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Role Expectations from Doctors and Effects on Non-Medical Outcomes 

 

Introduction 

Throughout the 1970s, the ideology of health care described the physician as being the 

sole producer [1] in which doctor behavior was insulated from observability [2]. 

Present-day physicians, however, are described more as workers in a hospital-factory 

with more bureaucratized medicine [3], where the “golden age of doctoring” has ended 

due to changes in the nature of the doctor-patient relationship, affected largely by the 

forces of globalization and new information technologies[3,4,5]. A lot of scholars have 

discussed this new relationship from an agency perspective, where the physician is in a 

stronger position because of information asymmetries [6], leading to discussions about 

whether and how patients can trust physicians [7] and different conditions under which 

patients may want to express their individual vigilance and autonomy [8]. 

The professionalism of the doctor has been a perfunctory expectation by the society at 

large but in a period where this over-assumed portrait is changing, Current literature 

concentrates on repeating itself that the relationship is important, without providing 

specific suggestions as to how doctors should position themselves among prevailing and 

sometimes contesting social forces. 

It may not be sufficient today for doctors to be experts in their field as they are also 

expected to be emotionally intelligent [8] and good facilitators of communication [9].In 

one study, five out of seven categories of trust between the physician and the patient 

were found to be related to subjective perceptions that occur during interactions [10]. A 

poor relationship may result in patients perceiving the medical service as insufficient 

[11]. The patient may even expect the doctor to be “agreeable” in terms of the medical 
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problem and its treatment [12] and they may not adhere to the medical protocol if they 

feel like they do not bond with the doctor [13].As a result, restoring a health doctor-

patient relationship is found no less important than any other institutional aspects of the 

health care transformation [14]. 

The aim in this study is to more deeply understand the dyadic interaction between the 

doctor and the patient from the perspective of the role expectancy theory. In today’s 

representation of “doctoring,” many patients rely largely on their subjective opinion 

when they evaluate the medical treatment and/or the doctor, making the actual 

encounter between the patient and the physician even more important [15]. The main 

argument is that in clinical encounters, patients have expectations of how doctors should 

behave (i.e. role congruence) [16], which may become more important than the medical 

diagnosis/treatment itself in certain situations. 

 

Role Expectations 

Being different from mundane human interactions, especially within specialized service 

contexts such as healthcare or professional consultancy, service relationships are 

purposive and task-oriented. It is expected that each participant behaves according to a 

set of behaviors, which would improve chances of positive results. The “roles” can be 

defined as particular sets of norms that are organized around a function [17]. Role 

expectations are thus comprised of the duties and obligations of an occupant of a social 

position [18]. From another perspective, expectations are formed primarily based on 

socially-defined structures [19], which can apply to a variety of different contexts [20], 

making roles to be normative expectations within a social system [21].Whether roles are 

defined to be specific to functions or defined in more general terms as anticipations of 
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social characters, service encounters entail norms and normative expectations [22], and 

these contexts are commonly defined as places where these roles are observed, acted, 

and reacted [23,24]. Furthermore, based on “implicit personality” theory [25], 

individuals are perceived based on the roles they engage with as they fulfill the 

expectations related to their social positions at work, even though they might be 

different people in their leisure time. These roles are interactively learned in a particular 

setting so a doctor’s or a patient’s adherence to their roles is considered to be a part of 

the service being co-created [26].  

A physician’s role is more in the form of an idealized script [16], making the perception 

of service performance a result of whether role expectations are confirmed or 

disconfirmed. Since healthcare is a credence-based service [27], where asymmetric 

relations occur through which the provider decides what the customer wants [28], 

patients have only a sense of the service performance as they do not have a full 

understanding of medical procedures. It is possible that patients gather clues from the 

doctors’ behavior, including talking, body language, greeting, listening, observing, and 

directing, and these behaviors are desired to be in line with their expectations. Although 

not directly related to the actual medical performance, therefore, patient satisfaction is 

partly shaped by how s/he feels at the doctor’s office. Physicians, in return, are in a 

position to accurately recognize patients’ feelings [29], where emotions alone can have 

a direct effect on patient outcomes [30]. 

 

Rationale of the Study 

To many, the pace of change in bioscience has outstripped the development of medicine 

as a profession [31]. Doctors have been accused of being either unable or unwilling to 
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communicate effectively with patients [32]. It has been perceived to be their own 

responsibility to learn and effectively utilize communication skills. Based on the 

literature discussed above, if doctors cannot communicate well, the medical procedure 

itself might be ruined, or else, patients would feel that the treatment is not reliable 

and/or useful. 

However, the present literature assumes that patients’ needs and expectations in this 

regard are well known, while in fact, there is a range of patients’ health behavior outside 

the doctor’s office [33] and a lot of patients engage in dysfunctional behavior that may 

prevent successful diagnosis and/or treatment. In other words, extant literature does not 

specifically address how doctors should perform in response to these developments. 

Almost all research ends up suggesting doctors to “communicate well” [31], without 

actually specifying the details of this communication, while doctors continue to 

represent particular roles in the society. This study is an attempt to understand one 

aspect of this multifaceted phenomenon, by focusing on the dyadic interaction between 

the doctor and the patient, aiming to understand whether and how patients’ perceptions 

regarding the service relationship might differ in response to doctors’ role-congruent or 

role-incongruent behavior. Assuming that it is possible to have an exchange of both 

negative and positive emotions in healthcare, leading to different levels of satisfaction 

and patient intentions [34,35] and that patients intentions regarding future interactions 

with the same doctor may differ based on the relationship being formed, the following 

broad hypotheses are formulated: 

 

Hypothesis 1: Negative emotions lead to negative patient intentions regardless of how 

the doctor is behaving. 
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Hypothesis 2: Positive emotions lead to positive patient intentions when the doctor is 

displaying role-congruent behavior. 

Therefore, it is possible that the patient might feel significantly positive or negative in 

response to the doctor’s role congruent or role incongruent behavior, which then may 

(or may not) lead to positive or negative perceptions and intentions. 

 

Method 

This research was conducted in two phases (Figure 1). In-depth interviews were 

conducted in the first phase to understand how the role-congruent behavior was defined 

in a typical healthcare service context, followed by a scenario-based experimental study 

with the intention of testing if and how patients’ perceptions of the service performance 

can change based on doctors’ role-congruent or role-incongruent behavior (second 

phase). Data from the qualitative phase was not analyzed in a manner to draw direct 

conclusions for this study, but rather as an input to the quantitative part. 

 

Figure 1. Research Methodology 
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First Phase: Qualitative Interviews 

During the first phase, in-depth qualitative interviews were conducted with 10 

physicians and 11 patients purposively selected [36]. Physicians were selected on the 

basis of how they can bring additional data in regards to their dyadic interaction with 

the patient, including positive and negative examples. Snowball sampling strategy was 

followed in which the researchers contacted their primary care physician first, who 

directed them to an urologist, who then directed the researchers to a cardiologist. Ten 

physicians were interviewed at the end, and each physician brought his/her own 

expertise from diverse medical branches, including Urology, Primary Care, 

Endocrinology, Aesthetic Plastic and Reconstructive Surgery, Cardiology, and 

Psychiatry. It was important to have this variety in terms of the medical branches in 

order to provide rich qualitative data covering different aspects of good or bad doctor-

patient interaction. Since the study is bounded by what these physicians described as 

good and bad behavior in addition to recent literature, the scenario which was 

constructed on the basis of these interviews should be assumed to be valid only for 

situations where (1) a verbal interaction occurs between the patient and the physician 

and (2) the medical symptoms are considered not emergent and/or critical. Similarly, 

patients were selected purposively from different educational backgrounds and different 

occupations in order to triangulate sources of data. 

The aim in the first phase was to deeply understand if and how partners, in a co-creative 

sense [37], are likely to affect each other in a service context, and then use these 

findings to construct questionnaires to be used in the second phase. Qualitative 

investigation was conducted following the rules of in-depth interviewing [38], with 

average interview duration of 48 minutes. Verbal and written consent was received from 
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participants regarding the research objectives, explaining the research aims and the two-

phase design of this study. Interviews were ended when data saturation was reached 

[38]. 

The interviews were quite specific, where the main focus was the interaction between 

the physician and the patient. Among the questions asked to the physicians include 

whether and how they perceive patients with different demographic characteristics (such 

as gender and age), whether and how they actively attend to the patient’s observable 

emotional status, and how they would be affected by the patient’s behavior in return. 

Similarly, interviews with patients concentrated on how they are affected by the 

physician in positive and negative ways, besides if and how they would react in various 

situations.  

In-depth interviews showed that even though medicine is perceived to be a detached 

business-free area, it is still a place where actual human relationships occur [39,40]. 

Findings also suggest that both physicians and patients pay attention to how the other 

person feels and behaves, which would then lead to a more beneficial and healthy 

relationship. In the absence of a mutually satisfying relationship, the interaction 

invariably leads to an unpleasant and probably a less helpful occasion, resulting in a 

negative service relationship. Some participants pointed out that a strong and mutually 

contributing relationship may even change not only the perception of, but also the actual 

process of diagnosis and treatment, due to better communication and higher morale 

leading to better performance. These findings were then analyzed through axial coding 

procedures [38] and integrated into a form which is quantitatively measurable through a 

scenario-based experimental study.  
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Second Phase: Scenario-Based Experimental Studies 

After qualitative data was analyzed, an enhanced understanding of what constitutes 

“role-congruent doctor behavior” led to the creation of scenarios reflecting a 

professional and an unprofessional doctor. In the positive scenario, the physician was 

punctual greeting the patient on time, asking “how are you” as an opening sentence, 

carefully listening to the symptoms, and directing the patient for tests in a professional 

and well-mannered style. In other words, s/he was behaving based on the role-congruent 

behavior identified in the first phase.  

In the too positive scenario, on the other hand, the physician was described to greet the 

patient by standing up with a big smile (which was described as inappropriate in the 

first phase), ask the patient if s/he would like to relax for a while before the 

consultation, provide unnecessary details about hypothetical health situations, and 

somewhere during the consultation laugh out loud by making a joke about one of the 

symptoms (responding to the patient about his/her stomach pain by “it is probably gas 

but let’s look at it anyway”).These characteristics might be regarded as quite positive in 

non-medical contexts; however, in the context of medicine, it was perceived to be 

unprofessional and against role expectations. 

The questionnaire started with the scenario, describing that the participant had been 

suffering from stomach pain for the last couple of weeks. The physician was depicted to 

be either professional or too friendly, with the same medical directions in any way. 

Since emotions take place throughout this occasion within a service context, the scale 

for consumer emotions was used [41]. The respondent was asked about which emotions 

were more prominent, followed by Likert-type questions measuring the dependent 

variable, which is conceptualized in this study as the non-medical outcomes as 
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perceived by the patient, i.e. overall patient intentions. The dependent variable was 

measured by asking three questions: whether the patient intends to revisit the physician 

in the future for the same problem, whether the patient intends to apply to the same 

doctor for similar health problems, and whether the patient intends to spread positive 

word of mouth about the doctor). The questionnaire ended with demographic questions.  

Pilot tests were run among 30 university students (conveniently selected),and it was 

realized that some of the emotions listed in the questionnaire did not apply to the 

medical service context, such as feeling “homesick” or “romantic.” The first pilot test 

also included a question asking whether the scenario describes a role-congruent or role-

incongruent doctor to make sure the scenario reflects the accurate treatment effect. A 

second pilot test with 30conveniently-selectedstudents was run with the additional “I do 

not think I have felt like this at all” so that respondents can point out emotions that do 

not apply. With the second pilot test, all statements were finalized and the questionnaire 

was ready for full launch.  

The final list of negative emotions which exceeds the threshold of 50% where 

participants told they actually felt the particular emotion include lonely, frustrated, 

irritated, unfulfilled, discontented, nervous, worried, tense, depressed, and sad. The list 

of positive emotions includes loving, warm-hearted, peaceful, contented, fulfilled, 

optimistic, encouraged, hopeful, happy, pleased, and joyful.  

The experimental phase was run among 432 participants. The patient sample was 

surveyed during their spare time at their chosen places, such as work, home, or school. 

Patients were not contacted at the hospital since different departments may trigger 

different cognitive and affective processes in the form of extraneous variables. 

However, participants were primed at the beginning of the questionnaire by asking them 
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to think of their previous visits to the gastroenterology department, so that they can get 

into the mood of the scenario and transfer their feelings. These patients were selected 

using a convenience sampling strategy but with particular attention provided for 

including patients with different demographic characteristics to the extent possible. 

Sample characteristics are summarized in Table 1. Written informed consent was 

obtained from each participant separately. Formal ethical approval was obtained from 

TOBB University Ethics Committee.  

- Insert Table 1- 

The quantitative part of this study includes the testing of two hypotheses pointed out 

earlier, by way of independent sample t-tests and regression analyses with interaction 

variables added to the model. The analysis was conducted using SPSS v.21. 

 

Results 

Basic statistics of the variables investigated in this study are summarized in Table 2. 

- Insert Table 2 - 

An independent samples t-test is run to see if the means of positive emotions, negative 

emotions, and patient intentions are significantly different between the two samples 

(Table 3). 

- Insert Table 3 - 

Table 3 shows that the two groups of respondents are not significantly different in terms 

of positive emotions; however, negative emotions are significantly higher and favorable 

patient intentions are significantly lower in the too friendly context.  

Separate regression analyses are run to see if emotions directly affect patient intentions 

or not. The independent variables in regression models are positive and negative 
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emotions, and the dependent variables was patient intentions after the visit, a composite 

variables measured by asking three intention questions (please see methods section). 

Models are significant for both scenarios at 0.000 (Fprofessional=36.823 and Ftoo-

friendly=142.944). Adjusted R-square is 29.3% in the professional context, while it is as 

high as 62.3%in the too-friendly context, meaning that emotions explain a much larger 

share of patient perceptions in the role-incongruent scenario.  

- Insert Table 4 - 

Regression coefficients in Table 4 indicate that positive emotions improve nonmedical 

outcomes while negative emotions deteriorate them in both contexts; therefore, the main 

effect of positive (negative) emotions leading to positive (negative) intentions is 

confirmed. It is also notable that in the too friendly scenario, positive emotions do not 

elevate positive patient intentions as much as negative emotions reduce them.  

Lastly, in order to see if the professional and too-friendly contexts create a difference in 

terms of the regression outputs (Hypothesis 1 and Hypothesis 2), an interaction variable 

between emotions and contexts is created for two separate conditions (Table 5). Similar 

to the previous regression analysis, the dependent variable is the patient’s future 

intentions, while the independent variables are positive and negative emotions, with the 

interaction between emotions and the scenario-type added as another independent 

variable this time. Role-congruency which is manipulated through the scenario is 

dummy-coded as 0 if the physician is professional and 1 if s/he is too friendly. Both 

models are significant at 0.000 (Fpositive_emotions=141.329 and Fnegative_emotions=76.474). 

Adjusted R-square is 40.4% in the professional context, while it is 30.0% in the too 

friendly context. 

- Insert Table 5 - 
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Both interaction variables are significant and positive, indicating that the context (of 

having a professional or a too-friendly physician) changes the direct relationship 

between emotions and service nonmedical outcomes. Interestingly, when the physician 

is too friendly, positive emotions improve service results more drastically compared to 

the other context. However, negative emotions deteriorate service results more 

compared to the other context. Interaction figures below illustrate this point.  

 

Figure 2. Interaction between Positive Emotions and Patient Intentions Based on 

Context 
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Figure 3. Interaction between Negative Emotions and Patient Intentions Based on 

Context 

 

 

Based on Figure 2, Hypothesis 1 is partly confirmed. Although positive emotions lead 

to positive results when the doctor is role-congruent, positive emotions lead to even 

better results when the doctor is behaving too friendly. Based on Figure 3, Hypothesis 2 

is confirmed since negative emotions lead to negative results in both scenarios; 

however, results become worse when the doctor is role-incongruent. 

 

Discussion  

Results show that role expectations play a moderating role between emotions and 

service nonmedical outcomes. If doctors behave in line with expectations, patients who 

feel negative become more satisfied at the end. These results can be discussed from two 

different perspectives. First of all, the relationship between the patient and the doctor 

represents yet another service domain. Service relationships are considered as 
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“encounters” today [3], making the traditional principles for relationship building less 

effective. Patients feel more satisfied if they actively participate in the relationship and 

become more loyal afterwards. This study contributes to this notion by demonstrating 

that the medical performance can be perceived good or bad depending on whether the 

doctor smiles “too much” or not. In another study with HIV patients, some of the ways 

of building rapport between patients and providers was found to be avoiding behaviors 

that are judgmental of patients [42]. For patients, encounters with doctors are not only 

stages to attain proper treatment but also social platforms for information exchange and 

service interaction.  

Even in situations where the social dimension is not directly related to the actual 

service, therefore, role performances are important, since consumers base their 

expectations on role scripts [19]. Role congruence becomes one of the important 

elements in service settings in which the product is exceedingly intangible. Patients 

seem to believe that a good doctor is a person who also knows how to communicate. 

The greater the discrepancy between the expectations and the actual performance, the 

greater is the dissatisfaction [43]. This study has also shown that when the patient feels 

positive, the doctor’s excessive friendliness leads to better results. This may stem from 

the patients’ optimistic mood making them evaluate the doctor’s behavior outside the 

context. In the qualitative part of this study, a lot of patients mentioned about the 

pleasure they feel when they socialize with a doctor.  

Secondly, medicine may be one eco-system where not only the medical diagnosis and 

treatment processes, but also the medical knowledge itself is being co-created by 

patients and doctors [44], as well as all other parties contributing directly or indirectly. 

Co-creative attempts to build long-lasting, strong relationships [37], specifically in the 
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health care sector [45], may force patients to stay “too personal,” and they now want to 

be involved in the medical aspects of this relationship. They bring their medical 

knowledge piled by the Internet and word of mouth [46], and use their own “expertise” 

for building an effective encounter with the physician. 

Recent research into what mutual satisfaction is in the health care sector and how 

“empowerment” can really benefit both parties [45,47] shows that even though patients 

may not have a direct say on the diagnosis or decide on the method of treatment, they 

want to be involved in the decision making, or at least understand what lab results mean 

[42].As a matter of fact, empowerment is not something one does to patients [48]. The 

principle of co-creation states that each partner in the relationship should be self-

involved and participate in the creation of value [37]. In fact, doctors and patients have 

very different perspectives of the doctors’ communication skills [45,49] and co-creation 

requires a reconciliation of all these affective and behavioral components. This study 

similarly shows that for patient satisfaction to occur, it is necessary that both parties in 

the co-creative relationship understand each other well and cooperate effectively.  

 

Conclusion 

Intrigued by rapid changes in the nature of the doctor-patient relationship, this study 

presents a contribution to our knowledge from two perspectives:(1) service nonmedical 

outcomes as perceived by the patient may depend on a direct subjective assessment of 

the social encounter and (2) the patient may reflect his/her expectations about the 

doctor’s behavior, i.e. role congruency, in judging these service results. This interaction 

between the physician and the patient is one example of the fit envisioned in the 

literature [4].Doctors, in the future, may be inclined towards learning new sets of skills 
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regarding interpersonal competence [50], which would be more in line with a liberating 

ideology of human interactions in service businesses. The new professionalism requires 

an open relationship [31] with emotions playing an important role [33]. 

Health care can be considered to be one of those “experiential” consumption spaces 

where consumers (in our case, patients) go through a series of stages for the attainment 

of a product or service. Literature has already pointed out the “experience” dimension of 

health care [51], and the shift from perceiving health care products and services as 

sacred medical offerings towards perceiving them as experiential, profane items has 

already begun [52], even confessed itself in health care communities [53].Future 

research can more specifically concentrate on this aspect and try to understand whether 

and how patients may perceive doctors as providers in the experience of health care 

consumption. In fact, the use of electronic medical records to facilitate patient-doctor 

communication may not result in a significant change in overall relationship quality 

[54] as there is no straightforward answer to the question of how policy makers can 

improve dyadic interactions that occur in health care. A deeper understanding is 

required to appreciate the particular approaches for building an effective communication 

[55], rather than everyday suggestions (e.g. “communicate well”) which remain too 

general.  

Lastly, the co-creative aspect is found to be very much related to health care 

communication. However, future studies should concentrate on creating actual dyadic 

interactions that can effectively measure co-creation. Without direct interactions, it is 

hard to measure tensions, emotions, or actions [56]. Besides the limited extrapolation of 

results due to the experimental methodology, this study is also restricted in terms of 

representing different situations that occur in health care, including the severity and the 
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stage of the health problem, physical and technical qualities of the environment, 

whether it is a routine procedure or a complex diagnostic problem, as well as the 

demographic and the psychographic characteristics of both patients and doctors. Future 

research is called for investigating the effects of these various moderators and mediators 

changing the nature and the progress of the medical relationship. 

 

References 

1. Stevenson G. Social relations of production and consumption in the human service 

occupations. Int J Health Serv 1978;8(3), 453-463. 

2. Coser RL. Insulation from observability and types of social conformity. Am Sociol 

Rev 1961;25:28-39. 

3. McKinlay JB,MarceauLD. The end of the golden age of doctoring. Int J Health Serv 

2002;32(2):379-416. 

4. Tofan G, Bodolica V, SpraggonM. Governance mechanisms in the physician-patient 

relationship: A literature review and conceptual framework. Health Expect 

2012;16:14-31. 

5. Ouschan R, Sweeney J, Johnson L. Customer empowerment and relationship 

outcomes in healthcare consultations. Eur J Mark 2006;40:1068–1086. 

6. Langer A, Schroder-Back P, Brink A, Eurich J. The agency problem and medical 

acting: an example of applying economic theory to medical ethics. Med Health Care 

Philos2009;12:99–108. 

7. Thom DH, Hall MA, Pawlson LG. Measuring patients’ trust in physicians when 

assessing quality of care. Health Aff2004;23:124–132. 



19 
 

8. Lee Y-Y, Lin JL. Do patient autonomy preferences matter? Linking patient-centered 

care to patient-physician relationships and health outcomes. SocSci Med 

2010;71:1811–1818 

9. Weng HC, Chen HC, Chen HJ, Lu K, Hung SY. Doctors’ emotional intelligence 

and the patient–doctor relationship. Med Educ 2008;42(7):703-711. 

10. Haskard KB, Williams SL, DiMatteo MR, Rosenthal R, White MK, Goldstein MG. 

Physician and patient communication training in primary care: effects on 

participation and satisfaction. Health Psychol 2008;27:513–522. 

11. Thom DH, Campbell B. Patient-physician trust: an exploratory study. J Fam Pract 

1997;44:169–176. 

12. Carlsen B, Aavik A. Patient involvement in clinical decision-making: the effect of 

GP attitude on patient satisfaction. Health Expect2006;9:148–157. 

13. Mahmoudian A, Zamani A, Tavakoli N, Farajzadegan Z, Fathollahi-Dehkordi F. 

Medication adherence in patients with hypertension: Does satisfaction with doctor-

patient relationship work? J Res Med Sci2017;22. 

14. He AJ, Qian J. Explaining medical disputes in Chinese public hospitals: the doctor–

patient relationship and its implications for health policy reforms. Health Econ 

Policy Law 2016;11(4):359-378. 

15. Ryan J, Sysko J. The contingency of patient preferences for involvement in health 

decision making.Health Care Man Rev 2007;32:30–36. 

16. Solomon MR, Surprenant C, Czepiel JA,Gutman EG. A role theory perspective on 

dyadic interactions: The service encounter. J Mark 1985;49(1):99-111. 

17. Bates FL, Harvey CC. The Structure of Social Systems. New York: Wiley; 1975. 



20 
 

18. Sarbin TR, Vernon LA. Role Theory, in The Handbook of Social Psychology, 2nd 

edition, V. 1, Gardner Lindzey& Elliott Aronson (Eds.), Reading, MA: Addison-

Wesley; 1968. 

19. Sheth JN. A Review of Buyer Behavior. Manage Sci 1967;13:8718-8756.  

20. Wilson DT, BozinoffL. Role theory and buying-selling negotiations: A critical 

overview, in Marketing in the 80's, Richard Bagozzi (Ed.), Chicago: American 

Marketing; 1980. 

21. Allen VL, van de Vliert E. (Eds.) A role theoretical perspective on transitional 

processes. Role Transitions: Explorations and Explanations. New York: Plenum, 

1984; 3-18.  

22. Aggarwal P. The effects of brand relationship norms on consumer attitudes and 

behavior. J Consum Res 2004;31:87–101. 

23. Temerak MS, Winkhofer H, Hibbert SA. Facilitating customer adherence to 

complex services through multi-interface interactions: The case of a weight loss 

service. J Bus Res 2018;88:265-276. 

24. Henkel AP, Boegershausen J, Rafaeli A, Lemmink J. The social dimension of 

service interactions: observer reactions to customer incivility. J Serv 

Res 2017;20(2):120-134. 

25. Tagiuri R. Person Perception, in The Handbook of Social Psychology, 2nd edition, 

V.3, Gardner Lindzey and Elliot Aronson (Eds.), Reading, MA: Addison-Wesley; 

1969. 

26. Grove SJ, Fisk RP. The dramaturgy of services exchange: An analytical framework 

for services marketing, in Emerging Perspectives in Services Marketing, Leonard L. 



21 
 

Berry, G. Lynn Shostack, and Gregory D. Upah (Eds.), Chicago: American 

Marketing; 1987. 

27. Howden C, Pressey AD. Customer value creation in professional service 

relationships: the case of credence goods. ServInd J 2008;28(6):789-812. 

28. Seiders K, Flynn AG, Berry LL, Haws KL. Motivating customers to adhere to 

expert advice in professional services: a medical service context. J Serv Res 

2005;18(1):39-58. 

29. Blanch-Hartigan, D. An effective training to increase accurate recognition of patient 

emotion cues. Patient EducCouns 2012;89(2):274-280. 

30. Blanch-Hartigan D. Patient satisfaction with physician errors in detecting and 

identifying patient emotion cues. Patient Educ Couns2013;93(1):56-62. 

31. Irvine D. The performance of doctors: the new professionalism. Lancet 

1999;353(9159):1174-1177. 

32. Stacey M. Regulating British medicine: the General Medical Council. 

Chichester:Wiley;1992. 

33. Heszen-Klemens I, Lapińska E. Doctor-patient interaction, patients' health behavior 

and effects of treatment. SocSci Med 1984;19(1):9-18. 

34. Decoster VA, Egan M. Physicians' perceptions and responses to patient emotion: 

Implications for social work practice in health care. Soc Work Health Care 

2001;32(3):21-40. 

35. Dube L, Belanger MC, Trudeau E. The role of emotions in health care 

satisfaction. Mark Health Serv 1996;16(2):45. 

36. Bernard HR. Research Methods in Anthropology: Qualitative and Quantitative 

Methods (3rd ed.). Walnut Creek, CA: AltaMira Press;2002. 



22 
 

37. Grönroos C. Service logic revisited: Who creates value? And who co-

creates? EuropBusin Rev 2008;20(4):298–314. 

38. Strauss A, Corbin J. Basics of Qualitative Research: Grounded Theory Procedures 

and Techniques. Newbury Park, CA: Sage;1990. 

39. Weisman CS,Teitelbaum MA. Physician gender and the physician-patient 

relationship: recent evidence and relevant questions. SocSci Med 1985;20(11):1119-

1127. 

40. Potter SJ,McKinlay JB. From a relationship to encounter: an examination of 

longitudinal and lateral dimensions in the doctor–patient relationship. SocSci 

Med 2005;61(2):465-479. 

41. Richins ML. Measuring emotions in the consumption experience. J Consumer Res 

1997;24(2):127-146. 

42. Dang BN, Westbrook RA, Njue SM, Giordano TP. Building trust and rapport early 

in the new doctor-patient relationship: a longitudinal qualitative study. BMC Med 

Educ 2017;17(1):32. 

43. Churchill GA, Surprenant CF. An investigation into the determinants of customer 

satisfaction. J Mark Res1982;20:491-504. 

44. Beirão G, Patricio L, Fisk RP. Value cocreation in service ecosystems: Investigating 

health care at the micro, meso, and macro levels. J Serv Manage 2017;28(2):227-

249. 

45. Tari Kasnakoglu B. Antecedents and consequences of co-creation in credence-based 

service contexts. ServInd J 2016;36(1-2):1-20. 

46. Diaz JA, Griffith RA, Ng JJ, Reinert SE, Friedmann PD, Moulton AW. Patients' use 

of the Internet for medical information. J Gen Intern Med 2002;17(3):180-185. 



23 
 

47. Aujoulat I, d’Hoore W, Deccache A. Patient empowerment in theory and practice: 

polysemy or cacophony? Patient EducCouns 2007;66(1):13-20. 

48. Anderson RM, Funnell MM. Patient empowerment: myths and misconceptions. 

Patient EducCouns 2010;79(3):277-82. 

49. Kenny DA, Veldhuijzen W, Van Der Weijden T, LeBlanc A, Lockyer J, Légaré F, 

Campbell C. Interpersonal perception in the context of doctor–patient relationships: 

A dyadic analysis of doctor–patient communication. SocSci Med 2010;70(5):763-8. 

50. Mechanic D. Managed care and the imperative for a new professional ethic. Health 

Aff 2000;19(5):100-111. 

51. Legido-Quigley H, Naheed A, de Silva HA, Jehan I, Haldane V, Cobb B, Tavajoh S, 

Chakma N, Kasturiratne A, Siddiqui S, Jafar TH. Patients’ experiences on accessing 

health care services for management of hypertension in rural Bangladesh, Pakistan 

and Sri Lanka: A qualitative study. PloS One. 2019;14(1):e0211100. 

52. Holbrook MB. Essay on the origins, development and future of the consumption 

experience as a concept in marketing and consumer research. Qual Mark Res 

2018;21(4):421-44. 

53. Keeling DI, Laing A, Newholm T. Health communities as permissible space: 

supporting negotiation to balance asymmetries. Psychol Mark 2015;32(3):303-18. 

54. Alkureishi MA, Lee WW, Lyons M, Press VG, Imam S, Nkansah-Amankra A, 

Werner D, Arora VM. Impact of electronic medical record use on the patient–doctor 

relationship and communication: A systematic review. J Gen Intern Med 

2016;31(5):548-60. 

55. Ha JF, Longnecker N. Doctor-patient communication: a review. Ochsner J 

2010;10(1):38-43. 



24 
 

56. Carter WB, Inui TS, Kukull WA, Haigh VH. Outcome-based doctor-patient 

interaction analysis: II. Identifying effective provider and patient behavior. Med 

Care 1982;20(6):550-66. 


