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You only have one chance for a first impression! Impact of Patients’ First Impression
on the Global Quality Assessment of Doctors’ Communication Approach
Michela Rimondinia, Maria Angela Mazzia, Isolde Martina Buscha, and Jozien Bensingb,c

aSection of Clinical Psychology, Department of Neurosciences, Biomedicine and Movement Sciences, University of Verona; bDepartment of Health
Psychology, Netherlands Institute for Health Services Research (NIVEL); cFaculty of Social Sciences, Utrecht University

ABSTRACT
Patients’ first impressions obtained during early contacts with doctors represent the basis for relation-
ship building processes. Aim of this study was to verify how patients’ first impression of doctors’
communication approach influences patients’ global assessment of doctors’ performance. This cross-
sectional study was part of a larger, multicenter observational study aiming to assess lay-people’s
preferences regarding patient–doctor communication. All participants (N = 136) were equally distributed
over two selected Italian and Dutch recruitment centers as well as for gender and age. In each center,
panels of 6–9 persons each watched the same set of eight videotaped Objective Structured Clinical
Examination consultations. Participants performed different tasks as to pick up salient communication
elements while watching the videos and to rate doctors’ global communicative performances on a 10-
point Likert scale. We performed a mediation analysis to assess direct and indirect effects of participants’
first impression on participants’ global assessment. Among the 439 collected first impressions, 284(65%)
were positive. When the first impression was positive, the mean value of the global assessment of
doctors’ performance was significantly higher (M = 7.4, SD = 1.5) than when the first impression was
negative (M = 6.0, SD = 1.6); t(437) = 9.0 p < .001. According to the mediation analysis, this difference
was due to a direct (c’ = 0.53) and an indirect effect (ab = 0.86) deriving from the total effect of first
impressions on the global assessment of doctors’ performances (c = 1.39). In conclusion, the first
impression has a strong impact on positive and negative judgments on doctors’ communication
approach and may facilitate or inhibit all further interactions.

Introduction

The process of establishing interpersonal relationships usually
relies, during the initial minutes of a conversation, on rapid,
automatic, and effortless reciprocal judgments, based on lim-
ited information. These so-called first impressions aim to
interpret and predict the behaviors of the addressed target
person (Harris & Garris, 2008; Willis & Todorov, 2006;
Wood, 2014). Moreover, it has been recently suggested that
first impressions, once they occur, remain relatively stable
over time (Gunaydin, Selcuk, & Zayas, 2017; Huettner &
Linden, 2017). First impressions can be influenced by differ-
ent factors, such as target person’s race (Blair, Judd, &
Chapleau, 2004), gender (Krueger & Rothbart, 1988), physical
appearance (Naumann, Vazire, Rentfrow, & Gosling, 2009),
facial features (Wolffhechel et al., 2014; Zebrowitz, Franklin,
Hillman, & Boc, 2013), posture (Naumann et al., 2009),
speech, and voice (Ambady & Rosenthal, 1992). Several stu-
dies showed that first impressions, even if quickly formed, are
often accurate, since they allow the perceiver to correctly
predict individual aspects of the target person (Ambady &
Rosenthal, 1992; Biesanz et al., 2011; Borkenau, Mauer,
Riemann, Spinath, & Angleitner, 2004; Hassin & Trope,

2000; Naumann et al., 2009). Indeed, Borkenau et al. (2004),
using videotaped episodes as stimulus material, demonstrated
significant associations between perceiver’s first impressions
and target’s personality traits and intelligence.

The essential effects of perceiver’s first impressions of the
target person on perceiver’s overall judgment have been
underlined in many different contexts, such as in education
(Wood, 2014), human resource management (Swider, Barrick,
Harris, & Stoverink, 2011), in the criminal justice system
(Blair et al., 2004; Zebrowitz & McDonald, 1991), and politics
(Ballew & Todorov, 2007). For instance, it has been shown
that final voting decisions can be affected by quick judgments
of candidates’ faces (Ballew & Todorov, 2007).

In the medical setting, the impact of patients’ first impression
on the global assessment of doctors’ communication approach
may have important implications. Previous studies suggest that
patients’ satisfaction and the development of a trustful therapeu-
tic relationship greatly depend on the quality of doctor–patient
communication (Clever, Jin, Levinson, & Meltzer, 2008; Ha &
Longnecker, 2010). Doctors’ communication approach can posi-
tively or negatively affect patients’ treatment adherence (Hesse &
Rauscher, 2018; Rochon et al., 2011), which then, in turn, may
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impact patients’ prognosis and health outcomes (Stewart, 1995;
Swain, Hariharan, Rana, Chivukula, & Thomas, 2015).
Therefore, exploring the key elements underlying the develop-
ment of patients’ impression of doctors’ communication
approach during the medical consultation is highly relevant.

The existing evidence in this field shows that first impres-
sions obtained during early contacts with doctors, such as the
first medical encounter, represent the basis for building a
stable relationship and may influence further interactions
and adherence to treatment plans (James, 2016). According
to findings by Van Dulmen, Verhaak, and Bilo (1997), the
first encounter is of greater significance for the development
of a solid, valuable relationship between patient and doctor
than the second or third encounter. Studies assessing the
importance of the first encounter as well as the impact of
doctors’ communication approach on patients’ satisfaction
suggested that factors, such as visit length or doctors’ verbal
dominance, are not associated with patients’ satisfaction
(Eide, Graugaard, Holgersen, & Finset, 2003; Graugaard,
Holgersen, Eide, & Finset, 2005). However, patients explicitly
remark other aspects of doctors’ communication approach.
For instance, they appreciate doctors adopting a patient-cen-
tered communication approach, in which the patient is con-
sidered as central, her/his emotional states, values, and
preferences are acknowledged, and her/his empowerment is
promoted and facilitated (Sharf & Street, 1997; Venetis,
Robinson, Turkiewicz, & Allen, 2009). Specific patient-cen-
tered behaviors of healthcare providers, such as listening,
immediacy (e.g., establishing eye contact, smiling) (Wanzer,
Booth-Butterfield, & Gruber, 2009), or empathy (Schrooten &
De Jong, 2016) have been found to be strongly associated with
patients’ satisfaction. Further, a psychosocial communication
pattern taking into account, during the consultation, daily life
problems as much as addressing social relations or feelings, is
also positively related to patients’ satisfaction (Beck,
Daughtridge, & Sloane, 2002; Bertakis, Roter, & Putnam,
1991). Furthermore, it has been suggested that physicians,
aiming to establish a good relationship with their patients
since the first encounter, should adopt a high caring commu-
nication style, based on genuine interest in the patient, kind-
ness, and empathy (Buller & Buller, 1987; Cousin, Schmid
Mast, Roter, & Hall, 2012) Indeed, Cousin et al. (2012)
demonstrated that a high caring communication style was
more appreciated by the patients than a low caring style,
thus leading to higher patient satisfaction. Finally, studies,
which focused on specific phases of a single consultation,
have found that healthcare providers’ informal talk during
the collection of the clinical history is highly valued
(Nguyen, Hong, & Prose, 2013; Robinson & Heritage, 2006).

Despite the existing evidence, effort still has to be
devoted to fully understand the role and the impact of
the very first impression in the communication process
between doctors and patients. In particular, it is still
unknown to what extent patients’ positive or negative
judgments of doctors’ behaviors in the early phases of
the consultation will irrevocably influence their global eva-
luation, independently from what happens in the succes-
sive phases of that specific encounter. In other words, can
patients’ initial beliefs of doctor’s communication

approach be influenced by doctors’ successive interven-
tions during the interaction? For instance, can doctors
change patients’ negative perception by avoiding potential
communication errors during the rest of the consultation
or will the negative first impression inevitably compromise
patients’ global perception of the quality of doctors’ com-
munication? Therefore, the aim of the present study was to
investigate, by using videos of simulated medical consulta-
tions, how participants’ very early positive or negative
judgments of doctors’ communications approach (i.e.,
first impressions) influence, directly and indirectly, their
global assessment of the quality of doctors’ communication
approach, considering participants’ subsequent positive or
negative impressions of doctors’ communication approach
(i.e., successive judgments) as potential mediator in this
relationship.

Methods

Study design

This study was part of a multicenter cross-sectional research
project (i.e., Mazzi et al., 2013) focusing on lay people’s
quality assessments of general practitioners’ (GP) communi-
cation approach. A detailed description of the study design
and its main results were previously published (Mazzi et al.,
2013; Moretti et al., 2012). Among the former four participat-
ing countries, only Italy and the Netherlands were selected for
the present study, while United Kingdom and Belgium were
excluded due to a high number of missing data.

In each country, participants were recruited in 2010.
Inclusion criteria were: (i) being older than 18 years and (ii)
having had at least one visit to the GP in the last 12 months.
Exclusion criteria were: (i) being involved in the last two years
in a lawsuit/formal complaint against a healthcare profes-
sional/profession and (ii) not speaking the language of the
country.

Recruitment and sample characteristics

Stratified Purposeful Sampling (Onwuegbuzie & Leech,
2007) was applied as recruitment method. The strata were
differentiated by country and gender, participants were
balanced by age within each stratum. This technique
allowed having the same size for each of these sociodemo-
graphic characteristics. People were approached in public
areas, such as shopping centers, and via calls in free local
papers. The same recruitment procedure was used in both
countries. In order to maximize potential differences among
participants’ experiences and preferences towards doctors’
communication approach, leaflets were distributed in var-
ious community areas (e.g., hospitals, pharmacies, general
practitioners’ waiting rooms, patients’ associations).
Sociodemographic and clinical characteristics of the partici-
pants are presented in Table 1. According to these variables
no relevant differences between countries were identified,
therefore, the analyses have been performed on the whole
sample.
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Instruments

Each participant had to watch a selection of four videotaped
Objective Structured Clinical Examination (OSCE) consulta-
tions. Transcripts of the consultations were also provided.
Two different scenarios were represented in the videos por-
traying medical encounters between fourth year medical stu-
dents and healthy subjects simulating a gynecological disease
(i.e., scenario A - vaginal discharge; scenario B - severe men-
strual pain). Half of the participants watched the Scenario A
and the other half the Scenario B. For each scenario, the
participants observed four videotaped medical visits which
included different ranges (i.e., low, middle, high) in the qual-
ity of doctors’ communication as assessed by previous OSCE
evaluations using the Liverpool Communication Skills
Assessment Scale (LCSAS) and the Global Simulated Patient
Rating Scale (GSPRS) (i.e., 10-point Likert Scale; Humphris &
Kaney, 2001).

In order to identify participants’ first impressions, successive
judgments, and their global assessment of doctors’ communica-
tion approach, each participant had to perform two tasks:

(1) Identifying and evaluating key moments (partial judg-
ments): While watching the video or immediately
after the end of it, the participants were invited to
indicate on the transcript of the consultation the
doctors’ communicative behaviors that captured
their attention and to mark these with a plus (+) or
a minus (-), if the impression was positive or nega-
tive, respectively.

a. First impression (independent variable): The first
plus or minus given on the transcript was consid-
ered as first impression.

b. Successive judgments (mediating variable): All
positive or negative impressions, following the
first impression and indicated by pluses or
minuses on the transcript, were then considered
as successive judgments.
Participants were also invited to add comments on
the transcripts where they offered explanations for
their choices, describing the verbal and non-verbal
aspects that captured their attention. If the parti-
cipants expressed neither positive nor negative
opinions of certain transcripts, then those tran-
scripts were considered as not informative and
excluded from the analyses. These data represent
the explanatory variables included in the regres-
sion models, which are described below.

(2) Global Evaluation of Doctors’ Communication
Approach (outcome variable): After watching each
video, the participants had to rate the quality of
doctors’ communication approach. On a 10-point
Likert scale, they had to answer the question “How
would you rate the quality of doctors’ communication
approach and the use of communication skills?” A
score of 1 corresponded to a very low quality of
doctors communication style and/or poor application
of communication skills, while a score of 10 repre-
sented a very high quality of doctors’ communication
style and/or excellent communication skills.

Statistical analysis

Absolute frequencies and percentages are presented for cate-
gorical data.

Regarding the timing of the first impression (meant as the
moment of the consultation in which participants’ assign the
first plus or minus to doctor’s behavior), the comparison
between positive and negative first impressions was performed
using the Kolmogorov–Smirnov (K-S) test for equality of fre-
quency distribution since the data distribution was skewed.

The difference in the global assessment of doctors’ commu-
nication approach between those participants whose first impres-
sion was positive and those whose first impression was negative
was evaluated with independent samples t-test, while the associa-
tions between the number of participants’ positive and negative
successive judgments and the global assessment of doctors’ com-
munication skills were assessed by Pearson correlation coefficient.

To determine the association between the first impression and
the global assessment, taking into account the potentially mediat-
ing effect of participants’ successive judgments, a two-level media-
tion analysis (MacKinnon, Fairchild, & Fritz, 2007) based on a
sequence of consecutive steps (Krull & MacKinnon, 2001) was
performed (see Figure 1). This multilevel methodology (Krull &
MacKinnon, 2001) allowed taking into account the repeated mea-
sures (i.e., four transcripts for each participant). Applying the
product approach proposed by MacKinnon et al. (2007) and
considering the chronological order of the variables, it was possible

Table 1. Sociodemographic and clinical characteristics of participants by
country.

NL
n = 58

IT
n = 71

Total
N = 129

Test
(p-

value)

Age (%) 1.12
18–30 40.3 33.8 36.7 (.57)
31–50 28.1 36.6 32.8
>50 31.6 29.6 30.5
Gender (%) 0.35
Female 51.7 46.5 48.8 (.55)
Education (%) 0.15
None/primary school 19.3 21.2 20.3 (.93)
Secondary school 45.6 42.3 43.8
Higher school 35.1 36.6 35.9
Marital status (%) 0.91
Married/living together 40.4 32.4 35.9 (.63)
Widowed/divorced 12.3 12.7 12.5
Single 47.3 54.9 51.6
Occupation (%) 10.3
Employed 28.6 56.3 44.1 (.02)
Unemployed 7.1 5.6 6.3
Student 35.7 18.3 30.0
Other (housewife/retired/incapacitated) 28.6 19.7 23.6
Chronic disease (%) 3.80
Present 29.8 15.5 21.9 (.05)
General physicians visits 0.92
<5 times in 1 year 67.2 74.7 71.3 (.63)
6–10 times in 1 year 22.4 18.3 20.2
Monthly or more 10.4 7.0 8.5
Specialist physicians visits 0.69
Never 31.0 38.0 34.9 (.41)
Emergency room visits 0.40
Never 74.1 78.9 76.7 (.53)
Hospital admissions 3.08
Never 81.0 91.6 86.8 (.08)
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to calculate the direct and the indirect effect of the first impression
on the global assessment, taking into account successive judg-
ments as mediation variable. In order to compare transcripts
with a different amount of judgments, the mediation variable
(successive judgments) was calculated as the proportion of positive
successive judgments on the total amount of successive judgments
of each transcript.

Unstandardized regression coefficients of the paths a and
b, the indirect effect ab as well as the total effect and the direct
effect, represented by the unstandardized regression coeffi-
cients c and c’, respectively, are reported. Moreover, the effect
size PM that indicates the ratio of the indirect effect to the
total effect as well as the ratio of the direct effect to the total
effect (1-PM) are stated (see Preacher & Kelley, 2011).

The potential confounding effect of doctors’ individual
communication approach on the global assessment was pre-
liminary evaluated by a one-way repeated measures analysis of
variance (ANOVA) and then doctors’ communication
approach was included in the set of regressions in the context
of the mediation analysis as an independent variable. Using a
set of multilevel linear regression models controlled the influ-
ence of participants’ clinical and sociodemographic character-
istics on the global and specific assessments.

Stata 14.2 (College Station, TX 77845, USA) and its program
ml_mediation were applied and p ≤ .05 was considered
significant.

Results

A total of 439 (81%) out of 544 consultations (4 for each of
the 129 participants) were fully completed and therefore used
for statistical analysis. All participants assessed at least 1

transcript and 66 (49%) participants rated all 4 transcripts.
First impressions occurred on average at the 24th verbal turn
(SD = 30; range: 1–157). The frequency distribution was
skewed (sk = 1.9; k = 6.4) and the comparison between
positive and negative first impressions was significant (K-
S = 0.169, p < .01; Mdn positive judgment = 9 vs. Mdn
negative judgment = 15). Table 2 shows doctors’ behaviors,
which were most frequently selected as positive first impres-
sion, together with participants’ explanation for their choices
(when provided). Table 3 shows doctors’ behaviors, which
were most frequently selected as negative first impression,
together with participants’ explanation for their choices
(when provided).

First impressions were mainly positive (n = 284, 65%).
When the first impression was positive, the global assessment
of doctors’ communication approach was significantly higher
than in consultations where the first impression was negative
(M = 7.4; SD = 1.5 and M = 6.0, SD = 1.6, respectively; t
(437) = 9.0, p < .001). Positive first impressions were generally
followed by a higher amount of positive successive judgments
(M = 17, SD = 15.0) than of negative successive judgments
(M = 5, SD = 8.1). Accordingly, negative first impressions
were generally followed by a higher amount of negative suc-
cessive judgments (M = 10, SD = 8.8) than of positive succes-
sive judgments (M = 5, SD = 6.7). Furthermore, the number
of positive (M = 12.7; SD = 14.0; range:0–72) and negative
(M = 6.8; SD = 7.7; range:0–70) successive judgments was
significantly associated with the global assessment of doctors’
communication approach (r = .38 p < .001 and r = –.45
p < .001, respectively). The global assessment of each doctor’s
communication approach (M = 6.89, SD = 1.65; sk = −0.62;
k = 3.8) varied from 6.5 to 7.6.

Figure 1. Sequence of consecutive steps and corresponding questions in the applied two-level mediation analysis.
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Table 2. Doctors’ behaviors most frequently selected by participants as positive first impression, together with participants’ explanations for their selections (when
provided).

Doctor’s behavior

Time point
of

occurrence
(verbal
turns;

minutes/
seconds) Frequency Participants’ explanation (examples)

Nice to meet you my name is x. I’m a 4th year
medical student and I’ve been asked to
come in today and have a chat with you.

00:01 18 ● Doctors should always introduce themselves and let them free to decide
● Professional way for introducing
● Nice introduction, trustful and self-confident

Hi, good morning my name is x. I’m one of
the 4th year medical students here today,
mmhh would it be ok if I just spoke to you
for a little while about why you’ve come in?

1 00:03 16 ● Good start

ok, I’m just gonna check this one, how are you
feeling today?

5 00:10 13 ● Shows interest in the patient
● Nice start

My name is x, I’m a 4th year medical student
and I’ve been asked by the doctor to speak
to you to see why you are coming today. Is
that all right with you?

3 00:02 12 ● Professional way for introducing
● I appreciate the fact that the doctor introduced himself
● I like that he explains what is going on

My name is x. I’m a 4th year medical student
and I have been asked to come and have a
chat with you today is that ok?

3 00:02 11 ● Introduction with name
● Good introduction
● Patient knows who is the doctor

Hi, I’m a 4th year medical student and the
doctor asked me to take a history from you
is that ok?

1 00:04 11 ● Eye contact

Hi there, my name is x, I’m a 4th year medical
student and I’ve been asked by the doctor
to come and have a chat with you today, is
that ok?

1 00:01 11 ● Good introduction

Don’t be embarrassed like I see people with
this all the time so don’t worry about it,
mmhh have you noticed if it smells at all?

13 01:08 11 ● Near the edge! It sounded a bit too joyous
● Reassurance, but she should not apologize
● Reassurance of the patient, which probably makes it easier for her to tell more
● Puts the patient at ease

Right now if you had to rate the pain on a
scale of 1 to 10, 10 being the worse pain
you’ve ever felt and 1 being something very
minor, how would you rate it out of 10?

27 01:59 10 ● Nice tool
● I like the use of a scale
● Favors patient’s understanding

Hi ya, I’m a 4th year medical student, my
name is x, I’ve just been asked by the
doctor to have a chat with you about why
you are here, is that ok?

1 00:05 9 ● Nice introduction
● He asks the permission to ask questions

Thank you is it ok if I make notes? 3 00:07 8 ● Nice question
● Excellent to ask the permission
● Informs the patient

Thick ok not to worry this is a really common
thing, it’s fine.

23 01:02 7 ● It is good to reassure the patient, but the tone could have been better
● Reassuring
● Involvement
● Try to calm the patient

25, I just write down something. Right, so how
can I help you Jane?

9 00:29 7 ● Open question
● Clear indication that he’s going to write down everything
● Excellent the use of the verb “help” and the use of the first name
● Put the patient at ease
● Shows commitment and listens

right ok I’m gonna ask you some rather
important but it might be personal
questions to you so if you feel
uncomfortable at any time just stop me, is
that ok?

29 01:57 6 ● Clear what is going to come next
● Takes account of patient’s emotions
● Good introduction of these questions
● It’s nice that you can stop if you start feeling uncomfortable
● Put the patient at ease, sensitive
● Very kind and professional
● He is aware that he is going to ask embarrassing questions and he provides the

opportunity to be stopped
● Reassuring, puts the patient at ease
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The ANOVA test demonstrated a confounding effect of
doctors’ individual communication approach on the global
assessment [F (7, 431) = 3 .8, p < .001], confirming the
appropriateness to include doctors’ individual communication
approach as independent variable in the set of regressions.
Table 4 shows preliminary explorations of the influence of

participants’ characteristics on doctors’ communication
approach, by using a set of multilevel bivariate linear regres-
sions, accounting for doctors’ communication approach. It
can be noted that only two variables (i.e., country and hospital
admission in the last year) were significantly related to the
global assessment. These confounding variables were then

Table 3. Doctors’ behaviors most frequently selected by participants as negative first impression, together with participants’ explanations for their selections (when
provided).

Doctor’s behavior
Time point of occurrence(verbal

turns; minutes/seconds) Frequency
Participants’ explanation
(examples)

I just try and get
everything sorted
and done first,
could I have your
name please?

3 00:21 8 ● Sounds unprepared
● Superfluous remark
● Should have been sorted out already

she seems more interest in the bureaucracy than in the relationship with the patient !!
● Looks insecure

Hi, good morning my
name is x, I’m one
of the 4th year
medical students
here today, mmhh
would it be ok if I
just spoke to you
for a little while
about why you’ve
come in?

1 00:02 6 ● Declaring that you are a student reduces patient trust
● I would had appreciated if the doctor better explained her role as a student
● Looks insecure

Hi, I’m a 4th year
medical student
and the doctor
asked me to take a
history from you, is
that ok?

1 00:04 6 ● Not approachable.
● No introduction
● Forgets the name
● Doesn’t provide enough information on the visit

Don’t be embarrassed
like I see people
with this all the
time so don’t worry
about it, mmhh
have you noticed if
it smells at all?

13 01:08 6 ● Sounds reassuring, but again she looks away, her face affectionate
● Making excuses for asking questions!
● Don’t tell people how they feel; just reassure them
● Don’t talk about different patients
● Strange reassurance
● All the time? For me this doesn’t have the effect of a reassurance
● Not professional; better to keep more distance
● Doesn’t value patient’s feelings
● Sounds false

Hello, I’m x, one of the
4th year medical
students can I ask
your name please?

1 00:01 5 ● Why asking? Of course you may ask that as a question

ok ok.. this, we’ll do
an investigation
and things like that
and hopefully we’ll
just try to get to
some sort of like
answers to what is
going on, ok?

51 03:36 5 ● Vague; be more clear! What kind of examination?
● Looks insecure
● Not professional language
● “Things like that” is not a professional expression
● Should explain to the patient that she should be worried
● Muscular tension
● No reassuring

ok and what’s the
trouble today?

13 00:32 3 ● Why today? It could be a persistent problem
● She says too often “ok”

Sorry ok and ok that’s
been going on for
few days?

17 00:47 3 ● Too many ok and sorry
● I would prefer a more open question, such as: how long is it worrying you?
● Already told by the patient before the question
● Seems that she is not paying attention to the patient
● Looks worried not self-confident

Thick, right, ok, it’s
not to worry, this is
a really common
thing it’s fine.

23 01:02 3 ● Conclusion/reassurance too fast
● Even if it is a common problem it could be worrying
● A bit strange, the patient didn’t even express her concern
● It’s common but you should say it’s good because you don’t know yet
● Verbal and non verbal behaviors are not coherent
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included in the next step of statistical analysis (i.e., mediation
analysis). Since the participants’ characteristics did not main-
tain their significance, they were excluded from the final
model. The final mediation analysis, in which in a set of
regressions the effects of both predictors (i.e., first impression
and successive judgments) were sequentially estimated (see
Table 5), confirmed their significant association with the
global assessment of doctors’ communication skills.

By considering successive judgments as mediation variable,
the total effect, defined as the sum of direct and indirect
effects of the first impression on the global assessment (i.e.,
c = 1.39) was split into a direct (c’ = 0.53) and an indirect
effect (a = 42.15, b = 0.02; ab = 0.86). (see Figure 1). Thus, a
first positive/negative impression increased/decreased the glo-
bal assessment score by 1.39 points. Taking into account the
mediation effect, the results showed that 62% of the effect of
the first impression on the global assessment indirectly
occurred through successive judgments (PM = 0.62) and 38%
directly (1-PM).

Discussion

The present study expanded previous research about the
impact of patients’ first impression of doctors’ behavior on
patient–doctor relationships (Eide et al., 2003; Graugaard
et al., 2005; James, 2016), being, to the best of our knowledge,
the first study focusing on the effect of patients’ first impres-
sion on their global assessment of doctors’ communication
approach by considering their successive judgments as poten-
tial mediating variables.

The most remarkable result of our study is that the first
impression, evoked during the initial minutes of the medical
consultation, showed a strong impact on successive judgments,
which, in turn, affected the global assessment of doctors’ com-
munication approach. Considering the fact that participants
reported their positive or negative first impressions between
the first and third minute, it can be suggested that the factors,
which have an impact on the patient from the very beginning
of the consultation, have a strong influence on the overall
perception of that interaction. Indeed, positive first judgments
demonstrated to predispose to a more indulgent and benevo-
lent attitude emphasizing doctors’ appreciable behaviors and
neglecting or downplaying potential undesirable interventions.
On the contrary, a negative first impression led patients to
focus their attention on critical and unwelcomed elements
characterizing doctors’ communication approach, increasing

Table 4. Multilevel bivariate regression models, exploring the influence of
patients’ characteristics on global assessment of doctors’ communication
approach.

Global assessmenta

Coefficient (p-values)

Country
IT vs. NL −0.42 (.04*)
Age
31–50 vs. 18–30 0.14 (.57)
>50 vs. 18–30 0.40 (.11)
Gender
Female vs. male −0.14 (.42)
Education
Higher school vs. other 0.07 (.75)
Marital status
Married/living together vs. other 0.12 (.57)
Occupation
Employed vs. other −0.21 (.31)
Chronic disease
Presence vs. absence −0.09 (.72)
General physicians visits
6–10 times in a year vs. less than 5 0.20 (.43)
Monthly vs. less than 5 0.55 (.14)
Specialist physicians’ visits
Just once in a year vs. never −0.45 (.06)
More than once vs. never −0.15 (.56)
Emergency room visits
At least once a year vs. never 0.32 (.18)
Hospital admissions
At least once a year vs. never 0.62 (.04*)

Note.
aAll participants’ sociodemographic and clinical variables were controlled for
doctors’ communication approach.

*p < .005.

Table 5. Set of regressions in the applied two-level mediation analysis.

1st step: Participants’ global assessment of doctors as dependent variable

Coefficient 95% Confidence interval
First impression 1.35** [1.07, 1.63]
Design effect Reference: doctor 1 [–0.52, 0.56]
Doctor 2 0.02 [–1.01, 0.04]
Doctor 3 –0.49 [–1.36, –0.31]
Doctor 4 –0.84** [–0.77, 0.20]
Doctor 5 –0.28 [–0.87, 0.21]
Doctor 6 –0.33 [–1.24, –0.37]
Doctor 7 –0.81** [–1.49, –0.51]
Doctor 8 –1.00**
Intercept 6.49** [6.07, 6.90]

2nd step: Participants´ global assessment of doctors as dependent variable

Coefficient 95% Confidence interval
Successive judgment 0.02 [0.02, 0.03]
Design effect Reference: doctor 1 [–0.27, 0.73]
Doctor 2 0.23 [–0.84, 0.14]
Doctor 3 –0.35 [–0.95, 0.03]
Doctor 4 –0.46 [–0.52, 0.39]
Doctor 5 0.06 [–0.63, 0.37]
Doctor 6 –0.13 [–0.68, 0.15]
Doctor 7 –0.26 [–0.96, –0.05]
Doctor 8 –0.50*
Intercept 5.26** [5.19, 6.05]

3rd step: Successive judgments as dependent variable

Coefficient 95% Confidence interval
First impression 42.15** [36.67, 47.64]
Design effect Reference: doctor 1 [–19.36, 1.05]
Doctor 2 –9.15 [–15.75, 3.85]
Doctor 3 –5.95 [–28.98, –9.22]
Doctor 4 –19.10** [–21.56, –1.52]
Doctor 5 –11.54* [–19.50, 0.67]
Doctor 6 –9.41 [–34.14, –15.89]
Doctor 7 –25.01** [–31.76, –11.69]
Doctor 8 –21.73**
Intercept 43.79** [35.95, 51.64]

4th step: Successive judgments as dependent variable

Coefficient 95% Confidence interval
First impression 0.53** [0.22, 0.84]
Successive judgments 0.02** [0.02, 0.02]
Design effect Reference: Doctor 1 [–0.26, 0.74]
Doctor 2 0.24 [–0.84, 0.13]
Doctor 3 –0.35 [–0.93, 0.06]
Doctor 4 –0.44 [–0.49, 0.41]
Doctor 5 0.04 [–0.62, 0.38]
Doctor 6 –0.12 [–0.71, 0.12]
Doctor 7 –0.30 [–1.03, –0.11]
Doctor 8 –0.57
Intercept 5.56 [5.13, 5.99]

Note.
aAll participants’ sociodemographic and clinical variables were controlled for
doctors’ communication approach.

*p < .005.
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their overall criticism and decreasing their overall view. The
inductive reasoning process underlying these different evalua-
tions seems to be due to a cognitive bias called confirmatory
bias, which is the tendency to select and interpret information
in order to confirm previous beliefs or hypotheses (Wason,
1960). A particular type of confirmatory bias, the halo effect
(Thorndike, 1920), might have led participants to interpret all
the following doctors’ behaviors according to their first impres-
sion, reaching a global assessment in line with the one initially
developed. It has been shown that the halo effect plays a role in
different rater-based assessments (Foster & Ysseldyke, 1976;
Schneider, Gruman, & Coutts, 2012), even if, as pointed out
by Wood (2014), its relationship with the accuracy of raters’
global evaluation is under debate and deserves further research
(Wood, 2014).

The qualitative explanations provided by the participants
regarding the most frequently chosen doctors’ expressions imply
several clinical considerations, particularly regarding the defini-
tion of desirable or unwanted behaviors of doctors during the
consultation. For instance, doctors’ self-introduction and presenta-
tion is the intervention most often reported by the participants as
the first explicit moment in which they form a judgment on the
doctor. During the consultation, patients are in a vulnerable
position, where the “power” is often tipped in favor of healthcare
providers, therefore actions done by doctors aiming to rebalance
the relationship, are welcomed and valued as signals of respect
and commitment. According to the participants, doctors, who
introduce themselves with their personal name, their professional
role and tasks, help patients in understanding better the entire
situation they find themselves in. Furthermore, providing such
information makes sure that the doctor is perceived as self-con-
fident, professional, and trustworthy. This result is not surprising,
since it confirms and reinforces from lay persons’ point of view
what is already widely advocated in the existing literature, namely
that agenda setting expressions and doctors’ self-introduction are
key elements in fostering the relationship (De Haes & Bensing,
2009; Lipkin et al., 1995). A topic that caused different reactions
among the participants and that seems to bemore controversial to
define in terms of appropriateness, is how doctors should make
patients feel at ease when talking about potentially embarrassing
issues. Interestingly, the same sentence that a doctor expressed
during the consultation (don’t be embarrassed like I see people with
this all the time so don’t worry about it, mmmhave you noticed, if it
smells at all?) was perceived very differently by participants.
Doctors’ intention to generalize and thus normalize the medical
condition by referring to other previous cases was considered by
several participants as an acceptable way for reassuring and impli-
citly reducing patient’s potential discomfort. On the other hand,
other participants stressed the depersonalization conveyed by
such interventions (e.g., don’t talk about different patients or all
the time?), that might make patients feel like a “number” and not
as a unique person dealing with a specific problem in a specific
moment of his/her life. In a patient-centered approach, aiming to
prevent the risk of premature or inappropriate responses to
patients’ emotional distress, doctors might consider applying
interventions that intend first of all to explore feelings without
assuming their presence or specific nature. According to the Six-
Functional Model by De Haes and Bensing (2009), the initial
endpoint regarding the function “addressing patients’ emotions”

is exploring patients’ emotions and favoring their expression.
Indeed, normalizing and legitimizing the feeling of embarrass-
ment would then imply to start from evoking such an emotion.
Open questions (e.g., How are you feeling in this moment?) or
emphatic comments (e.g., I imagine that it might be embarrassing
for you to discuss this problem.) can be considered the gold
standard in favoring patients’ emotional free expression
(Derksen, Bensing, & Lagro-Janssen, 2013) and should therefore
be preferred in the initial phase instead of premature reassurance.

Despite our very promising results, some limitations need to
be pointed out. It could be argued that the definition of first
impression applied in this study is too narrow, since the first
impressions expressed by the participants could have been based
not only on verbal and nonverbal communication elements, but
also on other factors, which were not considered in our analysis.
These potential sources of interference, such as sociodemo-
graphic factors (e.g., doctors’ gender, ethnicity, age), personal/
esthetic factors (e.g., doctors’ bearing, attractiveness, clothing),
or environmental elements (e.g., time pressure, characteristics of
the medical office) (Blair et al., 2004; Krueger & Rothbart, 1988;
Naumann et al., 2009) cannot be completely excluded. However,
part of the variability, possibly related also to these aspects, was
reduced by controlling several variables as described in the study
design. For instance, the task given to the participants was clearly
focused on doctors’ communication skills, as they had to indi-
cate on the transcript specific key moments that captured their
attention. Moreover, the use of videotaped OSCE examinations
allowed to reach a standardized assessment, and all the protago-
nists of the videos playing the role of the GP were fourth year
medical students; therefore, they were all in the same age range.
In addition, the recorded consultations took place in the same
room within a fixed amount of time. Using simulated instead of
real medical consultations also guaranteed to control for some
potentially interfering variables, but it inevitably restricted the
generalization of the results. However, the advantage of having
standardized consultations with different communication com-
petences of doctors, who deal with identical medical problems,
balances this potential drawback. The applied standardization
may limit the ecological validity of our findings, even if we
believe that the methodology applied for data collection pro-
vided a sufficient reliability. In the literature, patients are usually
invited to express their opinion on doctors’ communication
approach in two different ways: either answering to semi- or
standardized interviews or questionnaires, which often miss to
link patients’ preferences to specific key moments taken from
real consultations (e.g., Little et al., 2001), or through group
discussions (e.g., focus groups), which are inevitably affected
by interpersonal dynamics that make difficult to isolate single
participants contributions (Kitzinger, 1994; Stalmeijer,
McNaughton, & Van Mook, 2014). The adapted technique of
videotape review usually applied in education studies (Frankel &
Beckman, 1982; Frankel, Sung, & Hsu, 2005) permitted a perso-
nalized and precise identification of the key moments influen-
cing the global quality assessment of doctors’ communication
approach. At the same time, using lay people instead of real
patients avoided a low reliability, which may have occurred
during personal interaction between patients and doctors, since
patients tend to be either positively (Frankel & Beckman, 1982;
Williams, Coyle, & Healy, 1998) or negatively (Blair, Steiner, &
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Havranek, 2011; Bogart, Bird, Walt, Delahanty, & Figler, 2004;
Street, O’Malley, Cooper, & Haidet, 2008) biased. Further obser-
vational studies should fully assess the ecological validity of our
results as well as try to better identify to which doctors’ commu-
nication skills correspond the key moments pointed out by the
participants. This would help to adapt doctors’ communication
approach according to the different phases of the clinical
encounter. Moreover, the influence of sociodemographic and
clinical characteristics of lay people on their evaluation of doc-
tors’ communication approach might be further explored by
including other potentially explicative variables, like personality
traits, attachment, or the health locus of control.

In conclusion, our study confirms the importance of an
appropriate and relationship-centered start of each medical
consultation. Taking a few seconds for establishing a good
relationship, based on the awareness that a medical visit is
first and foremost an encounter between two human beings
with personal preferences and needs, may pay back in the
long period in terms of alliance and reciprocal engagement.
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