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Impact of UK National Clinical Communication Guidelines on Adults’ Perceptions of 
Doctors and Treatment Commitment
Andrew Prestwich , Chloe Flanagan , and Sania Khan

School of Psychology, University of Leeds

ABSTRACT
UK national guidelines recommend how healthcare professionals should communicate with patients. 
However, the impact of following, or violating, these guidelines on how much the healthcare professional 
is respected, liked, or trusted, and the mechanisms underpinning, and consequences of, these percep
tions have not been tested. To address these gaps, two UK-based, pre-registered studies using within- 
subjects designs required participants to rate how much they respect, like and trust general practitioners 
(GPs), as well as how competent, assertive, moral, and warm they are, and their commitment to adhere to 
their advice. After these baseline assessments, participants were presented with a series of vignettes 
where hypothetical GPs violated (Study 1, N = 329, and Study 2, N = 329) and followed (Study 2 only) 
recommended communication guidelines. Violations reduced respect for GPs more than liking and liking 
more than trust. Following communication guidelines increased liking for GPs the most followed by trust 
and respect the least. Violations of, and following, communication guidelines impacted (reduced/ 
increased, respectively) patients’ commitment to treatment adherence via trust, primarily, as well as 
respect. Summarizing information and checking patients have understood the most important informa
tion impacted how GPs were evaluated more than the other tested communication recommendations, 
suggesting this specific recommendation could be prioritized over the other tested recommendations. 
Furthermore, by impacting how much patients trust and, to a lesser extent, respect their GP, how 
committed patients are to following treatment advice could be affected by how GPs communicate 
with their patients.

Effective communication between health professionals and 
patients is important to ensure that patients’ conditions are 
accurately diagnosed, relevant treatment advice can be pro
vided and understood, and patients experience good, safe 
interpersonal care (e.g., Brédart et al., 2005; Burgener, 2020; 
Ong et al., 1995; Sharkiya, 2023). Moreover, poor communica
tion can negatively impact patient wellbeing (e.g., Rodin et al.,  
2009) and care (e.g., Guppy et al., 2024) and increase the risk of 
non-adherence (by around 19% according to a meta-analysis 
by Haskard Zolnierek & DiMatteo, 2009), which is important 
given that between a third and a half of medication for long- 
term conditions are not taken as prescribed (National 
Collaborating Centre for Primary Care, 2009). Guidelines for 
healthcare professionals in the United Kingdom (UK) have 
been developed to improve how they communicate with 
their patients, increase the likelihood that patients make 
informed choices and ultimately increase patients’ treatment 
adherence (e.g., National Collaborating Centre for Primary 
Care, 2009; National Clinical Guideline Centre, 2012). 
Currently, in the UK, overall satisfaction with the National 
Health Service (NHS) is at its lowest (24%) since records began 
in 1983; a key factor being waiting times to see a general 
practitioner (GP) and hospital waiting times (Jefferies et al.,  
2024). Using guidelines to potentially improve how GPs com
municate with their patients and aid satisfaction and treatment 

adherence which, in turn, can reduce demand on services is 
thus particularly important at this time. However, there have 
been limited tests of the impact of such guidelines, as well as 
the specific components within the guidelines, on patient- 
related outcomes and potential underlying mechanisms such 
as how much patients trust, respect, and like their healthcare 
professionals.

Perceptions of doctors could relate to treatment relevant 
outcomes: the role of trust, respect, and liking of doctors

Identifying the factors that can influence how much patients 
trust (a strong belief in the actions, abilities, or truthfulness of 
an individual such that one can assume that they have their 
best interests at heart, Fugelli, 2001), respect (admiring or 
holding an individual in high regard because of their traits, 
actions, achievements, status or for being human, Lalljee et al.,  
2009; Subramani & Biller-Andorno, 2022), and like (a prefer
ence or fondness for certain individuals because of their traits 
or actions) their doctor is important as these can aid the 
effectiveness of health systems (Wiig et al., 2024) and relate 
with treatment adherence and (especially self-reported) health 
outcomes (Benkert et al., 2019; Birkhäuer et al., 2017; Chandra 
et al., 2018), engagement with care or seeking treatment 
(Kannan & Veazie, 2014; Rambaran & Harmon, 2024; 
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Richmond et al., 2024), treatment satisfaction (Hall et al., 2002; 
Williams & Calnan, 1991) and perceptions regarding the qual
ity of care (Hong & Oh, 2020). In addition, understanding the 
factors that can enhance respect for doctors is important given 
doctors do not always feel respected.

How can doctors become more respected, liked, and 
trusted? A new test of the Morality-Agency-Communion 
model

According to Lipworth et al. (2013), threats to doctors’ status 
in society can negatively impact respect but how doctors com
municate, act, and their personal qualities remain key deter
minants of respect, as well as trust (Chandra et al., 2018) and 
liking (Hildenbrand, 2023). According to the Morality- 
Agency-Communion (MAC) model of respect and liking 
(Prestwich et al., 2021), displaying particular traits can influ
ence the degree to which individuals are respected and liked. 
Specifically, individuals who are competent (e.g., efficient or 
capable) or assertive (e.g., confident) are respected more than 
liked, while those who are warm (e.g., friendly) are liked more 
than respected. Moreover, those who are moral (e.g., have 
integrity) are particularly well respected and liked.

Within consultations, doctors can be viewed as competent, 
assertive, moral, and/or warm. For instance, they could display 
their competence, through clinical and communicational 
knowledge and skills (Black & Craft, 2004), warmth, by devel
oping empathetic relationships and treating patients as indivi
duals (Howe et al., 2019), assertiveness, by communicating 
opinions or knowledge with patients and morality by doing 
so in a non-patronizing manner while respecting their auton
omy (Richard et al., 2023). Furthermore, morality is particu
larly important in this context as a key goal of healthcare is to 
support the fundamental needs of health (Pellegrino, 2001). In 
keeping with the MAC model, therefore, how well doctors 
communicate with their patients (e.g., how competently or 
warmly they do this) should impact on how much they are 
respected and liked. To date, however, the MAC model has not 
been applied within healthcare contexts and has not been 
extended to consider how the bases of competence, assertive
ness, morality, and warmth relate to trust.

Other frameworks and evidence indicate how perceptions 
of competence, assertiveness, morality, and warmth can influ
ence how much doctors are not only respected and liked but 
also trusted. Doctors who display competence and care (rele
vant to both warmth and morality) are likely to be trusted, 
those who are competent but score low on caring are likely to 
be respected, those who are caring but score low on compe
tence are more likely to be seen with affection (liked), and 
those who score low on both competence and caring are likely 
to be distrusted (e.g., Greene & Ramos, 2021; Paling, 2003). 
Other work has also linked morality and competence (e.g., 
Fugelli, 2001), interpersonal qualities, and compassion (that 
could have both moral and warmth bases), adhering to privacy 
and confidentiality (linked with morality) and reliability (that 
can indicate underlying competence and morality) with trust 
(see, Pearson & Raeke, 2000, for a review). Qualitative evidence 
tends to also emphasize the role of competence and interper
sonal skills for building trust and these factors seem important 

across cultures (e.g., Chandra & Mohammadnezhad, 2020; 
Isangula et al., 2020). In addition, as interactions that create 
anxiety or doubt can lead to distrust (see Gabay, 2015), asser
tiveness (e.g., confidence in diagnoses) could also positively 
influence trust. Consequently, competence, morality, warmth, 
and assertiveness could all play a role in increasing trust in 
doctors.

Disentangling the active ingredients

As well as considering the impact of good communication on 
perceptions of doctors’ levels of competence, assertiveness, 
morality, and warmth and, in turn, how much doctors are 
trusted, respected and liked, and how committed patients are 
to following treatment advice, it is important to identify the 
impact of specific elements of communication on these out
comes. For instance, on the basis of correlational evidence, 
features of communication, such as trying to understand the 
patient’s individual experiences (e.g., Croker et al., 2013; 
Tarrant et al., 2003), being clear, honest, and respectful (e.g., 
Rolfe et al., 2014) as well as listening to their patient (Keating 
et al., 2004) are all related with trust for healthcare profes
sionals. Qualitative evidence has identified similar factors that 
can build trust such as asking patients what they want, being 
knowledgeable, kind, and empathetic and giving patients the 
opportunity to ask questions (e.g., Dang et al., 2017; Lyness 
et al., 2021). Many of these factors are also likely to influence 
respect and liking. However, such correlational and qualitative 
evidence needs to be supported with experimental evidence to 
strengthen causal claims. In the few experimental studies that 
have attempted to increase trust in doctors (e.g., Tulsky et al.,  
2011), few have focused on enhancing doctors’ communica
tion skills, do not separate out the effects of specific actions by 
either testing specific components individually against 
a control condition or using full- or fractional factorial designs, 
and tests of building communication skills or other approaches 
produce conflicting results (see reviews by Richmond et al.,  
2024; Rolfe et al., 2014). Similarly, while there is meta-analytic 
support that interventions that train doctors in communica
tion skills increase the likelihood of medication adherence 
(Haskard Zolnierek & DiMatteo, 2009) and that broader inter
personal interventions can benefit patients and providers 
(Haverfield et al., 2020), it is generally difficult to disentangle 
which features of such multicomponent interventions are 
effective or which specific elements of guidelines can contri
bute to positive effects. Where there have been experimental 
tests of more specific strategies linked to aspects of commu
nication guidelines, they have been focused on different out
comes. For example, Griffey et al. (2015) tested the effect of the 
teach-back method, where patients say back to the doctor in 
their own words what they have been told before any misun
derstandings are clarified, with the process continuing until 
the patient correctly recalls the information, on patient com
prehension and satisfaction. This is related to recommenda
tion 47 (summarizing information at the end and checking 
that the patient has understood the most important informa
tion; National Clinical Guideline Centre, 2012), albeit fulfill
ment of recommendation 47 could involve less demand being 
placed on the patient as it does not explicitly require the 
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patient to complete cycles of recalling information and having 
any misunderstandings corrected. A more recent review of 20 
studies has also tested the effect of teach-back on a wider range 
of outcomes (Talevski et al., 2020) but these do not include 
perceptions of doctors (e.g., their warmth or competence) and 
how much patients respect, like or trust their GPs.

The current studies

Doctors in the UK may draw upon a range of different guide
lines when communicating with their patients. For instance, 
there are guidelines around how to communicate with chil
dren (General Medical Council, 2007) as well as condition- 
specific guidelines such as those relating to communicating 
cardiovascular disease risk scores (NICE, 2024). The focus of 
the current contribution, however, was on testing more gen
eral clinical guidance for communication (National Clinical 
Guideline Centre, 2012, accessible via https://www.ncbi.nlm. 
nih.gov/books/NBK115230/pdf/Bookshelf_NBK115230.pdf) 
commissioned by the UK National Institute for Health and 
Care Excellence (NICE) for healthcare professionals, suitable 
for communicating with adult patients for a range of medical 
conditions. These currently active guidelines are based on 
NHS surveys where patients identify aspects of communica
tion that are important to them, along with the personal and 
professional experience of individuals in the Guidance 
Development Group and evidence drawn from the medication 
adherence clinical guideline (National Collaborating Centre 
for Primary Care, 2009). However, the impact of such gui
dance on how doctors are perceived and how such perceptions 
relate to adherence outcomes in experimental studies is lack
ing. Consequently, the primary aim of the research was to 
present an original test of the impact of violating (Study 1 
and Study 2) and following (Study 2) these NICE recom
mended communication strategies, using vignettes based on 
each specific recommendation, on trust, respect, and liking 
and, in turn, commitment to following treatment advice.

GPs who follow the specific recommendations from the 
National Clinical Guideline Centre (2012) such as asking the 
patient how they wish to be addressed and ensuring their 
choice is respected and used (recommendation 42), avoiding 
jargon, and explaining unfamiliar words (recommendation 
45), encouraging discussion, and avoiding only asking ques
tions that require a yes/no response (recommendation 46) and 
summarizing information at the end and checking that the 
patient has understood the most important information 
(recommendation 47) should all enhance perceptions of GP 
competence relative to those GPs who do not follow these 
recommendations. By enhancing perceptions of competence, 
the MAC model would predict increases in GP respect (with 
increases in liking being smaller). Consistent with the MAC 
model, some of these recommendations could also enhance 
respect (and liking) via morality. For example, asking how 
somebody wants to be addressed and checking an individual 
has understood the most important information both have 
moral aspects. Some recommendations (e.g., encouraging dis
cussion) could impact how warm patients perceive their GP 
and, according to the MAC model, in turn, particularly impact 
liking. By influencing perceptions of GP competence, morality, 

and warmth, trust for GPs should also be affected by following 
(or violating) these communication recommendations (e.g., 
Paling, 2003; Pearson & Raeke, 2000).

It is not necessarily the case that violating versus following 
guidance leads to equivalent changes in outcomes. For example, 
doctors’ deprivations in affectionate communication have been 
reported to be a more reliable predictor of (lower) trust than the 
presence of affectionate communication with (higher) trust 
(Hesse & Rauscher, 2019). Moreover, the stronger effects of 
the “positive” traits of competence and assertiveness on respect 
than liking might not be reflected by opposite changes in 
respect and liking from the “negative” equivalents (incompe
tence and unassertiveness) (Prestwich, 2024). As such, Study 2 
tested both the impact of hypothetically violating and following 
specific elements of communication guidelines and thus served 
as both a replication and an important extension of Study 1.

Secondary aims were to test: (1) whether different commu
nication recommendations could impact perceptions of doctors 
and commitment to treatment similarly; and (2) the mechanisms 
through which specific communication strategies could impact 
on treatment commitment and how much doctors are respected, 
liked, and trusted. So far, relatively few studies have adopted an 
experimental approach to consider trust in the health sector (see 
Goudge & Gilson, 2005) and there is a dearth of studies that test 
the effects of communication-based strategies to enhance the 
respect and liking that patients have for their doctors.

Hypotheses

A diagrammatic representation of the hypotheses is provided 
in the Online Supplementary Materials (see Figure S1). The 
hypotheses were as follows:

Compared to baseline, hypothetically violating [following] 
NICE recommended communication strategies will reduce 
[increase] (a) respect, (b) liking, (c) trust that participants 
have for doctors and (d) commitment to follow doctors’ 
advice. In addition, they will rate the doctors as less [more] 
(e) competent, (f) moral, (g) assertive, (h) warm, (i) positive in 
their overall evaluation (Study 2 only) compared to baseline 
(Hypotheses 1a−1i) [Hypotheses 5a−5i].

Reductions [increases] in commitment to following GP 
advice following hypothetical violations of [following] com
munication guidelines will be mediated by reductions 
[increases] in (a) respect, (b) liking, and (c) trust 
(Hypotheses 2a−2c) [Hypotheses 6a−6c].

In keeping with the MAC model of respect and liking 
(Prestwich et al., 2021) and evidence that trust emerges for 
those perceived as competent and caring (and distrust for 
those perceived as incompetent and uncaring (see Paling,  
2003, Figure 1), it was also predicted that:

− reductions [increases] in (a) respect will be mediated by 
reductions [increases] in (i) competence, (ii) morality, 
(iii) assertiveness (Hypotheses 3ai−3aiii) [Hypotheses 7ai 
−7aiii];

− reductions [increases] in (b) trust will also be mediated by 
reductions [increases] in (i) competence, (ii) morality, 
(iii) assertiveness, and (iv) warmth (Hypotheses 3bi 
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−3biii, 3biv pre-registered for Study 2 only) [Hypotheses 
7bi−7biv];

− reductions [increases] in liking will be mediated by reduc
tions [increases] in (a) warmth, (b) morality (Hypotheses 
4a−4b) [Hypotheses 8a−8b].

Methods − Study 1 and Study 2

Both studies were preregistered on AsPredicted (Study 1: 
https://aspredicted.org/L3F_Y2Y; Study 2: https://aspredicted. 
org/MWD_WBZ) and received ethical approval from the 
School of Psychology Research Ethics Committee at the 
University of Leeds [PSCETHS-989 (Study 1) and PSCETHS- 
1045 (Study 2)]. As the methods for both studies were nearly 
identical, with the key difference being that Study 2 also tested 
the effect of the following guidelines, the methods for both 
studies are described together. Differences between the studies 
are highlighted, where relevant. The studies were conducted in 
2024 (March, Study 1; May and June, Study 2). Data and 
materials from both studies can be accessed via the Open 
Science Framework (https://osf.io/wpbce/?view_only= 
82ad7bc10b39480e8eec3bdf91b59867).

Participants

To be eligible for Study 1, participants needed to be registered 
as a UK national and aged 18 years or older on the Prolific 
participant panel. Individuals who had not taken part in 
related studies advertised on Prolific by the lead author and 
had an approval rating of at least 95 were invited to take part. 
The data collection for Study 2 took place in two waves. The 
first wave recruited psychology students from a computer- 
based practical class and thus was not restricted to UK 
nationals or required individuals to be signed up to Prolific, 
although all participants lived in the UK. The remaining par
ticipants were recruited from Prolific and had the same elig
ibility criteria as Study 1.

In both studies, the preregistered a-priori sample size was 
329 to detect a minimally meaningful effect (d = .20) with 
a 90% power at p < .01 (one-tailed) in a repeated measure 
t-test. Further details regarding how these target sample sizes 
were achieved are provided in the Online Supplementary 
Materials. For Study 1, all participants were paid £0.65 includ
ing a 15p bonus based on the median completion time of just 
over 5 min. The final sample in Study 1 (n = 329, mean age =  
43.41 years, SD = 13.62 years) comprised of 309 non-students 
and 17 students (3 preferred not to say), with 192 describing 
their gender as female or woman, 135 as male or man, 1 as cis 
female and 1 as female, genderqueer. Two hundred and thirty- 
two described their ethnicity as White (e.g., White and White 
British). Thirty-six were educated up to GCSE/O-Level or 
reported no educational qualification, 50 up to A-levels, 202 
up to degree level (undergraduate or postgraduate) and 41 
reported alternatives as their highest educational qualification 
(e.g., HNC, diploma, City and Guilds).

For Study 2, upon completion, Prolific participants were paid 
£0.78 including a 13p bonus based on the median completion 
time of just under 6 min. The final sample in Study 2 (n = 329, 
mean age = 33.07 years, SD = 15.15 years) comprised of 188 

non-students and 141 students, with 269 describing their ethni
city as White (e.g., White and White British), 241 describing 
their gender as female, 86 as male, and 2 as non-binary. Most 
were British or Irish (including English, Welsh, Scottish, and 
dual nationals, 96.4%; not British, 3.3%; prefer not to say, 0.3%).

Participants completing the study within a class (27.9%) 
were more likely to fail the attention check than those 
recruited via Prolific (11.8%), Χ2(1) = 17.10, p < .001. 
MANOVA indicated that the two groups of participants had 
similar baseline perceptions of GPs across respect, liking, trust, 
adherence commitment, overall evaluation, competence, 
assertiveness, morality, and warmth, F(9, 319) = 1.45, p = .17.

Design

In Study 1, deviations from the communication guidelines 
were manipulated within-subjects. Participants first completed 
baseline measures regarding their views and feelings toward 
GPs before being presented with four scenarios in which 
hypothetical GPs were described as deviating from specific 
recommendations. The rationale for the selection of these 
recommendations over other options is outlined in the 
Supplementary Materials (see Selection of Recommendations). 
The order of these four scenarios was randomized. Attention 
check items (please respond 3 on the rating scale for this item) 
were included to identify individuals who did not read the 
statements provided.

In Study 2, an equivalent design was incorporated but 
included an additional set of four scenarios in which hypothe
tical GPs were described as following specific recommenda
tions. Whether participants first responded to scenarios where 
hypothetical GPs followed or violated specific recommenda
tions was additionally randomized.

Conditions

Study 1 and Study 2
In the baseline condition, participants were asked to indicate 
their views on GPs along a series of rating scales. In the 
experimental conditions, participants were asked to complete 
the same measures but in relation to hypothetical GPs 
described as follows (note the text within parentheses were 
not shown to participants but are reported to indicate the 
specific recommendation violated by clinical communication 
guidance for UK healthcare professionals, National Clinical 
Guideline Centre, 2012; these four GPs were labeled as GP 
B1-B4 for Study 2):

GP Number 1. In consultations, GP 1 does NOT ask the 
patient how they wish to be addressed and so DOES NOT 
ensure that their choice is respected and used (violation of 
recommendation 42).

GP Number 2. In consultations, GP 2 uses jargon and does 
NOT explain unfamiliar words (violation of recommenda
tion 45).

GP Number 3. In consultations, the GP does NOT encou
rage discussion because they only ask questions that require 
a yes/no response (violation of recommendation 46).

GP Number 4. In consultations, GP 4 does NOT summar
ize information at the end and does NOT check that the 
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patient has understood the most important information (vio
lation of recommendation 47).

Study 2 only
GP Number 1. In consultations, GP 1 asks the patient how 
they wish to be addressed and so ensures that their choice is 
respected and used.

GP Number 2. In consultations, GP 2 avoids jargon and 
explains unfamiliar words.

GP Number 3. In consultations, GP 3 encourages discus
sion and avoids only asking questions that require a yes/no 
response.

GP Number 4. In consultations, GP 4 summarizes infor
mation at the end and checks that the patient has understood 
the most important information.

Measures

All constructs were assessed using single items along 7-point 
scales (Strongly Disagree – Strongly Agree, 1–7): respect (I 
respect GP X very much); liking (I like GP X very much); 
trust (I trust GP X very much); adherence commitment (If 
given advice or a treatment plan by GP X, I would be com
mitted to adhere to/follow them); competence (GP X is com
petent (e.g., capable and knowledgeable)); assertiveness (GP 
X is assertive (e.g., self-confident, assured of their diagnosis)); 
morality (GP X is moral (e.g., fair and honest)); warmth (GP 
X is warm (e.g., friendly and talkative)); overall evaluation (I 
have an extremely positive evaluation of GP X). All constructs 
were assessed in both studies except overall evaluation; this 
was included only in Study 2 to examine whether the main 
mediating effects remained after controlling for overall 
evaluation.

Procedure

Both studies were completed online within Qualtrics. In both 
studies, after providing informed online consent, participants 
provided their Prolific IDs or were asked to provide a 5-digit 
ID (non-Prolific participants in Study 2) to enable participants 
to withdraw their data up to a week later, if they chose. After 
completing a series of demographic measures, participants 
completed baseline items regarding their views of, and feelings 
toward, GPs in the following order: respect, liking, trust, 
adherence commitment, overall evaluation (Study 2 only), 
competence, assertiveness, morality, and warmth. Next, parti
cipants were presented with a series of vignettes describing 
hypothetical GPs who either violated (Study 1 and Study 2) or 
followed (Study 2 only) specific recommended communica
tion guidance and were asked to rate these GPs on the same set 
of measures used at baseline. All participants were then 
debriefed.

Method of analyses

Two-way (scenario, 5 levels: baseline, communication 1–4 × 
measure, 3 levels: respect, liking, and trust) within-subjects 
ANOVAs, followed-up with one-way within-subjects 
ANOVA for each measure and repeated measures t-tests, 

tested Hypotheses 1a−1c and 5a−5c (Study 2 only). One-way 
within-subjects ANOVAs tested Hypotheses 1d−1i and 5d−5i 
(Study 2 only). Where Mauchly’s Test of Sphericity was sig
nificant, the Greenhouse–Geisser correction was used when 
the associated epsilon value was below .75 and the Huynh- 
Feldt correction used when the epsilon value exceeded .75. 
Bonferroni post-hoc tests were used to examine the main 
effects of the scenario and measure in the two-way within- 
subjects ANOVA. For Study 2, simple contrasts were pre- 
registered to maximize power. However, for ease of compar
ison across studies, Bonferroni post-hoc tests are reported 
instead.

Within-subjects mediation, via the MEMORE version 2.1 
macro, was used to test Hypotheses 2–4 and 6–8 (Study 2 
only). For Hypotheses 2a−2c and 6a−6c, respect, liking, and 
trust were tested, first, as individual mediators of the effect of 
the hypothetical violation on commitment to adhere to GP 
advice before being tested in multiple mediator models. 
Multiple mediator models are helpful for addressing the lim
itations of single mediator models that are potentially con
founded by mediators not included in the model and enable 
competitive tests of which mediators are the most robust (e.g., 
whether respect, liking, or trust is the most robust mediator of 
the effect of the violation on adherence commitment) 
(Montoya & Hayes, 2017). The equivalent approach was 
taken for the remaining hypotheses with mediators of respect, 
trust, and liking (e.g., morality) tested in single and multiple- 
mediator models.

Sensitivity analyses were planned excluding participants 
who potentially completed the study more than once from 
the same IP address or with the same Prolific ID, or who 
reported being a GP. However, none of these conditions 
applied for Study 1. In Study 2, three participants reported 
being a GP but, of these, 1 responded too quickly and 1 failed 
the attention check and were excluded from the analyses.

Results

Study 1 and Study 2 analyses: effects of violating 
guidelines

Hypotheses 1a−1i: the effect of hypothetical GP 
communication violations on respect, liking, and trust plus 
other outcomes
The main effect of the scenario indicated that the GPs were 
rated differently across conditions (Study 1: F(3.65, 
1196.29) = 303.19, p < .001; Study 2: F(3.58, 1174.19) =  
286.91, p < .001). The baseline GP was rated more favour
ably than each of the hypothetical GPs who violated the 
communication guidelines (all p < .001). GP4 was evaluated 
less favourably than GPs 1–3 in Study 1 (all p < .005) and 
less favourably than GP 1 and 3 in Study 2 (both p < .001). 
In addition, GP1 was rated more favourably than GPs 2 
and 3 in Study 1 only (both p < .001). GPs 2 and 3 were 
not evaluated significantly differently (Study 1: p = 1; Study 
2: p = .46).

The main effect of the measure type indicated that, 
across GPs, ratings of respect, liking, and trust differed 
(Study 1: F(1.93, 634.40) = 127.85, p < .001; Study 2: F 
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(1.91, 625.87) = 86.45, p < .001). GPs were trusted slightly 
more than those respected in Study 1 (p = .048) but simi
larly in Study 2 (p = 1). GPs were liked less than respected 
and trusted in both studies (all p < .001).

A scenario x measure interaction (Study 1: F(7.53, 
2470.08) = 22.75, p < .001; Study 2: F(7.16, 2347.30) =  
36.21, p < .001), followed-up with 2 × 2 within-subjects 
ANOVAs, indicated that violating the communication 
guidelines negatively impacted respect more than liking 
(Study 1 and Study 2: baseline GP vs. GPs 1–4, all p  
< .001, except Study 1: baseline GP vs. GP 3, p = .005) 
and trust (baseline GP vs. GPs 1–4, all p < .001 in both 
studies), as well as liking generally more than trust (base
line GP vs. GPs 1–3, all p < .001; baseline GP vs. GP 4, p  
> .05, in both studies) (see Figures 1 and 2).

Supporting Hypotheses 1a−1i, respect, liking, trust, com
mitment to adherence, overall evaluation (Study 2 only), along 
with perceptions of competence, assertiveness, morality, and 
warmth were adversely affected by each hypothetical commu
nication guideline violation compared to baseline in both 
studies (see Tables 1 and 2).

Hypotheses 2a−2c: the effect of hypothetical GP 
communication violations on reduced adherence 
commitment will be mediated by reductions in respect, 
liking, and trust
Respect, liking and trust were significant mediators in all single 
mediator models across both studies (see Tables S1 and S5). 
Across both studies, trust was a robust mediator across all 
multiple mediator models supporting Hypothesis 2c. Evidence 

Figure 2. Respect, liking and trust across baseline and violating condition GPs in Study 2 (95% confidence intervals).

Figure 1. Respect, liking and trust across baseline and violating condition GPs in Study 1 (95% confidence intervals).
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for respect was consistent across all models in Study 2 but in 
only one multiple-mediator model in Study 1 providing some 
support for Hypothesis 2a. There was less support for 
Hypothesis 2b, as liking was only significant in one multiple 
mediator model in Study 1 and in none of the equivalent models 
in Study 2. In Study 2, a further set of mediation analyses were 
conducted, adding positive evaluation as an additional mediator. 
The results of these mediation analyses were consistent with the 
previous set of analyses with all significant mediators remaining 
significant and vice-versa.

Study 2 analyses: effects of following guidelines

Hypotheses 5a−5i: the effect of hypothetical GPs following 
communication guidelines on respect, liking, and trust plus 
other outcomes
The main effect of the scenario indicated that the GPs were 
rated differently across conditions, F(3.54, 1160.26) = 89.95, 
p < .001. The baseline GP was rated less favourably than 
each of the hypothetical GPs who followed the communi
cation guidelines (all p < .001). GP4 was evaluated more 
favourably than GPs 1–3 (all p = < .001). GPs 1–3 were 
evaluated similarly (all p > .05).

The main effect of the measure type indicated that, across 
GPs, ratings of respect, liking, and trust differed, F(1.93, 
633.91) = 100.47, p < .001). GPs were respected more than 

liked and trusted (both p < .001) and similarly liked and 
trusted (p = 1).

A scenario x measure interaction, F(6.42, 2105.64) = 21.68, 
p < .001, followed-up with 2 × 2 within-subjects ANOVAs, 
indicated that following the communication guidelines posi
tively impacted liking more than respect (all p < .001), trust 
more than respect (all p < .001) and liking generally more than 
trust (baseline GP vs. GP1, p = .005; baseline GP vs. GP2, p  
= .048; baseline GP vs. GP3, p = .01; baseline GP vs. GP 4, p  
= .19) (see Figure 3).

Supporting Hypotheses 5a−5i, respect, liking, trust, 
adherence commitment, along with perceptions of compe
tence, assertiveness, morality, warmth, and overall evalua
tion were positively impacted by hypothetically following 
each communication guideline compared to baseline (see 
Table 3). The only exceptions to this were that ratings of 
adherence commitment and competence were not signifi
cantly higher for GP1 compared to baseline.

Hypotheses 6a−6c: the effect of hypothetical GPs following 
communication guidelines on increased adherence 
commitment will be mediated by increases in respect, liking, 
and trust
Respect, liking, and trust were significant mediators in all 
single mediator models (see Table S9). Trust was a robust 
mediator across all multiple mediator models, even when 
controlling for overall evaluation, supporting Hypothesis 6c. 

Table 1. Study 1 means and standard deviations of measures (N = 329).

GPb GP 1 GP 2 GP3 GP 4

Measure M SD M SD M SD M SD M SD F(4, 1312) ηp
2

Respect 5.521 1.21 3.742 1.71 3.193,4 1.43 3.333 1.52 3.034 1.33 297.62 .48
Liking 4.961 1.26 3.552 1.65 2.883 1.18 2.943 1.30 2.793 1.21 263.21 .45
Trust 5.131 1.38 4.022 1.68 3.483 1.44 3.423 1.46 3.094 1.40 194.47 .37
Adherence Commitment 5.711 1.18 4.562 1.67 4.123 1.47 4.123 1.57 3.824 1.52 191.79 .37
Competent 5.521 1.13 4.632 1.44 4.452 1.35 4.093 1.46 3.864 1.38 141.95 .30
Assertive 5.381 1.12 4.872 1.47 4.782 1.48 4.702 1.38 4.203 1.54 57.84 .15
Moral 5.371 1.19 3.862 1.58 3.872 1.33 3.732 1.35 3.533 1.37 189.05 .37
Warm 4.641 1.28 3.172 1.59 2.803 1.29 2.394 1.21 2.603 1.22 231.89 .41

GPb = Baseline. GP; GP 1 = does not ask the patient how they would like to be addressed; GP 2 = uses jargon and does not explain unfamiliar words; GP 3 = does not 
encourage discussion/uses only questions needing a yes/no response; GP 4 = does not summarize information or check patients’ understanding. Significant 
differences from Bonferroni post-hoc tests are indicated where GP conditions do not share a superscript for a specific measure. Degrees of freedom reported are the 
uncorrected degrees of freedom. For adherence, df = 4, 1308.

Table 2. Study 2 means and standard deviations of measures across baseline and violation conditions (N = 329).

GPb GP 1 GP 2 GP3 GP 4

Measure M SD M SD M SD M SD M SD F(4, 1312) ηp
2

Respect 5.501 1.31 3.192,3 1.48 3.132 1.38 3.383 1.36 3.032 1.35 313.03 .49
Liking 4.821 1.28 3.122 1.39 2.843 1.19 2.982,3 1.19 2.813 1.22 240.06 .42
Trust 4.941 1.40 3.612 1.47 3.353 1.38 3.343 1.34 3.034 1.33 160.29 .33
Adherence Commitment 5.701 1.21 4.392 1.48 4.093 1.55 4.063 1.45 3.824 1.44 185.92 .36
Competent 5.381 1.26 4.192 1.42 4.412 1.40 3.973 1.36 3.674 1.37 135.60 .29
Assertive 5.071 1.30 4.472,3 1.44 4.652 1.43 4.423 1.44 4.064 1.48 39.25 .11
Moral 5.271 1.31 3.292 1.54 3.593 1.34 3.573 1.27 3.382 1.34 207.13 .39
Warm 4.571 1.31 2.832 1.47 2.642,3 1.17 2.324 1.06 2.553 1.24 259.58 .44
Positive 4.681 1.39 3.162 1.46 2.863,4 1.20 2.952,3 1.19 2.764 1.19 208.68 .39

GPb = Baseline. GP; GP 1 = does not ask the patient how they would like to be addressed; GP 2 = uses jargon and does not explain unfamiliar words; GP 3 = does not 
encourage discussion/uses only questions needing a yes/no response; GP 4 = does not summarize information or check patients’ understanding. Significant 
differences from Bonferroni post-hoc tests are indicated where GP conditions do not share a superscript for a specific measure. Degrees of freedom reported are the 
uncorrected degrees of freedom.

HEALTH COMMUNICATION 7



Respect mediated the effect of GP1 and GP2 adhering to 
communication guidelines on adherence commitment in 
both multiple mediator models (and for GP4 in one multi
ple-mediator model), providing some support for Hypothesis 
6a. There was limited support for Hypothesis 6b, as liking was 
only significant in one multiple mediator model.

Mediators of the effect of hypothetical GP communication 
violations/following communication guidelines on 
respect, trust, and liking

Mediators of the effect of hypothetically violating or following 
communication guidelines are presented in Tables S2−S4, 
Tables S6−S8, and Tables S10−S12. In brief, across the two 
studies, hypothetical violations of communication guidelines 
negatively impacted respect consistently via reductions in per
ceived competence and, to a lesser extent, morality. 
Hypothetically following communication guidelines increased 
respect via increased perceived competence. Reductions in 
trust from hypothetical guideline violations were mediated by 
reductions in perceived competence and morality. Reductions 
in perceived warmth also played a role but support for this was 

weaker in Study 2 than in Study 1. Increases in perceived 
competence and morality mediated the effect of hypothetically 
following communication guidelines on trust. Changes in 
warmth were the most consistent mediator of reduced liking 
following hypothetical guideline violations and increased lik
ing when following guidelines. Fuller descriptions of these 
findings are presented in Supplementary Materials Section A.

Discussion

In this original test of the impact of hypothetically violating or 
following a set of national recommendations for how healthcare 
professionals should communicate with their patients, GPs were 
rated differently across a range of outcomes including how 
much they were respected, liked, and trusted, and there were 
consequences on ratings of commitment to adhere to treatment. 
By changing how much GPs are trusted (and to a lesser extent, 
respected), hypothetically violating or following communication 
guidelines can impact the extent to which patients report how 
committed they are to adhering to treatment advice and gui
dance. Impacts on respect were most consistently mediated by 
changes in how competent GPs were perceived to be (and to 

Table 3. Study 2 means and standard deviations of measures across the baseline and following recommendation conditions (N = 329).

GPb GP 1 GP 2 GP3 GP 4

Measure M SD M SD M SD M SD M SD F(4, 1312) ηp
2

Respect 5.501 1.31 5.952 1.14 5.982 1.08 5.992 1.08 6.183 0.94 32.34 .09
Liking 4.821 1.28 5.702 1.20 5.832 1.15 5.852,3 1.17 6.013 0.98 104.53 .24
Trust 4.941 1.40 5.642 1.17 5.823 1.11 5.812,3 1.16 6.044 0.96 86.16 .21
Adherence Commitment 5.701 1.21 5.761 1.12 5.982 1.05 6.032 1.04 6.223 0.88 30.42 .09
Competent 5.381 1.26 5.521 1.15 6.032 1.03 5.863 1.13 6.072 0.94 49.12 .13
Assertive 5.071 1.30 5.402 1.13 5.833 1.05 5.542 1.10 6.064 0.91 77.37 .19
Moral 5.271 1.31 5.902,3 1.09 5.832,3 1.10 5.782 1.10 5.953 0.99 39.96 .11
Warm 4.571 1.31 5.952 1.09 5.892 1.13 6.052 1.17 5.912 1.00 150.64 .32
Positive 4.681 1.39 5.582 1.20 5.722,3 1.16 5.793 1.20 5.974 1.03 115.55 .26

GPb = Baseline. GP; GP 1 = asks the patient how they would like to be addressed; GP 2 = avoids jargon and explains unfamiliar words; GP 3 = encourages discussion/ 
avoids only using questions needing a yes/no response; GP 4 = summarizes information and checks patients’ understanding. Significant differences from Bonferroni 
post-hoc tests are indicated where GP conditions do not share a superscript for a specific measure. Degrees of freedom reported are the uncorrected degrees of 
freedom.

Figure 3. Respect, liking and trust across baseline and following recommendation condition GPs in Study 2 (95% confidence intervals).
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a lesser extent how moral they are); impacts on liking were most 
consistently mediated by how much GPs were seen as warm; 
impacts on trust were mediated by changes in perceived com
petence and morality (and to a lesser extent, warmth). 
Assertiveness played a smaller mediating role.

The impacts on respect, liking, and trust of GPs were some
what asymmetric. Hypothetical violations negatively impacted 
respect the most then liking and trust the least; hypothetically 
following the communication guidelines positively impacted 
liking the most then trust and respect the least. While this 
could suggest that respect is easier to lose than gain, these 
asymmetric effects on respect could have emerged because in 
both studies, at baseline, GPs were respected more than trusted 
or liked. As a consequence, there was more room for respect to 
decrease and less room for respect to increase.

The findings were somewhat consistent with the MAC 
model of respect and liking (Prestwich et al., 2021) with 
competence being a consistent mediator of the effect of 
hypothetical communication on respect and morality doing 
similar in Study 1, in particular; and warmth being found to 
be a robust mediator of hypothetical communication on 
liking and morality having some role for GPs 3 and 4. The 
MAC model indicates that assertiveness is likely to impact 
respect more than liking. However, in absolute terms, 
greater changes might be needed in assertiveness than com
petence and morality to achieve equivalent changes in 
respect. Moreover, for the violation conditions, assertiveness 
changed less than competence, morality, and warmth sug
gesting that these manipulations primarily led to changes in 
variables other than assertiveness. Consistent with previous 
research, perceptions of competence, morality, and warmth 
were related to levels of trust (e.g., Paling, 2003; Pearson & 
Raeke, 2000).

Competence was identified as a mediator for liking. 
Initially, this seems counter to a body of evidence that indicates 
competence is generally important for respect and less impor
tant for liking. However, several key points should be made. 
First, competence was also identified as a mediator of the effect 
of hypothetical communication on respect. Second, when con
sidering GP competence, an important component of this is 
likely to be based on perceptions of their interpersonal com
petence, or narrative competence (to listen and absorb the 
information that the patient provides, interpret it, and respond 
in a way that reflects authentic engagement), which has been 
argued to be an important component of trust (Charon, 2001; 
Mechanic & Meyer, 2000) and, given the interpersonal com
ponent, is likely to be important for liking. Third, lack of 
competence may be similarly detrimental for respect and lik
ing (Prestwich, 2024). Fourth, competence did not mediate the 
effect of hypothetical communication on liking in Study 2 after 
controlling for overall evaluation.

Comparing across the four hypothetical GP scenarios, only 
Scenario 3, linked to encouraging discussion, impacted 
warmth more than Scenario 4; no other scenario impacted 
any ratings more than Scenario 4. Scenario 4 related to sum
marizing/not summarizing information at the end and check
ing/not checking that the patient has understood the most 
important information. This is particularly pertinent given 
that summarizing information and checking understanding 

has been present in some, but not all, consensus statements, 
frameworks, and guidelines for healthcare professionals’ com
munication across Europe (Bachmann et al., 2013). An impor
tant practical implication of this, especially given demands on 
GPs' time in the UK that could jeopardize adherence to guide
lines, is that this particular guideline (as summarized in 
Scenario 4), at least for how GPs are perceived, could be 
prioritized over others.

A fuller understanding of how the effect of guidance viola
tions, as well as following such guidance, on outcomes might 
vary across sociocultural factors might help to underpin the 
development of tailored communication-based strategies that 
health practitioners can utilize within their consultations. For 
example, the strength of associations between certain aspects 
of consultations (e.g., being given enough time in consulta
tions, being involved in decisions about care) and trust has 
been shown to vary across age and ethnicity (Croker et al.,  
2013).

Aside from providing original tests of hypothetically violat
ing and following a range of specific national communication 
recommendations, illustrating the impacts of these on percep
tions of doctors and commitment to follow their advice and 
identifying that some recommendations might impact on these 
outcomes more than others, there are several theoretical 
strengths. First, to date, there have been no published tests of 
the MAC model in the context of health, and thus the research 
presents a unique application and test of this model. Second, 
there is a need to differentiate between several constructs 
assessed in this research. Respect, trust, and liking, as well as 
factors that underpin them, such as morality and competence 
are interlinked. For example, in their conceptual model of trust 
based on content analyses of internet forums, Krot and 
Rudawska (2016) identify benevolence (comprising respect, 
empathy, and communication skills), integrity (a key compo
nent of morality), and competence as three key underpinning 
dimensions of trust between patients and doctors. Gregory and 
Austin (2021) also identify respect and affability (which is 
likely to be strongly related to liking) as two factors under
pinning trust in healthcare professionals. Moreover, Crits- 
Christoph et al. (2019) developed a trust/respect scale that 
formed a single factor, failing to differentiate between the 
two. Thus, in addition to the need to identify practical steps 
that doctors can follow to increase commitment to treatment 
adherence and factors that might influence this, including how 
much the doctor is respected, liked, and trusted and perceived 
as competent, moral, assertive, and warm, there is a theoretical 
need to unpack the interrelationships between such constructs. 
By identifying the factors that impact more on respect, liking, 
or trust, as well as presenting competitive tests of these within 
mediation models, the research goes some way to help differ
entiate these constructs.

There are limitations. First, the studies utilized hypothetical 
rather than real-life scenarios and the descriptions were brief, 
centered on the phrasing of the recommendation rather than 
expressed more indirectly (e.g., in the form of a conversation 
between the doctor and the patient). However, vignette meth
odologies have been argued to be valid approaches to studying 
judgments and decision-making in clinical contexts with high 
internal and fair external validity (e.g., Evans et al., 2015; 
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Hughes & Huby, 2002). As such, they can be a useful approach 
when researchers want to test the effect of specific manipula
tions (such as the effect of specific recommendations) while 
excluding factors that might confound the results (which is 
why the scenarios were brief, focused on the wording from the 
recommendations and did not contain extraneous details). In 
addition, vignettes are useful for examining situations which 
are difficult to test ethically, such as testing the effect of 
violating recommendations. While the chosen approach pro
vides good internal validity regarding testing the effect of 
violating or following specific recommendations on outcomes, 
the downside is a relative lack of external validity. Tests on 
a wide range of specific communication strategies in real-life 
settings would be a useful next step. This could take the form 
of a cluster randomized trial with separate conditions for each 
recommendation and a control condition. As trials are typi
cally expensive and even smaller scale pilot or feasibility trials 
can be expensive in terms of time, effort and resources, justi
fication for such studies through the identification of potential 
signals that the approaches could be effective are warranted. 
Across the two studies, the results provide such a signal by 
indicating the potential benefits of promoting specific com
munication recommendations for how GPs are perceived (e.g., 
in terms of their competence), evaluated (e.g., in terms of how 
much they are respected) and to enhance commitment to 
treatment plans.

Second, the study utilized self-report outcomes. While this 
is not an issue for measures of respect, liking, trust, and 
perceptions of competence, warmth, morality, and assertive
ness that are best assessed through self-report, a commitment 
to follow specific treatment advice rather than adherence to 
treatment advice is assessed, and these are not synonymous 
with one another. Many psychosocial models of behaviour 
(such as the Theory of Planned Behaviour, Ajzen, 1991) posit 
intention as a direct precursor to behaviour. In the medication 
adherence literature, however, evidence regarding intentions 
being a predictor of adherence is mixed (e.g., Holmes et al.,  
2014). Treatment commitment, albeit related to intention, has 
been largely absent from such models yet are likely to reflect 
a more persistent form of motivation than intention and thus 
could be a more promising target for change. Although there is 
likely a positive relationship between commitment and adher
ence (individuals with little to no treatment commitment to 
adhere would be unlikely to adhere and vice-versa), the factors 
influencing adherence are likely multifaceted (e.g., Kardas 
et al., 2013) and factors, such as practical barriers and lack of 
information or patient knowledge could still potentially dis
rupt the relationship between commitment and adherence 
(e.g., DiMatteo et al., 2012).

Third, although the studies found trust plays a mediating 
role between communication and commitment to adherence, 
it was not established how trust might influence commitment 
and adherence-related outcomes. Previous research has, how
ever, suggested that trust could increase patient self-efficacy 
and positive outcome expectations, which, in turn, can 
increase adherence (Lee & Lin, 2009).

Fourth, while many analyses were conducted to try to 
account for the interrelationships between the various media
tors, serial mediations provide an alternative approach to 

account for potential confounders and these were not con
ducted. Such analyses are problematic, however, when there is 
no clear causal ordering of the variables (e.g., respect, liking, 
and trust). Fifth, single-item measures were used to assess the 
various constructs despite multi-item measures being available 
(e.g., Richmond et al., 2022). This approach was taken to 
reduce demand on participants and given there is no consen
sus on how best to measure constructs such as trust 
(Richmond et al., 2024), single items with clear face validity 
were used. Finally, while the experiments identified the impact 
of specific recommendations, some tested recommendations 
contained more than one behaviour (e.g., not summarizing 
information at the end and checking understanding) and, as 
such, it is not possible to determine the impact of each of the 
specific behaviours in these conditions.

In conclusion, two studies that utilized experimental vign
ettes to test the potential impact of following/violating com
munication guidelines provide a signal that doctors who follow 
the recommendations might be more likely to be respected, 
trusted, and liked, be seen as more competent, assertive, moral, 
and warm and generate stronger treatment commitment in 
their patients. Strategies that enhance the likelihood that GPs 
follow such guidance should, therefore, be tested in real-world 
settings and their impact on perceptions of GPs and treatment 
adherence assessed. Changes in competence, morality, and 
warmth mediate the effects of hypothetically following/violat
ing communication guidelines on trust, competence and mor
ality play a role with respect, while warmth and morality 
influence liking. Changes in trust, in particular, account for 
the effect of hypothetically following, or violating, communi
cation recommendations on commitment to follow treatment 
advice.

Disclosure statement

No potential conflict of interest was reported by the author(s).

Funding

This research was financially supported by the University of Leeds, UK.

ORCID

Andrew Prestwich http://orcid.org/0000-0002-7489-6415
Chloe Flanagan http://orcid.org/0009-0006-7048-6028
Sania Khan http://orcid.org/0009-0004-2766-4277

Authors contribution

Andrew Prestwich – conceptualization, data curation, formal analysis, 
investigation, methodology, project administration, writing – original 
draft. Chloe Flanagan and Sania Khan – investigation, methodology, 
writing – review and editing.

References

Ajzen, I. (1991). The theory of planned behavior. Organizational Behavior 
and Human Decision Processes, 50(2), 179–211. https://doi.org/10. 
1016/0749-5978(91)90020-T  

10 A. PRESTWICH ET AL.

https://doi.org/10.1016/0749-5978(91)90020-T
https://doi.org/10.1016/0749-5978(91)90020-T


Bachmann, C., Abramovitch, H., Barbu, C. G., Cavaco, A. M., 
Elorza, R. D., Haak, R., Loureiro, E., Ratajska, A., Silverman, J., 
Winterburn, S., & Rosenbaum, M. (2013). A European consensus on 
learning objectives for a core communication curriculum in health care 
professions. Patient Education & Counseling, 93(1), 18–26. https://doi. 
org/10.1016/j.pec.2012.10.016  

Benkert, R., Cuevas, A., Thompson, H. S., Dove-Medows, E., & 
Knuckles, D. (2019). Ubiquitous yet unclear: A systematic review of 
medical mistrust. Behavioral Medicine, 45(2), 86–101. https://doi.org/ 
10.1080/08964289.2019.1588220  

Birkhäuer, J., Gaab, J., Kossowsky, J., Hasler, S., Krummenacher, P., 
Werner, C., Gerger, H., & Nater, U. M. (2017). Trust in the healthcare 
professional and the health outcome: A meta-analysis. PLOS ONE, 12 
(2), e0170988. https://doi.org/10.1371/journal.pone.0170988  

Black, C., & Craft, A. (2004). The competent doctor: A paper for discus
sion. Clinical Medicine, 4(6), 527–533. https://doi.org/10.7861/clinme 
dicine.4-6-527 

Brédart, A., Bouleuc, C., & Dolbeault, S. (2005). Doctor-patient commu
nication and satisfaction with care in oncology. Current Opinion in 
Oncology, 17(4), 351–354. https://doi.org/10.1097/01.cco.0000167734. 
26454.30  

Burgener, A. M. (2020). Enhancing communication to improve patient 
safety and to increase patient satisfaction. The Health Care Manager, 39 
(3), 128–132. https://doi.org/10.1097/HCM.0000000000000298  

Chandra, S., & Mohammadnezhad, M. (2020). Investigating factors influ
encing patient trust in a developing Pacific Island Country, Fiji, 2018. 
Heliyon, 6(12), e05680. https://doi.org/10.1016/j.heliyon.2020.e05680  

Chandra, S., Mohammadnezhad, M., & Ward, P. (2018). Trust and com
munication in a doctor-patient relationship: A literature review. 
Journal of Health Care Communications, 3(3), 36. https://doi.org/10. 
4172/2472-1654.100146  

Charon, R. (2001). Narrative medicine: A model for empathy, reflection, 
profession, and trust. JAMA, 286(15), 1897–1902. https://doi.org/10. 
1001/jama.286.15.1897  

Crits-Christoph, P., Rieger, A., Gaines, A., & Gibbons, M. B. C. (2019). 
Trust and respect in the patient-clinician relationship: Preliminary 
development of a new scale. BMC Psychology, 7(1), 91. https://doi. 
org/10.1186/s40359-019-0347-3  

Croker, J. E., Swancutt, D. R., Roberts, M. J., Abel, G. A., Roland, M., & 
Campbell, J. L. (2013). Factors affecting patients’ trust and confidence 
in GPs: Evidence from the English national GP patient survey. BMJ 
Open, 3(5), e002762. https://doi.org/10.1136/bmjopen-2013-002762  

Dang, B. N., Westbrook, R. A., Njue, S. M., & Giordano, T. P. (2017). 
Building trust and rapport early in the new doctor-patient relationship: 
A longitudinal qualitative study. BMC Medical Education, 17(1), 32.  
https://doi.org/10.1186/s12909-017-0868-5  

DiMatteo, M. R., Haskard-Zolnierek, K. B., & Martin, L. R. (2012). 
Improving patient adherence: A three-factor model to guide practice. 
Health Psychology Review, 6(1), 74–91. https://doi.org/10.1080/ 
17437199.2010.537592  

Evans, S. C., Roberts, M. C., Keeley, J. W., Blossom, J. B., Amaro, C. M., 
Garcia, A. M., Odar Stough, C., Canter, K. S., Robles, R., & Reed, G. M. 
(2015). Vignette methodologies for studying clinicians’ decision-mak
ing: Validity, utility, and application in ICD-11 field studies. 
International Journal of Clinical and Health Psychology, 15(2), 
160–170. https://doi.org/10.1016/j.ijchp.2014.12.001  

Fugelli, P. (2001). Trust – In general practice. British Journal of General 
Practice, 51(468), 575–579.

Gabay, G. (2015). Perceived control over health, communication and 
patient-physician trust. Patient Education & Counseling, 98(12), 
1550–1557. https://doi.org/10.1016/j.pec.2015.06.019  

General Medical Council. (2007). 0–18 years: Guidance for all doctors. 
https://www.gmc-uk.org/-/media/documents/gmc-guidance-for-doc 
tors-0-18-years-english-20200211_pdf-48903188.pdf 

Goudge, J., & Gilson, L. (2005). How can trust be investigated? Drawing 
lessons from past experience. Social Science & Medicine, 61(7), 
1439–1451. https://doi.org/10.1016/j.socscimed.2004.11.071  

Greene, J., & Ramos, C. (2021). A mixed methods examination of health 
care provider behaviors that build patients’ trust. Patient Education & 
Counseling, 104(5), 1222–1228. https://doi.org/10.1016/j.pec.2020.09.003  

Gregory, P. A. M., & Austin, Z. (2021). How do patients develop trust in 
community pharmacists? Research in Social & Administrative Pharmacy, 
17(5), 911–920. https://doi.org/10.1016/j.sapharm.2020.07.023  

Griffey, R. T., Shin, N., Jones, S., Aginam, N., Gross, M., Kinsella, Y., 
Williams, J. A., Carpenter, C. R., Goodman, M., & Kaphingst, K. A. 
(2015). The impact of teach-back on comprehension of discharge 
instructions and satisfaction among emergency patients with limited 
health literacy: A randomized, controlled study. Journal of 
Communication in Healthcare, 8(1), 10–21. https://doi.org/10.1179/ 
1753807615Y.0000000001  

Guppy, J. H., Widlund, H., Munro, R., & Price, J. (2024). Incivility in 
healthcare: The impact of poor communication. BMJ Leader, 8(1), 
83–87. https://doi.org/10.1136/leader-2022-000717  

Hall, J. A., Horgan, T. G., Stein, T. S., & Roter, D. L. (2002). Liking in the 
physician-patient relationship. Patient Education & Counseling, 48(1), 
69–77. https://doi.org/10.1016/s0738-3991(02)00071-x  

Haskard Zolnierek, K. B., & DiMatteo, M. R. (2009). Physician commu
nication and patient adherence to treatment: A meta-analysis. Medical 
Care, 47(8), 826–834. https://doi.org/10.1097/MLR.0b013e31819a5acc  

Haverfield, M. C., Tierney, A., Schwartz, R., Bass, M. B., Brown- 
Johnson, C., Zionts, D. L., Safaeinili, N., Fischer, M., Shaw, J. G., 
Thadaney, S., Piccininni, G., Lorenz, K. A., Asch, S. M., Verghese, A., 
& Zulman, D. M. (2020). Can patient-provider interpersonal interven
tions achieve the quadruple aim of healthcare? A systematic review. 
Journal of General Internal Medicine, 35(7), 2107–2117. https://doi. 
org/10.1007/s11606-019-05525-2  

Hesse, C., & Rauscher, E. A. (2019). The relationships between 
doctor-patient affectionate communication and patient perceptions 
and outcomes. Health Communication, 34(8), 881–891. https://doi. 
org/10.1080/10410236.2018.1439269  

Hildenbrand, G. M. (2023). The effect of physician immediacy on patient 
liking for physician, motivation and recall. Health Communication, 38 
(9), 1871–1877. https://doi.org/10.1080/10410236.2022.2037874  

Holmes, E. A. F., Hughes, D. A., & Morrison, V. L. (2014). Predicting 
adherence in medications using health psychology theories: 
A systematic review of 20 years of empirical research. Value in 
Health, 17(8), 863–876. https://doi.org/10.1016/j.jval.2014.08.2671  

Hong, H., & Oh, H. J. (2020). The effects of patient-centered commu
nication: Exploring the mediating role of trust in healthcare providers. 
Health Communication, 35(4), 502–511. https://doi.org/10.1080/ 
10410236.2019.1570427  

Howe, L. C., Leibowitz, K. A., & Crum, A. J. (2019). When your doctor 
“gets it” and “gets you”: The critical role of competence and warmth in 
the patient-provider interaction. Frontiers in Psychiatry, 10, 475. 
https://doi.org/10.3389/fpsyt.2019.00475 

Hughes, R., & Huby, M. (2002). The application of vignettes in social and 
nursing research. Journal of Advanced Nursing, 37(4), 382–386. https:// 
doi.org/10.1046/j.1365-2648.2002.02100.x  

Isangula, K. G., Seale, H., Jayasuriya, R., Nyamhanga, T. M., & 
Stephenson, N. (2020). What factors shape doctors’ trustworthiness? 
Patients’ perspectives in the context of hypertension care in rural 
Tanzania. Rural and Remote Health, 20(3), 1–11. https://doi.org/10. 
22605/RRH5826  

Jefferies, D., Wellings, D., Morris, J., Dayan, M., & Lobont, C. (2024). 
Public satisfaction with the NHS and social care in 2023. Results of the 
British Social Attitudes survey. The King’s Fund.

Kannan, V. D., & Veazie, P. J. (2014). Predictors of avoiding medical care 
and reasons for avoidance behavior. Medical Care, 52(4), 336–345.  
https://doi.org/10.1097/MLR.0000000000000100  

Kardas, P., Lewek, P., & Matyjaszczyk, M. (2013). Determinants of patient 
adherence: A review of systematic reviews. Frontiers in Pharmacology, 
4, 91. https://doi.org/10.3389/fphar.2013.00091  

Keating, N. L., Gandhi, T. K., Orav, E. J., Bates, D. W., & Ayanian, J. Z. 
(2004). Patient characteristics and experiences associated with trust in 
specialist physicians. Archives of Internal Medicine, 164(9), 1015–1020.  
https://doi.org/10.1001/archinte.164.9.1015  

Krot, K., & Rudawska, I. (2016). The role of trust in doctor-patient 
relationship: Qualitative evaluation of online feedback from Polish 
patients. Economics & Sociology, 9(3), 76–88. https://doi.org/10. 
14254/2071-789X.2016/9-3/7  

HEALTH COMMUNICATION 11

https://doi.org/10.1016/j.pec.2012.10.016
https://doi.org/10.1016/j.pec.2012.10.016
https://doi.org/10.1080/08964289.2019.1588220
https://doi.org/10.1080/08964289.2019.1588220
https://doi.org/10.1371/journal.pone.0170988
https://doi.org/10.7861/clinmedicine.4-6-527
https://doi.org/10.7861/clinmedicine.4-6-527
https://doi.org/10.1097/01.cco.0000167734.26454.30
https://doi.org/10.1097/01.cco.0000167734.26454.30
https://doi.org/10.1097/HCM.0000000000000298
https://doi.org/10.1016/j.heliyon.2020.e05680
https://doi.org/10.4172/2472-1654.100146
https://doi.org/10.4172/2472-1654.100146
https://doi.org/10.1001/jama.286.15.1897
https://doi.org/10.1001/jama.286.15.1897
https://doi.org/10.1186/s40359-019-0347-3
https://doi.org/10.1186/s40359-019-0347-3
https://doi.org/10.1136/bmjopen-2013-002762
https://doi.org/10.1186/s12909-017-0868-5
https://doi.org/10.1186/s12909-017-0868-5
https://doi.org/10.1080/17437199.2010.537592
https://doi.org/10.1080/17437199.2010.537592
https://doi.org/10.1016/j.ijchp.2014.12.001
https://doi.org/10.1016/j.pec.2015.06.019
https://www.gmc-uk.org/-/media/documents/gmc-guidance-for-doctors-0-18-years-english-20200211_pdf-48903188.pdf
https://www.gmc-uk.org/-/media/documents/gmc-guidance-for-doctors-0-18-years-english-20200211_pdf-48903188.pdf
https://doi.org/10.1016/j.socscimed.2004.11.071
https://doi.org/10.1016/j.pec.2020.09.003
https://doi.org/10.1016/j.sapharm.2020.07.023
https://doi.org/10.1179/1753807615Y.0000000001
https://doi.org/10.1179/1753807615Y.0000000001
https://doi.org/10.1136/leader-2022-000717
https://doi.org/10.1016/s0738-3991(02)00071-x
https://doi.org/10.1097/MLR.0b013e31819a5acc
https://doi.org/10.1007/s11606-019-05525-2
https://doi.org/10.1007/s11606-019-05525-2
https://doi.org/10.1080/10410236.2018.1439269
https://doi.org/10.1080/10410236.2018.1439269
https://doi.org/10.1080/10410236.2022.2037874
https://doi.org/10.1016/j.jval.2014.08.2671
https://doi.org/10.1080/10410236.2019.1570427
https://doi.org/10.1080/10410236.2019.1570427
https://doi.org/10.3389/fpsyt.2019.00475
https://doi.org/10.1046/j.1365-2648.2002.02100.x
https://doi.org/10.1046/j.1365-2648.2002.02100.x
https://doi.org/10.22605/RRH5826
https://doi.org/10.22605/RRH5826
https://doi.org/10.1097/MLR.0000000000000100
https://doi.org/10.1097/MLR.0000000000000100
https://doi.org/10.3389/fphar.2013.00091
https://doi.org/10.1001/archinte.164.9.1015
https://doi.org/10.1001/archinte.164.9.1015
https://doi.org/10.14254/2071-789X.2016/9-3/7
https://doi.org/10.14254/2071-789X.2016/9-3/7


Lalljee, M., Tam, T., Hewstone, M., Laham, S., & Lee, J. (2009). 
Unconditional respect for persons and the prediction of intergroup 
action tendencies. European Journal of Social Psychology, 39(5), 666– 
683. https://doi.org/10.1002/ejsp.564 

Lee, Y., & Lin, J. L. (2009). The effects of trust in physician on self-efficacy, 
adherence and diabetes outcomes. Social Science & Medicine, 68(6), 
1060–1068. https://doi.org/10.1016/j.socscimed.2008.12.033  

Lipworth, W., Little, M., Markham, P., Gordon, J., & Kerridge, I. (2013). 
Doctors on status and respect: A qualitative study. Journal of Bioethical 
Inquiry, 10(2), 205–217. https://doi.org/10.1007/s11673-013-9430-2  

Lyness, E., Vennik, J. L., Bishop, F. L., Misurya, P., Howick, J., 
Smith, K. A., Ratnapalan, M., Hughes, S., Dambha-Miller, H., 
Bostock, J., Morrison, L., Mallen, C. D., Yardley, L., Leydon, G., 
Little, P., & Everitt, H. (2021). Exploring patient views of empathic 
optimistic communication for osteoarthritis in primary care: 
A qualitative interview study using vignettes. BJGP open, 5(3), 0014.  
https://doi.org/10.3399/BJGPO.2021.0014  

Mechanic, D., & Meyer, S. (2000). Concepts of trust among patients with 
serious illness. Social Science & Medicine, 51(5), 657–668. https://doi. 
org/10.1016/S0277-9536(00)00014-9  

Montoya, A. K., & Hayes, A. F. (2017). Two-condition within-participant 
statistical mediation analysis: A path-analytic framework. Psychological 
Methods, 22(1), 6–27. https://doi.org/10.1037/met0000086  

National Clinical Guideline Centre. (2012). Patient experience in adult 
NHS services: Improving the experience of care for people using adult 
NHS services: Patient experience in generic terms. Royal College of 
Physicians.

National Collaborating Centre for Primary Care. (2009). Medicines adher
ence: Involving patients in decisions about prescribed medicines and 
supporting adherence. Royal College of General Practitioners.

NICE. (2024). CVD risk assessment and management. https://cks.nice.org. 
uk/topics/cvd-risk-assessment-management/ 

Ong, L. M., de Haes, J. C., Hoos, A. M., & Lammes, F. B. (1995). Doctor- 
patient communication: A review of the literature. Social Science & 
Medicine, 40(7), 903–918. https://doi.org/10.1016/0277-9536(94) 
00155-M  

Paling, J. (2003). Strategies to help patients understand risk. BMJ, 327 
(7417), 745–748. https://doi.org/10.1136/bmj.327.7417.745  

Pearson, S. D., & Raeke, L. H. (2000). Patients’ trust in physicians: Many 
theories, few measures, and little data. Journal of General Internal 
Medicine, 15(7), 509–513. https://doi.org/10.1046/j.1525-1497.2000. 
11002.x 

Pellegrino, E. D. (2001). The internal morality of clinical medicine: A 
paradigm for the ethics of helping and healing professions. The Journal 
of Medicine and Philosophy, 26(6), 559–579. https://doi.org/10.1076/ 
jmep.26.6.559.2998  

Prestwich, A. (2024). A test of the Morality-Agency-Communion (MAC) 
model of respect and liking across positive and negative traits. British 
Journal of Psychology, 115(1), 51–65. https://doi.org/10.1111/bjop.12677  

Prestwich, A., Lalljee, M., & Laham, S. (2021). The Morality-Agency- 
Communion (MAC) model of respect and liking. European Journal of 
Social Psychology, 51(6), 1019–1034. https://doi.org/10.1002/ejsp.2804  

Rambaran, S., & Harmon, D. (2024). Trust in clinical practice: 
A systematic review. Pain Studies and Treatment, 12(1), 1–11.  
https://doi.org/10.4236/pst.2024.121001  

Richard, C., Lussier, M., Millette, B., & Tanoubi, I. (2023). Healthcare 
providers and patients: An essay on the importance of professional 
assertiveness in healthcare today. Medical Education Online, 28(1), 
2200586. https://doi.org/10.1080/10872981.2023.2200586 

Richmond, J., Anderson, A., Cunningham-Erves, J., Ozawa, S., & 
Wilkins, C. H. (2024). Conceptualizing and measuring trust, mistrust 
and distrust: Implications for advancing health equity and building 
trustworthiness. Annual Review of Public Health, 45(1), 465–484.  
https://doi.org/10.1146/annurev-publhealth-061022-044737  

Richmond, J., Boynton, M. H., Ozawa, S., Muessig, K. E., Cykert, S., & 
Ribisl, K. M. (2022). Development and validation of the trust in my 
doctor, trust in doctors in general, and trust in the health care team 
scales. Social Science & Medicine, 298, 114827. https://doi.org/10.1016/ 
j.socscimed.2022.114827  

Rodin, G., Mackay, J. A., Zimmermann, C., Mayer, C., Howell, D., 
Katz, M., Sussman, J., & Brouwers, M. (2009). Clinician-patient com
munication: A systematic review. Supportive Care in Cancer, 17(6), 
627–644. https://doi.org/10.1007/s00520-009-0601-y  

Rolfe, A., Cash-Gibson, L., Car, J., Sheikh, A., & McKinstry, B. (2014). 
Interventions for improving patients’ trust in doctors and groups of 
doctors. Cochrane Database of Systematic Reviews, 3, CD004134.  
https://doi.org/10.1002/14651858.cd004134.pub3  

Sharkiya, S. H. (2023). Quality communication can improve 
patient-centred health outcomes among older patients: A rapid 
review. BMC Health Services Research, 23(1), 886. https://doi.org/10. 
1186/s12913-023-09869-8  

Subramani, S., & Biller-Andorno, N. (2022). Revisiting respect for per
sons: Conceptual analysis and implications for clinical practice. 
Medicine, Health Care and Philosophy, 25(3), 351–360. https://doi. 
org/10.1007/s11019-022-10079-y  

Talevski, J., Wong Shee, A., Rasmussen, B., Kemp, G., Beauchamp, A., & 
Mathes, T. (2020). Teach-back: A systematic review of implementation 
and impacts. PLOS ONE, 15(4), e0231350. https://doi.org/10.1371/ 
journal.pone.0231350  

Tarrant, C., Stokes, T., & Baker, R. (2003). Factors associated with 
patients’ trust in their general practitioners: A cross-sectional survey. 
British Journal of General Practice, 53(495), 798–800.

Tulsky, J. A., Arnold, R. M., Alexander, S. C., Olsen, M. K., Jeffreys, A. S., 
Rodriguez, K. L., Sugg Skinner, C., Farrell, D., Abernethy, A. P., & 
Pollak, K. I. (2011). Enhancing communication between oncologists 
and patients with a computer-based training program: A randomized 
trial. Annals of Internal Medicine, 155(9), 593–601. https://doi.org/10. 
7326/0003-4819-155-9-201111010-00007  

Wiig, S., Lyng, H. B., Braithwaite, J., Greenfield, D., & Calderwood, C. 
(2024). Foundations of safety- realistic medicine, trust, and respect 
between professionals and patients. International Journal for Quality in 
Health Care, 36(1), mzae006. https://doi.org/10.1093/intqhc/mzae006 

Williams, S. J., & Calnan, M. (1991). Key determinants of consumer 
satisfaction with general practice. Family Practice, 8(3), 237–242.  
https://doi.org/10.1093/fampra/8.3.237

12 A. PRESTWICH ET AL.

https://doi.org/10.1002/ejsp.564
https://doi.org/10.1016/j.socscimed.2008.12.033
https://doi.org/10.1007/s11673-013-9430-2
https://doi.org/10.3399/BJGPO.2021.0014
https://doi.org/10.3399/BJGPO.2021.0014
https://doi.org/10.1016/S0277-9536(00)00014-9
https://doi.org/10.1016/S0277-9536(00)00014-9
https://doi.org/10.1037/met0000086
https://cks.nice.org.uk/topics/cvd-risk-assessment-management/
https://cks.nice.org.uk/topics/cvd-risk-assessment-management/
https://doi.org/10.1016/0277-9536(94)00155-M
https://doi.org/10.1016/0277-9536(94)00155-M
https://doi.org/10.1136/bmj.327.7417.745
https://doi.org/10.1046/j.1525-1497.2000.11002.x
https://doi.org/10.1046/j.1525-1497.2000.11002.x
https://doi.org/10.1076/jmep.26.6.559.2998
https://doi.org/10.1076/jmep.26.6.559.2998
https://doi.org/10.1111/bjop.12677
https://doi.org/10.1002/ejsp.2804
https://doi.org/10.4236/pst.2024.121001
https://doi.org/10.4236/pst.2024.121001
https://doi.org/10.1080/10872981.2023.2200586
https://doi.org/10.1146/annurev-publhealth-061022-044737
https://doi.org/10.1146/annurev-publhealth-061022-044737
https://doi.org/10.1016/j.socscimed.2022.114827
https://doi.org/10.1016/j.socscimed.2022.114827
https://doi.org/10.1007/s00520-009-0601-y
https://doi.org/10.1002/14651858.cd004134.pub3
https://doi.org/10.1002/14651858.cd004134.pub3
https://doi.org/10.1186/s12913-023-09869-8
https://doi.org/10.1186/s12913-023-09869-8
https://doi.org/10.1007/s11019-022-10079-y
https://doi.org/10.1007/s11019-022-10079-y
https://doi.org/10.1371/journal.pone.0231350
https://doi.org/10.1371/journal.pone.0231350
https://doi.org/10.7326/0003-4819-155-9-201111010-00007
https://doi.org/10.7326/0003-4819-155-9-201111010-00007
https://doi.org/10.1093/intqhc/mzae006
https://doi.org/10.1093/fampra/8.3.237
https://doi.org/10.1093/fampra/8.3.237

	Abstract
	Perceptions of doctors could relate to treatment relevant outcomes: the role of trust, respect, and liking of doctors
	How can doctors become more respected, liked, and trusted? A new test of the Morality-Agency-Communion model
	Disentangling the active ingredients
	The current studies
	Hypotheses

	Methods − Study 1 and Study 2
	Participants
	Design
	Conditions
	Study 1 and Study 2
	Study 2 only

	Measures
	Procedure
	Method of analyses

	Results
	Study 1 and Study 2 analyses: effects of violating guidelines
	Hypotheses 1a−1i: the effect of hypothetical GP communication violations on respect, liking, and trust plus other outcomes
	Hypotheses 2a−2c: the effect of hypothetical GP communication violations on reduced adherence commitment will be mediated by reductions in respect, liking, and trust

	Study 2 analyses: effects of following guidelines
	Hypotheses 5a−5i: the effect of hypothetical GPs following communication guidelines on respect, liking, and trust plus other outcomes
	Hypotheses 6a−6c: the effect of hypothetical GPs following communication guidelines on increased adherence commitment will be mediated by increases in respect, liking, and trust

	Mediators of the effect of hypothetical GP communication violations/following communication guidelines on respect, trust, and liking

	Discussion
	Disclosure statement
	Funding
	ORCID
	Authors contribution
	References

