limitation by implementing simulation-based 

methods, such as bootstrapping or Monte Carlo techniques (Goldstein, 2011; Hox et al., 2017).  

 The last limitation to consider is the nature of the tested associations. Although most studies 

based on the OWM design interpret the effects of multilevel models as causal relationships, referring 

to variables as predictors and outcomes, the actual nature of such analysis is inherently correlational. 

Multilevel models within an OWM framework are primarily designed to handle data non-

independence, to separate between-dyad and within-dyad effects accurately, and to test cross-level 

interactions. Across all these instances, the model demonstrates that a shift in one variable's level is 

associated with a shift in the level of another variable. However, it does not, by itself, establish 

causality between the two. Therefore, the results of all tested associations should be interpreted 

accordingly. Nevertheless, the terms ‘predictors’ and ‘outcomes’ are employed throughout this 

thesis; however, their meanings are solely statistical. To better understand the causal relationships 

between the investigated constructs, longitudinal studies should be considered (as experiments do 

not seem feasible in such a delicate context).  

    

Conclusions 

The project illustrates the complexities associated with the intertwined concepts of trust and clinical 

communication, along with their antecedents and outcomes, within the framework of the doctor-

patient relationship. Implementing the OWM design facilitated the examination of a wide range of 

measures and provided an exceptional opportunity to utilize extensive data and pose unique 

research questions.  

 The study has identified a lack of consensus among patients treated by the same physicians, 

indicating the prevalence of tailored and individualized hospital care alongside differentiated patient 

needs and expectations. Although the assimilation effects among physicians were evident in terms of 

trust in patients, communication skills, and overall satisfaction, the results regarding the absence of 
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these effects in the evaluation of relationships with patients or their perceived willingness to engage 

in treatment confirmed that physicians’ approaches to specific patients are versatile. Providing 

consistent care to a certain extent and adjusting it to address patients’ needs appears to be a sound 

strategy, reflected in relatively high average satisfaction levels and relationship evaluations rated by 

both patients and physicians. This also highlights that patient-centered care may be beneficial for 

both providers and recipients.  

 The evidence from this study supports all tested hypotheses at the dyadic level, which have 

the potential to enhance the field by incorporating insights from often-neglected physician 

perspectives. More importantly, it contributes interactional data. It enabled verification of the 

Doctor-Patient Relationship Outcomes Model within an entirely new dyadic framework. Certain 

associations and effects were explored within this context for the first time, representing a notable 

strength of the research. Furthermore, although the viewpoints of patients and physicians may vary, 

they exhibit a degree of congruence. Establishing reciprocal trust and fostering open communication 

that aims at establishing mutual goals and needs may serve to reconcile these disparities effectively. 

Yet, the differences in associations tested at the individual level between physicians and patients 

provide valuable insights into factors that are positively linked to satisfaction with medical visits, 

evaluations of doctor-patient relationships, or patient willingness to engage in treatment. 

Additionally, both physicians and patients could greatly benefit from educational initiatives that 

underscore the importance of effective communication and trust in cultivating robust doctor-patient 

relationships.   

 The most essential finding to emerge from this study is the undeniable relevance of 

relationship uniqueness and reciprocity in the context of doctor-patient interactions. It highlights the 

underestimated power of these interactions to contribute to a wide range of outcomes, including 

higher satisfaction, the development of more meaningful doctor-patient relationships, and a greater 

willingness to engage in treatment and adhere to it. These factors are, in turn, frequently referred to 

as possessing properties that prevent burnout and reduce mortality rates. Moreover, this research 
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strongly emphasizes the need for applying dyadic designs within medical contexts, as many 

interdependencies must be clarified and understood. Overall, the dissertation reinforces the idea 

that the doctor-patient relationship constitutes the foundation of healthcare.   
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Appendix 

 

Appendix 1. The patient diagnoses 

Diagnosis Counts % of Total 

Hypertension  72  35.5 %  
Bone cancer  1  0.5 %  
Chronic obstructive pulmonary disease  6  3.0 %  
Chronic renal insufficiency  3  1.5 %  
Atherosclerosis  4  2.0 %  
Thrombosis  12  5.9 %  
Stroke  5  2.5 %  
Anemia  14  6.9 %  
Pericardial effusion  2  1.0 %  
Polycythemia  3  1.5 %  
Multiple myeloma  2  1.0 %  
Lung cancer  3  1.5 %  
Diabetes  10  4.9 %  
Rheumatoid arthritis  21  10.3 %  
Gastric cancer  3  1.5 %  
Osteoarthritis  2  1.0 %  
Granulomatosis with polyangiitis  6  3.0 %  
Systemic sclerosis  3  1.5 %  
Psoriatic arthritis  2  1.0 %  
Carcinoid syndrome  1  0.5 %  
Colon cancer  1  0.5 %  
Sarcoidosis  3  1.5 %  
Spondylosis  5  2.5 %  
Arrhythmia  3  1.5 %  
Subdural abscess  1  0.5 %  
Sjogren's syndrome  3  1.5 %  
Fasciitis  1  0.5 %  
Gout  1  0.5 %  
Mixed connective tissue disease  1  0.5 %  
Erythema nodosum  1  0.5 %  
Nodular arteritis  1  0.5 %  
Lupus  4  2.0 %  
Heart failure  2  1.0 %  
Eosinophilic granulomatosis with polyangiitis  1  0.5 %  
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Appendix 2. All tools implemented in the study.  

 

2A. Disposition to Trust & Trusting Beliefs Measure 

Skala Przekonań o Zaufaniu ŻUK: Życzliwość, Uczciwość i Kompetencje 

D. Harrison McKnight, Vivek Choudhury & Charles Kacmar 

Polska adaptacja: Marta Błaszyk, Natalie Pośpiech  & Aleksandra Kroemeke 

 

Podskala przekonań na temat zaufania: 

Wersja dla lekarza 

Proszę teraz pomyśleć o sobie, w kontekście wykonywanego zawodu lekarza. Dla każdego 

stwierdzenia proszę wskazać, w jakim stopniu zgadza się z nim Pani/Pan. 

 

1- Zdecydowanie się nie zgadzam 

2- Nie zgadzam się 

3- Raczej się nie zgadzam 

4- Ani się zgadzam, ani się nie zgadzam 

5- Raczej się zgadzam 

6- Zgadzam się 

7- Zdecydowanie się zgadzam 

 

1. Zawsze działam w najlepszym interesie pacjenta. 

2. W razie potrzeby dołożyłbym/dołożyłabym wszelkich starań, aby pomóc pacjentowi. 

3. Dbam o zdrowie pacjentów, a nie o własne korzyści. 

4. Jestem prawdomówny/prawdomówna w stosunku do pacjentów. 

5. Jako lekarza, cechuje mnie szczerość. 

6. Dotrzymuję danego pacjentowi słowa. 

7. Jestem szczery/szczera i autentyczny/autentyczna w kontakcie z pacjentami. 

8. Czuję, że mam wszelkie umiejętności, aby zapewnić pacjentom jak najlepszą pomoc. 

9. W mojej ocenie, bardzo dobrze wypełniam swoje obowiązki zawodowe. 

10. Wydaje mi się, że sprawnie i efektywnie udzielam porad medycznych. 

11. Uważam, że mam rozległą wiedzę medyczną. 

 

Wersja dla pacjenta 

Proszę teraz pomyśleć o swoim lekarzu prowadzącym. Dla każdego stwierdzenia proszę wskazać, w 

jakim stopniu zgadza się z nim Pan/Pani. 
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1- Zdecydowanie się nie zgadzam 

2- Nie zgadzam się 

3- Raczej się nie zgadzam 

4- Ani się zgadzam, ani się nie zgadzam 

5- Raczej się zgadzam 

6- Zgadzam się 

7- Zdecydowanie się zgadzam 

 

1. Wierzę, że mój lekarz prowadzący działa w moim najlepszym interesie.  

2. W razie potrzeby wiem, że mój lekarz prowadzący dołoży wszelkich starań, aby mi pomóc.  

3. Mój lekarz prowadzący dba o moje zdrowie, a nie o własne korzyści.  

4. Mój lekarz prowadzący jest prawdomówny w stosunku do mnie.  

5. Uważam, że mojego lekarza prowadzącego cechuje szczerość. 

6. Mój lekarz prowadzący dotrzymałby danego mi słowa.  

7. Mój lekarz prowadzący jest szczery i autentyczny.  

8. Mój lekarz prowadzący ma wszelkie umiejętności, aby zapewnić mi jak najlepszą pomoc. 

9. Mój lekarz prowadzący bardzo dobrze wypełnia swoje obowiązki zawodowe.  

10. Mój lekarz prowadzący sprawnie i efektywnie udziela porad medycznych.  

11. Mój lekarz prowadzący ma rozległą wiedzę medyczną.  

 

 

2B. Propensity to Trust Scale 

Skala Skłonności do Ufania 

M. Lance Frazier, Paul D. Johnson & Stav Fainshmidt 

Polska adaptacja: Marta Błaszyk, Natalie Pośpiech & Aleksandra Kroemeke 

 

Proszę wskazać, w jakim stopniu zgadza się Pan/Pani z każdym stwierdzeniem: 

1- Zdecydowanie się nie zgadzam 

2- Nie zgadzam się 

3- Trudno powiedzieć 

4- Zgadzam się 

5- Zdecydowanie się zgadzam 

 

1. Przeważnie jestem ufny w stosunku do ludzi, dopóki nie zawiodą mojego zaufania. 
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2. Z łatwością ufam innym ludziom. 

3. Zazwyczaj ufam nowopoznanym osobom, dopóki nie zawiodą mojego zaufania. 

4. Z natury jestem ufny. 

 

 

2C. Trust in Physician Scale 

Skala Zaufania do Lekarza 

Lynda A. Anderson & Robert F. Dendrick 

Polska adaptacja: E. Krajewska-Kułak, W. Kułak, C. Łukaszuk, J. Lewko, P. Sengupta, M. Cybulski, A. 
Guzowski, K. Kowalczuk, B. Jankowiak, B. Kowalewska, D. Kondzior, H. Rolka, A. Baranowska, A. 
Lankau, K. Klimaszewska, M. Sierakowska, K. Krajewska-Ferishah, A. Szyszko-Perłowska 
 

Poniżej znajdują się stwierdzenia, z którymi możesz się zgadzać lub nie zgadzać. Obok każdej 

wypowiedzi jest skala, która waha się od zdecydowanie zgadzam się do zdecydowanie nie zgadzam 

się. Dla każdego elementu skali proszę zaznaczyć liczbę reprezentującą stopień, w jakim się zgadzasz 

lub nie zgadzasz z danym stwierdzeniem. Upewnij się, że odpowiadasz na każdy element i zaznaczasz 

tylko jeden numer przy danym problemie skali. Ważne jest, aby odpowiadać tak, jak w rzeczywistości 

uważasz, a nie w zależności od tego, jak sądzisz, że powinieneś uważać lub jak myśleć, że można 

zareagować.  

  

1 =    Zdecydowanie nie zgadzam się   

2 =    Nie zgadzam się   

3 =    Ani tak ani nie  

4 =    Zgadzam się  

5 =    Zdecydowanie zgadzam się  

      

1. Wątpię, że mój lekarz naprawdę troszczy się o moją osobę. *   

2. Mój lekarz zwykle rozpatruje moje potrzeby i stawia je na pierwszym miejscu.  

3. Ufam bardzo mojemu lekarzowi, dlatego zawsze stosuję się do jego rad.    

4. Jeżeli mój lekarz coś mówi, zawsze musi być to prawda.                 

5. Czasami nie ufam mojemu lekarzowi.*                                                  

6. Ufam orzeczeniom i opiniom mojego lekarza.               

7. Czuję, że mój lekarz nie robi wszystkiego co powinien dla mojej opieki medycznej.*      
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8. Ufam mojemu lekarzowi co do sposobu leczenia moich schorzeń.      

9. Mój lekarz jest prawdziwym ekspertem w leczeniu chorób.                      

10. Mogę powiedzieć mojemu lekarzowi, jeżeli popełni błąd.                           

11. Czasami obawiam się, że mój lekarz nie dochowa tajemnicy.*          

Note. *Pozycje odwrócone. 

 

 

2D. Physician Trust in the Patient Scale 

Skala Zaufania do Pacjenta 

 

David H. Thom, Sabrina T. Wong, David Guzman, Amery Wu, Joanne Penko, Christine Miaskowski & 

Margot Kushel 

Polska adaptacja: Marta Błaszyk & Aleksandra Kroemeke 

Opis: Na ile jest Pan pewien/jest Pani pewna, że ten pacjent/ta pacjentka… 

1. Dostarczy Panu/Pani wszystkich informacji medycznych, których Pan/Pani potrzebuje?  

2. Poinformuje Pana/Panią, gdy nastąpi poważna zmiana w jego lub jej stanie zdrowia? 

3. Powie Panu/Pani o wszystkich stosowanych terapiach? 

4. Rozumie, co mu/jej Pan/Pani mówi? 

5. Postępuje zgodnie z zalecanym przez Pana/Panią planem leczenia? 

6. Będzie aktywnie zaangażowany/zaangażowana w radzenie sobie ze swoim 

stanem/problemem zdrowotnym?  

7. Powiedziałby/powiedziałaby Panu/Pani o nieprzestrzeganiu planu leczenia? 

8. Będzie szanował/szanowała Pana/Pani czas? 

9. Będzie szanował/szanowała Pana/Pani granice osobiste? 

10. Nie będzie stawiał/stawiała nieuzasadnionych żądań? 

11. Nie będzie wykorzystywał/wykorzystywała wizyty lekarskiej do uzyskania bezpodstawnych 

świadczeń medycznych (np. nienależnego orzeczenia o niepełnosprawności lub 

nieadekwatnej recepty)? 

12. Będzie dotrzymywał/dotrzymywała terminów swoich wizyt? 

Skala odpowiedzi: 

1 = całkowicie niepewny/niepewna 

2 = raczej niepewny/niepewna 

3 = trudno powiedzieć 
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4 = raczej pewny/pewna 

5 = całkowicie pewny/pewna 

 

 

2E. Matched-Pair Instrument 

Kwestionariusz Umiejętności Komunikacji Lekarza z Pacjentem 

Craig Campbell, Jocelyn Lockyer, Toni Laidlaw & Heather MacLeod, 2007 

Polska adaptacja: Zuzanna Kwissa-Gajewska, 2022 

 

Wersja dla lekarza: 

Poniżej znajdują się stwierdzenia przeznaczone do opisu zachowań lekarza podczas konsultacji. Proszę 

pomyśleć o właśnie przeprowadzonej konsultacji. Proszę opisać swoje zachowanie w tej sytuacji, 

używając poniższych stwierdzeń. Przy każdym stwierdzeniu proszę zakreślić kółkiem wybraną cyfrę na 

skali od 1 do 5, która najlepiej określa nasilenie Pana(i) zachowania. Krańcowe wartości oznaczają: 1 - 

wcale nie, 5 – zdecydowanie tak. 

1. Przywitałam/em pacjenta w taki sposób, żeby poczuł się swobodnie. 

2. Omówiłam/em z pacjentem powody, dla których się do mnie zgłosił/a. 

3. Zachęciłam/em pacjenta, żebym powiedział, co myśli o swoich problemach zdrowotnych. 

4. Uważnie słuchałam/em tego, co pacjent miał do powiedzenia.  

5. Zrozumiałam/em to, co miał do powiedzenia.  

6. Jeśli badanie lekarskie było konieczne z powodu problemów pacjenta ze zdrowiem, dokładnie 

wyjaśniłam/em, co zrobiono i dlaczego. 

7. Objaśniłam/em pacjentowi, jakie badania laboratoryjne są potrzebne (np. badanie krwi, rentgen, 

ultrasonografia, itd.) 

8. Omówiłam/em z pacjentem sposoby leczenia, jakie są do wyboru.  

9. Udzieliłam/em pacjentowi tyle informacji, ile chciał.  

10. Upewniłam/em się, czy planowane leczenie jest dla pacjenta do przyjęcia. 

11. Wyjaśniłam/em pacjentowi, jakie leki będzie przyjmował (jeśli jakieś zalecono), a także jakie mogą 

być ich skutki uboczne. 

12. Zachęcałem/em pacjenta do zadawania pytań.  

13. Odpowiadałam/em na pytania i obawy pacjenta.  

14. Umożliwiałam/em pacjentowi udział w podejmowaniu decyzji, kiedy tylko tego chciał. 

15. Omówiłam/em z pacjentem dalsze etapy postępowania, w tym wszelkie planowane badania 

kontrolne. 

16. Upewniłem/em się, czy pacjent wszystko zrozumiał.  
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17. Okazałam/em troskę i zainteresowanie pacjentowi.  

18. Spędziłam/em z pacjentem tyle czasu, ile trzeba.  

19. Ogólnie jestem zadowolona/y z dzisiejszej wizyty.  

 

Wersja dla pacjenta: 

Poniżej znajdują się stwierdzenia przeznaczone do opisu zachowań lekarza podczas konsultacji. Proszę 

pomyśleć o właśnie odbytej konsultacji lekarskiej. Proszę opisać zachowanie lekarza podczas wizyty, 

używając poniższych stwierdzeń. Przy każdym stwierdzeniu proszę zakreślić kółkiem wybraną cyfrę na 

skali od 1 do 5, która najlepiej określa nasilenie jej/jego zachowania.  

Krańcowe wartości oznaczają: 1 - wcale nie, 5 – zdecydowanie tak. 

Ten lekarz: 

1. Przywitał się ze mną w taki sposób, że poczułam/em się swobodnie. 

2. Omówił ze mną, z jakiego powodu się zgłosiłam/em.  

3. Zachęcił mnie, żebym powiedział/a, co myślę o swoich problemach zdrowotnych. 

4. Uważnie słuchał, co mam do powiedzenia.  

5. Zrozumiał to, co miałam/em do powiedzenia.  

6. Jeśli badanie lekarskie było konieczne z powodu Twoich problemów ze zdrowiem, lekarz dokładnie 

wyjaśnił, co zrobiono i dlaczego. 

7. Objaśnił mi, jakie badania laboratoryjne są potrzebne (np. badanie krwi, rentgen, ultrasonografia, 

itd.) 

8. Omówił ze mną sposoby leczenia, jakie są do wyboru.  

9. Udzielił mi tyle informacji, ile chciałam/em.  

10. Upewnił się, czy planowane leczenie jest dla mnie do przyjęcia.  

11. Wyjaśnił mi, jakie leki będę przyjmował/a (jeśli jakieś zalecono), a także jakie mogą być ich skutki 

uboczne. 

12. Zachęcał mnie do zadawania pytań.  

13. Odpowiadał na moje pytania i obawy.  

14. Umożliwiał mi udział w podejmowaniu decyzji, kiedy tylko chciałam/em. 

15. Omówił dalsze etapy postępowania, w tym wszelkie planowane badania kontrolne. 

16. Upewnił się, czy wszystko zrozumiałam/em.  

17. Okazał troskę i zainteresowanie moją osobą.  

18. Spędził ze mną tyle czasu, ile trzeba.  

19. Ogólnie jestem zadowolona/y ze swojej dzisiejszej wizyty u lekarza. 
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2F. Output variables 

Zmienne wynikowe – kwestionariusz autorski 

 

Wersja dla lekarza: 

1. Na ile jest Pani/Pan pewna/pewien, że ta pacjentka/ten pacjent zastosuje się do 
zaproponowanego leczenia? 

Wcale nie Raczej nie Ani tak ani nie Raczej tak Zdecydowanie tak 

 

2. Jak ocenia Pani/Pan swoją relację z tą pacjentką/tym pacjentem? 

Źle Raczej źle Ani źle ani dobrze Raczej dobrze Bardzo dobrze 

 

3. Jak ogólnie ocenia Pani/Pan satysfakcję z dzisiejszej wizyty? 

Źle Raczej źle Ani źle ani dobrze Raczej dobrze Bardzo dobrze 

 

4. Jak ocenia Pani/Pan chęć zaangażowania się tej pacjentki/tego pacjenta w zaproponowany 
dzisiaj plan leczenia?  
Źle Raczej źle Ani źle ani dobrze Raczej dobrze Bardzo dobrze 

 

Wersja dla pacjenta:  

Proszę odpowiedzieć na poniższe pytania, zaznaczając odpowiedzi, które najlepiej odzwierciedlają 

Pani/Pana odczucia: 

1. Na ile jest Pani/Pan pewna/pewny, że ten lekarz zaproponował najlepsze dla Pani/Pana 
leczenie? 

Wcale nie Raczej nie Ani tak ani nie Raczej tak Zdecydowanie tak 

 

2. Jak ocenia Pani/Pan swoją relację z tym lekarzem? 

Bardzo źle Raczej źle Ani źle ani dobrze Raczej dobrze Bardzo dobrze 

 

3. Czy poleciłaby Pani/poleciłby Pan tego specjalistę innym? 

Zdecydowanie nie Raczej nie Ani tak ani nie Raczej tak Zdecydowanie tak 

 

4. Jak ogólnie ocenia Pani/Pan satysfakcję z dzisiejszej wizyty? 

Źle Raczej źle Ani źle ani dobrze Raczej dobrze Bardzo dobrze 

 

5. Na ile planuje się Pani/Pan zaangażować w zaproponowany dzisiaj plan leczenia? 

Wcale nie Raczej nie Ani tak ani nie Raczej tak Zdecydowanie tak 
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Appendix 3. Polish adaptation and validation of implemented tools.  

3A. Disposition to Trust & Trusting Beliefs Measure 

Skala Przekonań o Zaufaniu ŻUK: Życzliwość, Uczciwość i Kompetencje 

The Polish adaptation of this tool is already prepared for publication, titled: Medical 

contextualization of Mayer’s Trustworthiness Factors Scale of Organizational Trust – Polish 

adaptation and validation 

The study sample consisted of 307 physicians (139 men, 168 women). Their professional 

experience ranged between 1 and 49 years (M = 19, SD = 13), and age between 25 and 72 years (M = 

45, SD = 13).  

The tool comprised two parts: Disposition to Trust (DT) and Trusting Beliefs (TB). DT (9 items) 

measures general disposition to trust in others, and TB (11 items) measures trusting beliefs in a 

particular context (originally, the organizational one). The first stage of the adaptation procedure 

concerned the medical contextualization of original TB items (patients’ beliefs about their attending 

physician). Subsequently, the self-assessment version for physicians was developed. In the next step, 

the translation and back-translation were prepared. Obtaining a satisfying similarity between 

translations completed the process of developing the Polish version of the tool.  

 In the next stage, the psychometric properties of the tool were determined. Three factors 

were extracted in Exploratory Factor Analysis (EFA). Scales obtained .85 (DT) and .87 (TB) in Kaiser-

Meyer-Olkin Measure (KMO) – great according to the referent values. Factor loadings of all items 

were above .7 in DT, and 10 out of 11 were above .5 in TB. Confirmatory Factor Analysis (CFA) for DT 

and TB was performed next. Three-factor solutions obtained good or great fit indices (CMIN/DF, CFI, 

NFI, GFI, RMSEA). Subsequently, internal reliability of all subscales was computed using Cronbach’s 

alphas (α). The αs for DT were .83, .84, and .85 for benevolence, integrity, and competence, 

respectively. In case of TB, the obtained αs were as follows: .81, .83, and .90 for benevolence, 

integrity, and competence, respectively. The convergent, discriminant, theoretical, and criterion 

validity also achieved satisfactory parameters.  

 After completing the entire validation process, the scale proved to be suitable for use in the 

main study.         
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3B. Propensity to Trust Scale 

Skala Skłonności do Ufania 

M. Lance Frazier, Paul D. Johnson & Stav Fainshmidt 

Polska adaptacja: Marta Błaszyk, Natalie Pośpiech & Aleksandra Kroemeke 

The same adaptation and validation procedures were performed for the Propensity to Trust Scale 

(PTS). The scale consists of four items. The study sample was the same as in previous adaptations. 

According to the original version of the scale, only one factor was extracted in EFA (Principal Axis 

Factoring). The KMO obtained a great value of .82. All factor loadings were above the cutoff criteria 

of .7.  

 In the subsequent step, the CFA was performed. The tested one-factor solution achieved 

satisfactory values of all estimated fit indices (CMIN/DF = 3.36, CFI = .99, NFI = .99, GFI = 1, RMSEA = 

.09). The Cronbach’s alpha was α = .88, indicating excellent internal reliability of the scale. Similarly 

to the Disposition to Trust & Trusting Beliefs Measure, the Propensity to Trust Scale attained good 

convergent, discriminant, theoretical, and criterion validity values. Therefore, the tool was 

implemented in the main study.        

 

 
 


